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BASIC RULES
· On the day of clinical practices, students must be in the clinic where they will practice at 08:00 at the latest.

· It is necessary to pay attention to uniform integrity during clinical practice.
· In the clinic, personal equipments such as a stethoscope, a pen, a small notepad, and a clock with seconds must be with you.

· You must take responsibility for the patient/patients determined by the instructor and/or nurse.
· You should have the recommended anamnesis form and your blank care plan forms with you.
· You MUST have with you the forms containing the module practise objectives and the professional skills you are responsible during clinical practises.

· You need to prepare the nursing process of a patient (determined together with the instructor) for whom you take care of during the clinical practise.

· You must submit the data collection form, the care plan form and the skill list on the specified dates.
· Each day, one of the students will be responsible and will prepare the patient list, tea and lunch break list.

· This list will be hung in a suitable place in the nurse's office.
· Behaviors that will hinder the work of clinical staff during clinical practice should be avoided. (For example: waiting in crowded groups in the clinic staff's working area, talking loudly etc.).

· Patient files should not be taken out of the designated areas.
· Physician requests of the patients that you are responsible must be checked every day when you come to the clinic.

· You must be careful about not to jumble the cards in the medicine card slots in the nurse station.
· The condition of the patients in the patient rooms should not be discussed in a way that disturbs the patients.

· Patients should not be informed about uncertainties.
· If you encounter a needle stick incident during your practice, you MUST notify the instructor.
· In case the patient goes out of the clinic (for any procedure), the patient must be accompanied after informing the instructor.

· In order to leave the clinic at 16:00, all students must complete the patient handoff.
· During the clinical practice, you are expected to make progress in line with the individual feedback given by the instructors.

· You must submit your written feedback regarding the practise to your responsible instructor on the last day of the clinical practise.
PSYCHIATRIC AND MENTAL HEALTH NURSING LECTURE CLINICAL PRACTICE OBJECTIVES

	After orientation training, being an inpatient in the clinic, observing the activities and routine carried out in the clinic, and creating a list of the most commonly used psychotropic drugs, meet with a patient.

	Having a patient who will continue inpatient treatment in the clinic for at least two or three weeks as a case and conducting an interview.

	Having a patient who will continue inpatient treatment in the clinic for at least two or three weeks as a case, interviewing, planning nursing care, and planning an activity that can be done in the clinic. 

	Having a patient who will continue inpatient treatment for at least two or three weeks in the clinic as a case, interviewing, planning nursing care, planning an activity that can be done in the clinic, and determining a topic for psychoeducation. 

	Having a patient who will continue inpatient treatment for at least two or three weeks in the clinic as a case, interviewing, planning nursing care, planning an activity that can be done in the clinic, and psychoeducation.

	Having a patient who will continue inpatient treatment for at least two or three weeks in the clinic as a case, interviewing, planning nursing care, planning an activity that can be done in the clinic, and psychoeducation.

	Having a patient who will continue inpatient treatment for at least two or three weeks in the clinic as a case, interviewing, planning nursing care, planning an activity that can be done in the clinic, and psychoeducation.


      HOSPITAL AND CLINICAL GUIDE
1. Meeting the staff working in the service (nurse, doctor, secretary, physiotherapist, dietitian, auxiliary staff and others)

2. Learning the departments of the hospital (laboratory, pharmacy, operating room, emergency, x-ray - diagnosis rooms, etc.)

3. Before going to each clinic, deficiencies in theoretical knowledge should be eliminated.
a. Anatomy, physiology, data collection, diagnostic methods for that clinic and nursing care should be mastered.

4. Learning what kind of patients are admitted to the service, how many patients are present, and average discharge times

5. Learning the location of the nurse's room, treatment room, patient rooms, doctor's room, cleaning room, toilet, bathroom and other rooms in the service

6. Learning the working order of the personnel working in the service:
a. Working hours of nurses
b. Shift change and patient handoff times
c. Visiting hours
d. Distribution of roles
e. Working order of other staff (eg, the dietitian's arrival time at the clinic, etc.)
7. Learning clinic routines:
a. Medication hours
b. Hours of receiving, sending and obtaining results of blood and other laboratory tests
c. Hours of diagnostics
d. Cleaning hours of the rooms
e. Material disinfection – sterilization hours and application protocols
f. Drug request protocol from pharmacy
g. Patient admission and discharge procedures
h. Visiting hours of patient's relatives
8. Learning the forms used in the clinics:
a. Nurse observation form
b. Request form
c. Equipment form
d. Pharmacy form
e. Biochemistry form
f. X-ray, consultation forms, etc.
g. Patient files, nurse handover – shift files, order files
9. Learning the equipments used in the service:
a. Medicine boxes, fluids, IV sets, injectors, branules, blood pressure monitors etc. location of materials,

b. Learning the location of the emergency trolley-set, dressing trolley, ECG device, steam device, special sets (eg, Thoracentesis, LP, tracheostomy)

