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Summary sheet

Summary of Skill Level Achieved During Ward

S. No

Skills

Levels Achieved

A|lB|]c|D]|E

Facilitator’s
Signature

General Surgery

History Taking

General Physical Examination

Systemic Examination

Intramuscular Injection

v bW [|N|-

Intravenous Injection/ Cannulation
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About Logbook

This logbook is intended to develop record, assess and certify student’s activities during clinical
rotation. These activities are based on the learning objectives defined in the curriculum
document.

How to Use This Logbook

This log book has two sections. The first section A regarding the skills taught during clinical
rotation in the ward. The section B deals with the skills taught in the skill lab.

What is Competence

“The ability to do something successfully or efficiently.”

Competencies Level

Following are the levels to be assigned to the students by the facilitator according to their
competencies.

Level A: Observer status

Level B: Assistant status

Level C: Performed part of the procedure under supervision

Level D: Performed whole procedure under supervision

Level E: Independent performance

Competencies Levels in Ward

Following is the competencies level guideline for the facilitators to assess the student according to

their performance.

. Levels
S. No Skills A 5 C 5 =
1 History Taking 4
2 General Physical Examination v
3 Systemic Examination 4
4 Intramuscular Injection v
5 Intravenous Injection/ Cannulation v
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Section A

Skills to be taught in Ward

Skill 1: History Taking

Skill 2: General Physical and Systemic Examination
Skill 3: Vital Signs

Skill 4: IM Injection, IV Injection, IV Cannulation

Skill # 1 History Taking

Aim
By the end of the clinical rotation student should be able to take history independently

General Instructions

e Student must take 5 histories properly along with general physical and systemic
examination.

e During clinical practice participants have to perform and/or observe the skill being taught.

e Get your history sheets checked and graded by ward teacher.

e In practice you may sometimes need to gather a collateral history from a relative, friend or
career. This may be with a child or an adult with impaired mental state.

e After each skill is completed students will have a short discussion with the facilitator or
clinical assistant about what they have seen or done.

Instructions for history taking

e Obtain consent

e Seek patient’s permission to take notes
e Ask relevant questions

e Avoid jargons use

e Keeping to time limits

e Respect patient’s privacy

Instructions for Facilitator

Facilitator should observe student while performing skill and mark (Tick) the performed
procedural steps below.

Checklist for History Taking:

(To be filled by the facilitator)

Procedural Steps Status

Introduce yourself.

Presenting Complaint (PC)

History of Presenting Complaint (HPC)
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Past Medical History (PMH)

Drug History (DH)

Family History (FH)

Social History (SH)

Review of Systems (ROS)

Competency level achieved

A B C D E
Facilitator’s Name: Facilitator’s Signature:
Date:
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Skill 2: General Physical and Systemic Examination

Instructions for students:
e Wash hands
e Introduce yourself
e Explain the examination
e @Gain consent

Instruction for facilitator.

Facilitator should observe students while performing skill and mark (Tick) the performed

procedural steps below.

Checklist for General physical and systemic examination:

(To be filled by the facilitator)

GENERAL PHYSICAL EXAMINATION

Status

General appearance

Physique

Consciousness

Posture

Neck

Hand and nails

Feet

Axilla

Edema

SYSTEMIC EXAMINATION

Cardiovascular system (CVS):

Inspection

Palpation

Auscultation

Gastrointestinal system:

Inspection

Palpation

Percussion

Auscultation

Respiratory system:

Inspection

Palpation

Percussion

Auscultation

Nervous system:

Higher Mental Function
Appearance
Orientation
Consciousness
Speech

Cranial nerves
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Skill 3: Vital Signs

General Instructions:

e Record temperature, Pulse, Respiration rate & Blood Pressure of five patients.

e Please observe standard precaution and communication skills while performing this task.

¢ Inform your facilitator when your task is complete.

e Facilitator should observe student while performing skill and mark (Tick) the performed

procedural steps below.

