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Component I: Clinical Practice
Module F: Clinical Procedures
Topic 1: Guidelines

I. Statement of Purpose
Review and discuss the clinical appropriateness and level of intervention regarding
ambulatory invasive and noninvasive procedures

Il. Terminology
1. Protocols
2. Informed
3. Documentation
4. Informed consent
5. Intervention

1. Performance Standards

1.
2.

Describe the importance of medical / legal documentation for clinical procedures
Discuss Standardized Procedures

IV. References

1.

American Association for Clinical Chemistry,

www.aacc.org/publications/cIn/2010/january/pages/safety3.aspx.

2. The Joint Commission, http://www.jointcommission.org


http://www.aacc.org/publications/cln/2010/january/pages/safety3.aspx
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Content Outline Theory Objective

Suggested Learning
Activities/Evaluation

Objective 1
Describe the importance of medical/legal
documentation for clinical procedures

A. Informed consent processes
1. Written Communication
a. Mutually agreed that the patient is aware of
1) Purpose of the procedure
2) Alternatives of therapy explained
3) Risk and benefits of procedure
4) Questions have been addressed
5) Ethical and legal obligations explained
B. Invasive and noninvasive procedures
1. Invasive
a. Defined as breaking the skin
1) Leaves a scar
2) Requires informed consent
3) Minim invasive procedures
a) Colonoscopy
b) Angioplasty
2. Noninvasive
a. Defined as:
1) Radiology
2) Ultrasound
3) No consent unless radiation or isotopes
used for nuclear imaging
C. Point of care testing (POCT)
1. Guidelines are specific for:
a. Hospitals
b. Physician Office Lab (POL)
c. Medical Clinics
d. Patient’s home
2. Definition
a. Testing at the point where patient care is
given
3. Examples of POCT:
a. Urine dip sticks
b. CBC
c. Hgb
d. Blood glucose
1) AlC
D. Criteria for discharge (e.g., post-sedation, post-
procedure)
1. Criteria for safe patient discharge post-sedation

See AMA Policy
Finder:http://www.ama-
assn.org/ama/pub/about-ama/our-
people/house-
delegates/policyfinder.page

See: www.pointofcare.net

See Clinical laboratory Improvement
Amendments:
http://wwwn.cdc.gov/clia/default.aspx

See American Association of Clinical
Chemistry guidelines January 2010
and list the guidelines for specimen
testing.
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& post-procedure
a. Physician responsibility to evaluate patient
for discharge
b. Ability to tolerate oral fluid intake
Ability to eliminate urine
d. Blood pressure, temperature, respiratory
rate within normal limits
e. Cognitive level returning to baseline
f. Discharge into the hands of a care provider
1) Instruction to not operate machines
2) Do not make legal decision
2. Education and follow up instructions provided
3. Pain control measures addressed
E. Executing and recording procedures and protocols
(e.g., universal protocols, interpretation of test
results)
1. Recording Procedures and Protocols
a. Medical Legal documents
b. Date, time, procedure, participants
signatures required
c. Consent with documentation of protocol
number and Internal Review Board number
d. Outcome documentation with algorithm
documentation listed.
e. Follow up appointment and emergency
contact listed
f. Protocol author (Principal investigator)
listed
F. Obtaining and labeling specimens
1. Requirement of National Patient Safety Goals
2. Two identifiers of the patient required
Objective 2
Describe Standardized procedures
A. Includes the following
1. Written, dated and signed by the organized health
care system personnel
2. Authorized by the health care system
3. Enables nurses to perform under specific
guidelines
4. Specify experience, training and or education
requirement for performance
Evaluation of competence of authorized staff
Documented written records of person authorized
to perform procedures
Specify the scope of supervision required
8. Requirements of the nurse to communicate with a

o

oo

~

See Division of Allied Health
Professions of the Board of Medical
Quality Assurance and by the Board
of Registered Nursing January 2011
and discuss three guidelines
applicable to recording procedures.

Use the Case Scenarios below and
compare and contrast procedures that
these patients would receive and
describe the nursing care needed.

Sample Teaching Activities
Small group break out discussions

Role playing / interview between
patient/health care provider

Practice samples of legal
documentation in a clinic setting

Return demonstration of limited
focused assessment for various
clinical complaints
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9.

physician regarding the patient’s condition

Identify the limits of the standard procedure

10. Specify record keeping requirements

11. Interval and method to review standardized
procedures.

SAMPLE CASE STUDIES

Case Study-Adult Medicine

Maria, a 28-year-old female, presents to your office approximately 5 weeks pregnant. Her first
language is Spanish and she speaks only broken English. Her cousin came with her to translate.
This is her first pregnancy. She believes she is current on her shots but has no vaccine or
previous health records. She is living with a cousin and has good extended family support, but
limited financial support and no transportation or phone. She is excited about the pregnancy and
the prospect of being a mother. She reports having a few sexual partners with intermittent use of
protection. Maria did mention that her previous doctor had her watching her diet and trying not
to eat a lot of sugar but she is unclear as to why.