PATIENT FOLLOW-UP INSTRUCTIONS
1. Meeting the patient, introducing yourself and explaining why you are in that service
2. Introducing the clinic to the patient (toilet, bathroom, nurse, doctor's room, rest room, etc.), room number, service telephones, visiting hours, etc.

3. Introducing the patient with other patients,
4. Introducing the room, if she/he did not bring his belongings, explaining what kind of goods he needs, in consultation with the service nurse (pajamas, slippers, toothbrush, fork, spoon, towel, napkin, etc.)

5. Taking the vital signs of the patient, recording how the patient was admitted to the service, her/his diagnosis and whether she/he has a special condition (communicable disease, allergy, respiratory difficulty, etc.)

6. Checking the doctor's order (daily)
a. Following up the medications – daily dose, number, dose changes on different days (eg, diuretics given every other day), route of administration, time of administration (eg Famodin at bedtime, etc.), changes if any (eg in dose), special conditions to be followed before giving the drug (eg. eg, counting the pulse from the apex before giving Digoxin and giving it if it is within the appropriate limits, consulting when necessary)
b. Following up the diet (whether his diet is appropriate or not, whether the patient takes it fully; if he will be hungry, learning the reason, placing a sign on the patient's head that he is fasting and warning the patient),

c. Weight monitoring (on an empty stomach, after going to the toilet every morning, in the same clothes); abdominal circumference, arm - leg circumference, etc. performing and recording the measurements

d. Follow-up of fluid intake and output, urine density, color, appearance, etc., tracking and recording

e. Controlling the total amount of fluid to be taken daily, preparation of fluids; calculation of how long and at what speed the daily total should be given; Monitoring the fluid trace every hour by removing fluid trace paper. Choosing the appropriate vascular access and the appropriate branule for the fluid; In accordance with aseptic techniques, placing the branule and noting the date of attachment on the plaster, observing the complications that may develop, and making a note of the intervention (replacing the branule if thrombophlebitis has developed)

7. Preparation of the patient for the examinations specified in the request, explaining the procedures to the patient, and performing the application according to the correct techniques (eg, blood, urine analysis, culture taking, ECG). Recording the transactions made in the observation paper

8. If any procedure is to be performed on the patient, preparing the patient, making necessary explanations, being with the patient during the procedure, following the complications that may develop after the procedure (eg, before, during and after the procedure for endoscopy)

9. Appropriate data (e.g. demographic data, existing disease – complaints, history, diet, medications, perceptions of the patient and relatives of the disease, laboratory findings, examinations) from the patient himself, his relatives, nurse, doctor and file (using the data collection form) result, etc.) collection and learning the diagnosis

10. Establishing nursing diagnoses after evaluating all systems of the patient, making appropriate planning and interventions

11. Encouraging the patient to do daily care, if he is not able to do it himself, care (hand, face, mouth, perineum, general body bath, hair, nail care, etc.) must be carried out. The daily arrangement of the room (make the bed, ventilate the room, regularly collect / collect the shelf and belongings must be controlled.

Clinical Practice Start Date: 

Clinical Practice Finish Date: 

Absence from clinical practice is … day in total. 
The case will be taken every week and the necessary nursing care will be provided.

NURSING PROCESS FORM
Interview Date:

Admission Date:

Pre-Diagnosis:

Individuals Characteristics:
Initials of Name and Surname: 

Age: 

Gender: 

Educational Level: 

Marital Status (Single, married, divorced):

Occupation:

                       



 Number of Children: 




Social Insurance:  
 Yes
            No
Admission Type:
 Policlinic/Voluntary

 Involuntary/Obligatory


 Coming from another hospital 

 Emergency Department 
 Coming with police
               

Medical Devices or Medication they used:


 Medication

 Hearing aid
 False teeth 


 Glasses 

 Other (please explain) ______________________

MEDICAL HISTORY
Functional Health Pattern
Perceived and Management of Health: 

Main complaint: 

How the patient finds her/his health status generally?