Radial Pulse

CHECKLIST FOR RADIAL PULSE Status
(To be filled by the facilitator)

1. Washed hands.

2. Prepared equipment.

3. Explained procedure to the patient.

4. Determined if the patient is taking any medications that may affect the pulse

rate.

5. Assisted the patient to a comfortable position

6. Located the radial artery.

7. Placed the tips of index and middle fingers over the vessel.

8. Pushed lightly at first, adding pressure till feeling the pulsation.

9. Commenting on: Quantity, Regularity and Volume

10. Discussed the findings with the patient.

11. Recorded the results as beats / minute and comment on, regularity and volume.
Competency level achieved:
CHECKLIST FOR TEMPERATURE Status

(To be filled by the facilitator)

Introduce your self

Provides clear & relevant information to patient & gain consent

Ensure patient privacy is maintained throughout the procedure

Temperature taking with glass thermometer {Per oral}

Check patient has not had a warm or hot drink in the last 10 minutes

Wipes glass thermometer with antiseptic

Flicks the thermometer to obtain mercury reading to below 350 C on the thermometer

Correctly inserts the thermometer under tongue for 3 minutes

Accurately reads temperature to within +/-0.1-degree Celsius accuracy

Wipes thermometer with antiseptic & replaces thermometer accordingly

A B C D E
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Temperature taking with glass thermometer {Per axilla}

Moves clothing away from shoulder and arm ensure privacy for patient during
procedure

Wipes glass thermometer with antiseptic

Flicks the thermometer to obtain mercury reading to below 35 degree Celsius on the
thermometer

Correctly places thermometer per axilla and leaves for 5-10 minutes

Accurately reads temperature to within +/-0.1-degree Celsius accuracy

Wipes thermometer with antiseptic & replaces thermometer accordingly

Competency level achieved:

A B C D E

CHECKLIST FOR BLOOD PRESSURE Status

Performs hand hygiene

Introduces self to patient and explains procedure

Step Method

Selects appropriate cuff size

Locates brachial pulse

Positions cuff at appropriate level above antecubital fossa with arm at heart level, palm
up

Centers bladder over artery and wraps cuff snugly

Positions aneroid needle where it can be observed

Inflates cuff, palpating artery to detect at which Pressure the pulse disappears

Deflates cuff and waits 30 seconds

Relocates brachial artery and positions stethoscope over it

Places ear pieces into ears

Inflates cuff to 30 mm Hg above palpated systolic pressure

Slowly releases valves

Accurately identifies pulse within 10mm Hg both systolic and diastolic

Washes hands

Competency level achieved:

A B C D E

CHECKLIST FOR RESPIRATION MONITORING Status

Introduce yourself

Gain consent

Counts respiratory rate for one minute nothing rate rhythm and depth

States respiration rate to within +/-2 breaths of accuracy and records rate, depths and
rhythm/ pattern as indicated

Competency level achieved:

A B C D E
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History: 1
DATA
Name: Age: Sex:
Address: Area: Time of Admission:

Mode of Admission:

Diagnose Case or:

Chief Complaints:

uhWwN

HOPI:

Systemic Review:

Past History:
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Family History:

Personal History:

Socio economic History:

Drug History:

Menstrual History:

Case Record Form for General Physical & Systemic Examination

General Physical Examination:

Systemic Examination:
Cardiovascular System

Inspection:

Palpation:
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Auscultation:

Gastrointestinal tract:

Inspection

Palpation:

Percussion:

Auscultation:

Respiratory system:

Inspection:

Palpation:

Percussion:

Auscultation:

Nervous system:

a) Higher mental function
a. Appearance
b. Orientation
¢. Consciousness
d. Speech

b) Cranial nerves
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Record of Vitals Reading

Patient No Temperature Pulse

Respiratory rate

Blood Pressure

Assessment Sheet

(To be filled by the facilitator.)