Vital signs: BP 124/82, Pulse 84, Resp Rate 12, Height 637, Weight 190 pounds. Blood sugar
done in office was 174

1)

2)

3)

4)

5)

Identify primary health concerns for Maria.
(Pregnancy; potential STDs; elevated blood sugar-potential diabetes...)

What tests do you anticipate being ordered?
(HCG, fasting blood sugar, hemoglobin A1C, CBC, Chem panel, STD screening
including HIV; varicella titer, rubella titer, Hep B antibodies)

Identify Maria’s barriers to receiving medical care.
(Health literacy challenges; language barrier; lack of transportation; limited income;
limited communication means i.e.-no phone)

Identify teaching needs.

(Pregnancy; expectations, s/s of concern-when to seek care/call office, visit intervals,
need for prenatal vitamins, when to repeat blood work, weight gain expectations,
medications to avoid, etc.; blood sugar management — possible meds, diet, checking
blood sugars at home; safe sex practices)

Develop a teaching plan, including: consideration of learning barriers, time allotted for
each teaching point, learning activities, and how to measure teaching success/retention.
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Case Study — Staff Education Need

It has come to the attention of the office that there are inconsistencies in how blood pressures are
being taken by all the medical staff. Cuff size, not taking BP on bare arm, using alternative
extremity, and inability to perform proper orthostatic blood pressures are all items of concern.

You have 25 medical assistants to educate, from very new to 18 years in practice. Two of the
medical assistants have already stated they are not concerned with changing anything as they feel
what they are doing is working.

You have a 30-minute slot at the staff meeting later this week to perform this education.

1) How will you prepare for this? (Printed materials, supplies, etc.).

2) How will you manage the resistance?

3) How will you organize your teaching? (Time breakdown, learning station, lecture, demo,
etc.)

4) How will you assess effectiveness of education?

Case Study — Adolescent Medicine

Sam is a healthy 16-year-old athlete. He is having increasing reactions to bee stings including
significant site swelling, site itching, and facial swelling with his most recent bee sting. Sam is
being referred to an Allergist for workup and possible allergy shots for bee sting allergy. At his
visit today, the PCP just prescribed an EpiPen 2-Pack to carry at all times. You have been given
the job of educating Sam and his father about the EpiPen. Sam and his father are in a hurry to
get back to school for practice and seem pre-occupied.

1) What information does Sam need to hear before he leaves the office?(How to recognize
signs and symptoms of anaphylaxis; when to use EpiPen; how to use EpiPen)

2) What teaching tools could be used?

3) How will you measure the success of your teaching?

Case Study- Pediatric Medicine
Scenario #1

Call received from mother of 3-year-old child, stating that she is being “so bad”. When asked
what behavior the child was showing, mother stated that she was having little urinary accidents
in her panties for the last week and was got getting to the bathroom in time to void. Was also
having night time accidents. Child had been completely trained (day and night) for over 6
months without accidents. Child was only having urinary accidents and no trouble with bowel
movements, was also complaining of “tummy pain”.

1) What additional questions would be appropriate to ask mother regarding her concern?
2) What would be your considerations for the differential diagnosis for this patient?
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Mother was encouraged to make appointment to rule out urinary tract infection as
children in this age group have atypical presentation, often with urinary accidents and
tummy pain. On evaluation, urinalysis showed 4+ glucose as well as bacteria. Blood
glucose found child’s blood sugar to be 389. Child was immediately admitted to the
hospital with the diagnosis of Type | diabetes.

3) Upon learning that her child would be admitted to the hospital, what information about
the need for hospitalization would be important for the mother to have?

4) What emotions might the mother be experiencing upon learning the diagnosis and what
an appropriate strategy is for the ambulatory care nurse.

5) What information could be provided to mother regarding expected toddler behavior vs.
illness symptoms?

Scenario #2

Call from mother who reports that 15-month-old child had been seen in Urgent Care three nights
previously for “bad cough”. Was told there were no abnormal findings on examination at that
time and he had a viral illness. Mother calls because she thinks “cough is getting worse”.

1) What assessment questions would be important to ask to determine if this child is
currently in any respiratory distress? (length of illness, fever, description of cough, s/s of
increased work of breathing, color, level of activity, counted respiratory rate while on
phone with Advice Nurse)

2) What additional information would be important to know about the child’s medical
history? (any concurrent medical diagnoses, immunization status)

Child is reported by mother to be having nasal flaring and substernal retractions. Mother
was able to provide a counted respiratory rate of 60. Child had been having fever 103-
104 degrees for past 24 — 48 hrs. Poor feeding, only one wet diaper in last 24 hrs. Mother
advised to take child to nearest Emergency Room. Child in ER had O2 saturation of
88%, respiratory rate of 64, mild dehydration, chest x-ray showing bilateral pneumonia.
Started on nebulizer treatment, IV antibiotics and admitted for evaluation. Discharged
home after 72 hours improved and stable.

3) What education to mother would have been important regarding follow-up for continued
concerns after initial evaluation in Urgent Care? What parameters could be given to
mother to evaluate worsening condition?