Previous illness and surgeries: 

Previous psychiatric admission:  Yes
            No
If yes, the number of admissions: _________________
Reason for hospitalization:

Previous medication treatment: ________________________________________________
Does the patient adhere the recommendations?  Yes
            No
If no, the reasons for non-adherence? ___________________________________________
	Medications
	Dosage
	Way of delivery
	Hours
	Reason for use
	Situations for nurses should observe

	
	
	
	
	
	


Is there any problem related to mediation use (side effect etc.)?
 Yes

 No
If yes, please explain___________________________________________
Risk Factors: 

Tobacco/Alcohol/Substance Use (amount/day please specify) _________________________________________ 

Does the patient perform monthly breast/testicular self-examination?  Yes

 No
Allergies (food, medication etc.): 

Nutrition and Metabolic Status:

Special Diet:  

 No      
             Yes 

Appetite :
 Normal
 Increased
Decreased      Nausea      Vomiting
Daily number of meals:      Main meals________ 



     Snacks: __________
Daily fluid intake:  ____________glasses/liter 
Oral mucosa status:  

 Normal

 Stomatitis

Hyperemic





 Bleeding

 Moniliasis
Halitosis: 
     Yes


 No
Missing, Decayed Teeth: 

 Yes

 No
Frequency of brushing the teeth:____________________________________times/day
Elimination
Intestine habit               (frequency elimination): _________________________    times/day
Last defecation date: 

Type of defecation:

 Normal      Constipation
        Diarrhea 
        Incontinence        
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Using laxatives:  Yes

 No
Urine habit
 Normal

Frequency: 

times/day
 Dysuria 
 Nocturia
Incontinence
 Hematuria
 Retention     Enuresis
Self-care 

Frequency of bath/shower:  ___________________________times/week



General appearance:  Well-groomed     
 Neglected 
Sleep:

How many hours sleeping in a night? ______________________hours 
Interrupted sleep:  
 Yes

 No
A problem to starting to sleep: 
 Yes
 No
A method used to sleep comfortably or relax:    No               Yes 
Daytime sleeping:  
         Yes
           No
               Sometimes
Waking up rested from sleep:     Yes 
           No
The severity of fatigue throughout a day:
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0 (not fatigue)







       10 (very fatigue)

Cognitive Features:

Hearing impairment:                      

 Yes


 No
Hearing aid:           
 Yes

             No
Vision impairment:      

 Yes



 No
Glasses/lens:  

 Yes

             No
Sense of smell:     

 Normal


 Abnormal 
Taste buds:        

 Normal


 Abnormal
Intellectual disability: 
 Yes

             No
Mental Status Examination 
Concious:

	( ) Laterjic
	( ) Uninterest/unwilling
	(  ) Stupor

	( ) Awake/alert
	(  ) Restless
	


Coperation:  (  ) No   
 (  ) Yes
Orientation: (with questions and answers)

· Person:

· Place: 

· Time: 
Consantration and Attention Problems :  Yes

 No

Mood:
	(  ) Depresive
	(  ) Elevated
	(  ) Irritabl
	(  ) Anxious


Affect:

	(  ) Inappropriate affect 
	(  ) Blunting of affect
	(  ) Apathy
	(  ) Alexithymia

	(  ) Ambivalance
	
	(  ) Otimic
	(  ) Other


Content of Thought
	Delusions:                       
	(  ) No  
	(  ) Yes; please specify type and content


	Obsessions: 


	(  ) No  
	(  ) Yes; please specify type and content



	Phobies
	(  ) No  
	(  ) Yes; please specify type and content



	Abstract Thinking:
	(  ) No  
	(  ) Yes; please specify type and content




Thoughts: 

	(  ) Fligh of Ideas
	(  ) Distarcting the Subject
	(  ) Loss of Connotation

	(  ) Neologicism                             
	(  ) Word Salad
	(  ) Clang Connotation

	(  ) Other, please specify _________________________________________


Perception
Halusination 
	(  ) Virtual
	(  ) No   (  ) Yes, please specify content of the halusination_________________________

	(  ) Auditory
	(  ) No   (  ) Yes, please specify content of the halusination_________________________

	(  ) Sensory
	(  ) No   (  ) Yes, please specify content of the halusination_________________________

	(  ) Smeling 
	(  ) No   (  ) Yes, please specify content of the halusination_________________________

	(  ) Taste
	(  ) No   (  ) Yes, please specify content of the halusination_________________________


	Ilusion:
	(  ) No  
	(  ) Yes; please specify type and content



	Depersonalisation:
	(  ) No  
	(  ) Yes; please specify type and content



	Derealisation:
	(  ) No  
	(  ) Yes; please specify type and content




Memory 
	Retrograde amnesia:  Yes

No
	

	Anterograde amnesia:  Yes

No
	


Communication
	Verbal Communication:
	