General .
. . Systemic
No. Competencies physical .
o examination
examination
1 | A(Observer status)
2 B (Assistant status)
3 C (Performed part of the procedure under supervision)
4 D (Performed whole procedure under supervision)
5 | E (Independent performance)
Teacher Name: Signature: Date:
HOD’s Name: HOD’s Signature:
Date:

Page. 12
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History: 2
DATA
Name: Age: Sex:
Address: Area: Time of Admission:

Mode of Admission:

Diagnose Case or:

Chief Complaints:

HOPI:

Systemic Review History:

Past History:

Page. 13
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Family History:

Personal History:

Socio economic History:

Drug History:

Menstrual History:

Case Record Form for General Physical & Systemic Examination

General Physical Examination:

Systemic Examination:
Cardiovascular System

Inspection:

Palpation:
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DEPARTMENT OF MEDICINE

Auscultation:

Gastrointestinal tract:

Inspection

Palpation:

Percussion:

Auscultation:

Respiratory system:

Inspection:

Palpation:

Percussion:

Auscultation:

Nervous system:

¢) Higher mental function
a. Appearance
b. Orientation
¢. Consciousness
d. Speech

d) Cranial nerves
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Record of Vitals Reading

Patient No Temperature Pulse

Respiratory rate

Blood Pressure

Assessment Sheet

(To be filled by the facilitator.)

General Systemic
No. Competencies physical y o
o examination
examination
1 A (Observer status)
2 | B (Assistant status)
3 C (Performed part of the procedure under supervision)
4 D (Performed whole procedure under supervision)
5 E (Independent performance)
Teacher Name: Signature: Date:
HOD’s Name: HOD’s Signature:
Date:
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History: 3
DATA
Name: Age: Sex:
Address: Area: Time of Admission:

Mode of Admission:

Diagnose Case or:

Chief Complaints:

11.
12.
13.
14.
15.

HOPI:

Systemic Review:

Past History:
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Family History:

Personal History:

Socio Economic History:

Drug History:

Menstrual History:

Case Record Form for General Physical & Systemic Examination

General Physical Examination:

Systemic Examination:
Cardiovascular System

Inspection:

Palpation:
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Auscultation:

Gastrointestinal tract:

Inspection

Palpation:

Percussion:

Auscultation:

Respiratory system:

Inspection:

Palpation:

Percussion:

Auscultation:

Nervous system:

e) Higher mental function
a. Appearance
b. Orientation
c. Consciousness
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d. Speech
f) Cranial nerves

Record of Vitals Reading

Patient No Temperature Pulse

Respiratory rate

Blood Pressure

Assessment Sheet

(To be filled by the facilitator.)

General .
. . Systemic
No. Competencies physical .
- examination
examination
1 A (Observer status)
2 B (Assistant status)
3 C (Performed part of the procedure under supervision)
4 D (Performed whole procedure under supervision)
5 E (Independent performance)
Teacher Name: Signature: Date:
HOD’s Name: HOD’s Signature:
Date:
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History: 4
DATA
Name: Age: Sex:
Address: Area: Time of Admission:

Mode of Admission:

Diagnose Case or:

Chief Complaints:

R wnN

HOPI:

Systemic Review:

Past History:
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Family History:

Personal History:

Socio Economic History:

Drug History:

Menstrual History:

Case Record Form for General Physical & Systemic Examination

General Physical Examination:

Systemic Examination:
Cardiovascular System

Inspection:

Palpation:
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Auscultation:

Gastrointestinal tract:

Inspection

Palpation:

Percussion:

Auscultation:

Respiratory system:

Inspection:

Palpation:

Percussion:

Auscultation:

Nervous system:

g) Higher mental function
a. Appearance
b. Orientation
¢. Consciousness
d. Speech

h) Cranial nerves
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Record of Vitals Reading

Patient No Temperature Pulse

Respiratory rate

Blood Pressure

Assessment Sheet

(To be filled by the facilitator.)

General Systemic
No. Competencies physical y o
o examination
examination
1 | A (Observer status)
2 | B (Assistant status)
3 C (Performed part of the procedure under supervision)
4 D (Performed whole procedure under supervision)
5 E (Independent performance)

Teacher Name: Signature: Date:
HOD’s Name: HOD’s Signature:
Date:
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History: 5
DATA
Name: Age: Sex:
Address: Area: Time of Admission:

Mode of Admission:

Diagnose Case or:

Chief Complaints:

R wnN

HOPI:

Systemic Review:

Past History:
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Family History:

Personal History:

Socio Economic History:

Drug History:

Menstrual History:

Case Record Form for General Physical & Systemic Examination

General Physical Examination:

Systemic Examination:
Cardiovascular System

Inspection:

Palpation:
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Auscultation:

Gastrointestinal tract:

Inspection

Palpation:

Percussion:

Auscultation:

Respiratory system:

Inspection:

Palpation:

Percussion:

Auscultation:

Nervous system:

i) Higher mental function
a. Appearance
b. Orientation
¢. Consciousness
d. Speech

j) Cranial nerves

Page. 27



STUDENT LOGBOOK
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Record of Vitals Reading

Patient No Temperature Pulse

Respiratory rate

Blood Pressure

Assessment Sheet

(To be filled by the facilitator.)

General .
. . Systemic
No. Competencies physical .
. examination
examination
1 | A(Observer status)
2 B (Assistant status)
3 C (Performed part of the procedure under supervision)
4 D (Performed whole procedure under supervision)
5 | E (Independent performance)
Teacher Name: Signature: Date:
HOD’s Name: HOD’s Signature:
Date:
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Skill 4: Intramuscular Injection

Instructions

e Inform the students to observe the skill being performed and ask to note the steps given
below.

e After each skill is completed students will have a short discussion with the facilitator or
clinical assistant about what they have seen or done.

CHECKLIST OF IM INJECTION

(Observe the following steps being carried out.) Status

Gain consent

Check that all necessary equipment is available

Wash hands

Put on gloves

Prepares injection. Aspirate into syringe, ensures no air in syringe.

Uncover area to be injected (deltoid muscle, upper lateral thigh, lateral upper quadrant
major gluteal muscle)

Clean insertion point. Must use at least 3 wipes with swab.

Ask patient to relax the target muscle.

Insert needle swiftly at an angle of 90 degrees.

Aspirate briefly, if blood appears withdraws the needle and start again.

If no blood return, inject slowly.

Withdraw needle swiftly.

Press sterile gauze over the opening with pressure. Then applies bandage or tape.
Disposal of Syringe, Needle, Gloves etc in all.

Documents procedure in patient’s chart (examinee can state this) including contents
and location of injection and any complications.

Patient comfort was priority

Maintained sterility appropriately throughout the procedure.

Competency level achieved:

A B C D E
Facilitator’s Name: Facilitator’s Signature:
Date:
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Skill 5: Intravenous Injection / Cannulation

Instructions

e Inform the students to observe the skill being performed and ask to note the steps given

below.

e After each skill is completed students will have a short discussion with the facilitator or

clinical assistant about what they have seen or done.

(Observe the following steps being carried out.)

CHECKLIST FOR IV CANNULATION Status
(To be filled by the student)

Confirms correct patient (student states) Obtain informed consent

e Indication for IV

e Complications — pain, bleeding, nerve damage, fainting

Check that all necessary equipment is available

Flush saline lock Wash hands Apply tourniquet.

Identify insertion site Put on gloves Clean insertion point.

Must use at least 3 wipes with swab.

Insert needle superficially with bevel side up; with flashback of blood advances the catheter
over the needle

Remove tourniquet to release pressure on vein.

Using one finger to put pressure at the end of the catheter to stop blood flow, removed the
needle. (if using needleless device, retracted the needle first).

Disposed of needle in Sharps container without recapping.