	
	

	Language:
	
	
	

	Verbal Communication type:
	(  ) Increase in the amount of speech
	(  ) Decrease in the amount of speech

	Speech:
	(  ) Clear/ understandable
	( ) Sometimes understandable
	( ) Slurred and not understood

	Nonverbal Communication :
	
	
	

	Body Language:  Appropriate        Uygun değil
	 Inappropriate     

	Eye contact:  Appropriate      Inappropriate
	

	Mimics:   Appropriate            
	Inappropriate


Pain:  Yes



 No
Location: 

Time and duration of pain onset:

Nature of pain:  Burning      Stabbing
 Stinging
 Blunt     Other 
Intensity of pain:

Pain Scale

    0  (No pain)








       10  (Severe pain)

Factors Reduce Pain: 

Factors Increase Pain: 
Interpersonal Relationships
Is there any inability to fulfill roles (mother, father, child, professional role)?:  Yes

 No

The important people in life:
Does the patient have any difficulties in relationships with close relationship and friends?  No  Yes
Does the patient communicate with health professionals?
 Yes

 No
Does the patient communicate with other patients?
 Yes

 No
Mismatch between verbal and nonverbal communication:   Yes
           No
Difficulty listening:   Yes

 No
Behavior that is not in accordance with social rules: (Behaviors that may cause harm to oneself or others in the environment)  Yes (Explain)_________________________________

 No 

Sexuality and Reproductivity:

Difference in sexual life:  Yes   
 No
Using contraception:  No   
 Yes 

Menstruation period:  Regular
 Irregular 
Menopause /Andropause
     Yes

 No
Pregnancy:


     Yes

 No
Breast:

    Discharge

 Deformity
 Pain

    Tumor
Last menstruation date: 

History of the sexual transmitted disease?  Yes

 No
Does the patient have sexual concerns about infectious/other diseases?  Yes

 No
Coping with Stress:


Difficulties, troubles and obstacles experienced:  Yes

 No
How the patients cope with these difficulties?  _______________________________________________________
Significant life changes in the last year:  Yes

 No
Concerns about illness or hospitalization: (Financial, self-care))  Yes

 No
Belief and Values:

Religious beliefs and the importance of religion: _____________________________________________
Religious practices that are useful/facilitate coping: ____________________________________________
Are there any religious restrictions/ prohibitions?
 Yes

 No
Family Characteristics
People with whom live: 


How is the family relationship? Spouse to Spouse:

       Parents-child: 



Between Children: 

Person(s) from whom the family can get support (friends, relatives): __________________________________

Economic Status:

Is the income sufficient?   Yes


 No
Family Medical History
Any physical or mental disorders of family member:   Yes

No
If yes, who and what kind of disease does he/she have?

Physical Assessment (Objective):

Weight:   

Height:    

Waist Circumstance: 

Body Mass Index (weight/height²):
 < 20 weak

 20-24.9 normal 




 25-29.9 mildly obese

 30-39.9 obese
 > 40 morbidly obese
Has there been weight gain/weight loss in the last 1 year?
 Yes, please specify________________
No
Vitals 
	Date and Time
	Heart Rate
	Blood Pressure
	Respiratory
	SpO2

	
	
	
	
	


Laboratory Results
	Hemogram
	Biochemistry
	Urine

	Test
	value
	Test
	Value 
	Test
	Value 

	WBC 
	
	PBS
	
	Density
	

	RBC 
	
	Fasting Blood Sugar
	
	Glucose
	

	PLT 
	
	HDL Cholesterol
	
	pH
	

	Hb (Hemoglobin)
	
	LDL Cholesterol
	
	Ketone
	

	HTC (Hematocrit)
	
	Na
	
	Albumin
	

	Other
	
	Ca
	
	Bilirubin
	

	Lithium Level
	
	K
	
	Sedimentation
	

	Valproate Acid Level
	
	Cl
	
	
	

	Creatinine
	
	Urea
	
	
	


NURSING DIAGNOSES  

NURSING DIAGNOSIS IN ORDER TO PRIORITY
OBSERVATION REPORT

	Data
	Nursing Diagnosis (with Etiology)
	Outcomes
	Planning
	Interventions
	Assessment

	(Subjective and Objective Data)


	…. related …..
	(Short term and long terms objectives)
	
	
	Does the problem persist?

Has it been resolved?

(Must be in line with the outcome criterion)
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