Attach saline lock. Flush IV with saline to ensure patency.

Thoroughly secure cannula with tape

Documents procedure in patient’s chart (examinee can state this) including location of IV and
any complications.

Patient comfort was priority

Maintained sterility appropriately throughout the procedure

CHECKLIST OF IV INJECTION Status

Wash your hand

Reassure the patient and explain the procedure

Uncover arm completely

Have the patient relax and support his arm below the vein to be used

Apply tourniquet and look for suitable vein

Wait for vein to swell

Disinfect skin

Stabilize the vein by pulling the skin taut longitudinal direction of vein. Do this with
the hand you are not going to use for inserting the needle

Insert needle at an angle of around 35 degree

Puncture the skin and move the needle slightly to the vein(3-5mm)

Hold the syringe and needle steady

Aspirate: if blood appears hold the syringe steady, you are in the vein. If it does not
come, try again.
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Loosen tourniquet

Inject slowly. Check for pain, swelling, hematoma

Withdraw needle swiftly. Press sterile cotton wool onto the opening. Secure with
adhesive tape.

Check the patient’s reaction and give additional reassurance, if necessary

Clean up, dispose of waste safely; wash your hand

Competency level achieved:

A B C D E
Facilitator’s Name: Facilitator’s Signature:
Date:
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Section B

Skill 2: Intramuscular Injection
Skill 3: Intramuscular Cannulation

Skills to be taught in Skill Lab

Skill 1: Cardiopulmonary Resuscitation (CPR)

Competencies Levels in Skill Lab.

Following is the competencies level guideline for the facilitators to assess the student according to

their performance.

S.No ‘ Skills Levels
C E
1 Cardiopulmonary Resuscitation (CPR) v
2 Intramuscular Injection v
3 Intravenous Injection v
4 Intravenous Cannulation 4

Instruction for students

e Perform the following procedure in the skill lab under the supervision of facilitator.

e Your facilitator will observe you while performing the skill and assign level according to the

skill performed.

e Please observe standard precautions and communication skill while performing the skill.
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Skill 1: Cardiopulmonary Resuscitation (CPR)

Instructions:

e Perform the following procedure on mannequin in the skill lab
e Please observe standard precautions while performing the skill.

CHECKLIST FOR CARDIOPULMONARY RESUSCITATION (CPR)
(To be filled by the facilitator)

Steps

Status

Assess for responsiveness; shake and ask “Are you okay?”

Open the airway using the head tilt—chin lift maneuver: Simultaneously press down
on the patient’s forehead with one hand to tilt the head back. Lift the chin forward
using the fingers of the other hand under the bony part of the chin.

Check for breathing. With the ear next to the patient’s mouth and nose, look for the
chest to rise and fall with respirations, listen for exhalation, and feel for the flow of
air.

If not breathing, give two full breaths using a pocket mask, mouth shield, or bag-
valve mask. Observe for chest rise and fall during ventilation.

Check for a carotid pulse. (Take approximately 5 to 10 seconds to check the pulse.)

If pulse is present, continue rescue breathing at 10 to 12 breaths per minute.
Recheck the carotid pulse every 12 breaths.

If pulse is absent, begin chest compressions. Place the client on a firm surface.

With the arms straight and elbows locked, press straight down to depress the
sternum 11 /2 to 2 inches). Release pressure completely between compressions but
do not lift the hands from the chest.

With the arms straight and elbows locked, press straight down to depress the
sternum 11 /2 to 2 inches). Release pressure completely between compressions but
do not lift the hands from the chest.

Compress the chest 80 to 100 times per minute (one-and two-and...).

With one-rescuer CPR, provide 2 breaths after each 15 compressions. Assess the
pulse after 4 complete cycles of 15 compressions and 2 breaths; continue CPR until
help arrives.

With two-rescuer CPR, provide 1 breath after every 5 compressions. Assess pulse
every minute for 3 to 5 seconds. If no pulse is present, continue CPR until help
arrives.

Competency level achieved:

A B C D E
Facilitator’s Name: Facilitator’s Signature:
Date:
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Skill 2: Intramuscular Injection

Instructions:

e Perform the following procedure on mannequin in the skill lab
e Please observe standard precautions while performing the skill.

CHECKLIST OF INTRAMUSCULAR INJECTION
(To be filled by the facilitator)

Steps

Status

Gain consent

Check that all necessary equipment is available

Wash hands

Put on gloves

Prepares injection. Aspirate into syringe, ensures no air in syringe.

Uncover area to be injected (deltoid muscle, upper lateral thigh, lateral upper quadrant
major gluteal muscle)

Clean insertion point. Must use at least 3 wipes with swab.

Ask patient to relax the target muscle.

Insert needle swiftly at an angle of 90 degrees.

Aspirate briefly, if blood appears withdraws the needle and start again.

If no blood return, inject slowly.

Withdraw needle swiftly.

Press sterile gauze over the opening with pressure. Then applies bandage or tape.

Documents procedure in patient’s chart (examinee can state this) including contents
and location of injection and any complications.

Patient comfort was priority

Maintained sterility appropriately throughout the procedure.

Competency level achieved:

A B C D E
Facilitator’s Name: Facilitator’s Signature:
Date:
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STUDENT LOGBOOK DEPARTMENT OF MEDICINE

Skill 3: Intravenous Injection

Instructions:

e Perform the following procedure on mannequin in the skill lab
e Please observe standard precautions while performing the skill

CHECKLIST OF IV INJECTION
(To be filled by the facilitator.)

Steps Status

Wash your hand

Reassure the patient and explain the procedure

Uncover arm completely

Have the patient relax and support his arm below the vein to be used

Apply tourniquet and look for suitable vein

Wait for vein to swell

Disinfect skin

Stabilize the vein by pulling the skin taut longitudinal direction of vein. Do this with
the hand you are not going to use for inserting the needle

Insert needle at an angle of around 35 degree

Puncture the skin and move the needle slightly to the vein(3-5mm)

Hold the syringe and needle steady

Aspirate: if blood appears hold the syringe steady, you are in the vein. If it does not
come, try again.

Loosen tourniquet

Inject slowly. Check for pain, swelling, hematoma

Withdraw needle swiftly. Press sterile cotton wool onto the opening. Secure with
adhesive tape.

Check the patient’s reaction and give additional reassurance, if necessary

Clean up, dispose of waste safely; wash your hand

Competency level achieved:

A B C D E
Facilitator’s Name: Facilitator’s Signature:
Date:
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STUDENT LOGBOOK DEPARTMENT OF MEDICINE

Skill 4: Intravenous Cannulation

Instructions:

e Perform the following procedure on mannequin in the skill lab
e Please observe standard precautions while performing the skill

CHECKLIST OF IV CANNULATION
(To be filled by the facilitator.)

Steps Status

Confirms correct patient (student states) Obtain informed consent
e Indication for IV
e Complications — pain, bleeding, nerve damage, fainting

Check that all necessary equipment is available

Flush saline lock Wash hands Apply tourniquet.

Identify insertion site Put on gloves Clean insertion point.

Must use at least 3 wipes with swab.

Insert needle superficially with bevel side up; with flashback of blood advances the catheter
over the needle

Remove tourniquet to release pressure on vein.

Using one finger to put pressure at the end of the catheter to stop blood flow, removed the
needle. (if using needleless device, retracted the needle first).

Disposed of needle in Sharps container without recapping.

Attach saline lock. Flush IV with saline to ensure patency.

Thoroughly secure cannula with tape

Documents procedure in patient’s chart (examinee can state this) including location of IV and
any complications.

Patient comfort was priority

Maintained sterility appropriately throughout the procedure

Competency level achieved:

A B C D E
Facilitator’s Name: Facilitator’s Signature:
Date:
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