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Ward Name Score Preceptor’s Signature Date
Item Procedure Points Deduction Reasons Deduction
1. Nurse Preparation: .
. . . «Improper attire (-1)
(1) Professional attire: Wear nurse uniform, ID badge; neat i
) . «Incorrect hand hygiene (-
hair, no long nails. c 2)
(2) Hand hygiene: 7-step handwashing, sterile gloves. . .
. «Unfamiliar with protocols
(3) Master emergency protocols (shock, fat embolism 2)
management).
2. Equipment Preparation:
Prepara | (1) Emergency devices: ECG monitor, oxygen supply, suction, «Missing critical equipment
tions emergency drugs. (-3)
(20 (2) ursing supplies: Pelvic binder/external fixator, turning pads, 10 «No turning aids (-2)
points) skin protectors, thermometer, BP monitor, pain scale. «Unverified traction
(3) Special items: Urinary catheter kit, IPC devices, traction function(-2)
system.
«Unadjusted environment (-
3. Environment Preparation: 1)
(1) Room temperature 22-24°C, humidity 50%-60%. 5 «Improper pressure relief
(2) Anti-decubitus mattress, functional bed rails. setup (-2)
(3) Dry floors, clear emergency access. «Unresolved safety hazards
(-2)
1. Specialized Assessment: «Unclear injury mechanism
(1) Injury mechanism: Fall/crush history. (-2)
(2) Fracture classification: Tile (A/B/C) or Young-Burgess 8 «Incomplete classification
system. (-3)
(3) Complication alerts: Monitor Hb trends (retroperitoneal «Missed rectal
Assess hematoma), perineal ecchymosis, rectal exam. exam/perineal signs (-3)
ment | 2. Systemic Assessment: «Inadequate BP monitoring
Criteria | (1) Vital signs: Continuous BP (hemorrhagic shock), RR (fat (-3)
(25 embolism). «Missed neuro exam (-3)
points) | (2) Neurologic exam: Lower limb sensation/motion (L5/S1 15 «Incomplete 1/0O records (-
root injury). 3)
(3) Urinary status: Output/color (urethral injury). «Delayed pain assessment
(4) Pain: NRS scale g4h. (-3)
3. Risk Assessment: 5 «Non-standard tools (-2)

(1) DVT risk: Caprini score >5 = pharmacologic + mechanical

«Unadjusted care plan (-3)

1




prophylaxis.
(2) Pressure injury: Braden score <12 = intensified care.
(3) Nutritional risk: NRS2002 >3 = nutritional support.

1. Immobilization:
(1) Pelvic binder: Upper edge at iliac crest, lower at greater
trochanter; 2-finger tightness.

emproper binder placement

(-3)

(2) Positioning: Supine on hard bed, legs abducted 15-20°; no 12 «Unauthorized
turning (unstable fractures). repositioning (-5)
(3) Traction care: Verify alignment/weight (8-12kg), check «Traction failure (-4)
pedal pulses.
2. Complication:
1) Hemorrhage: Hourly abdominal distension monitoring, .
@) g y g «Delayed abdominal
document paracentesis. o
. monitoring (-4)
(2) DVT prophylaxis: IPC >18h/day, ankle pumps 10x/hour. . .
o o 15 «Insufficient IPC time (-3)
(3) Pulmonary care: Log-roll g2h (post-stabilization), vibration Missed turns (-4)
Key therapy BID, breathing exercises. ’ .
. . . «No pressure relief (-4)
Procedu | (4) Skin care: R-type pads, hydrocolloid dressings, smooth
res (40 linens.
points) | 3. Catheter Care:
(1) Urinary catheter: Perineal cleaning BID, bag below bladder, «Improper cleaning (-2)
monitor urine. 8 «Unreported drainage issues
(2) Drain care: Document output/character (>200ml/h = (-3)
report), maintain suction. «Lower limb IV (-3)
(3) IV access: Two 18G+ lines (avoid lower limbs).
4. Functional Rehabilitation:
(1) Acute phase (days 1-3): Isometric exercises
uadriceps/glutes) 5-10x/set, 3 sets/day. .
@ Psg ) ) ¥ . eIncorrect techniques (-2)
(2) Stable phase (days 4-7): CPM machine (hip/knee <30°), 5 )
. o «Delayed guidance (-3)
breathing training.
(3) Recovery phase: Leg raises (15cm x10s), walker-assisted
standing.
1. Quality Assurance:
(1) SBAR compliance: Situation-Background-Assessment-
Recommendation handoff. «Incomplete handoff (-3)
c (2) Documentation: Real-time records, medical terminology 10 «Delayed records (-2)
ompre . .
!O (such as:“pelvic compression test (+)”). «Slow response (-5)
hensive . s
(3) Emergency readiness: Shock positioning, dual 1V access,
Evaluat - .
. blood prep within 5min.
ion (15 -
oints) 2. Humanistic Care:
P (1) Therapeutic communication: “3-step explanation” «Inadequate education (-2)
(purpose-steps-cooperation). 5 «Privacy breach (-2)

(2) Privacy: Screens during perineal care, minimal exposure.
(3) Psychological support: SAS screening, CBT interventions.

«No psychosaocial care (-1)

Scoring Notes:
»  Deductions per item < its total points. Total score = 100.

»  Grading: >90 = Excellent; 80-89 = Pass; <80 = Retraining required.




»  Time-critical priorities: Hemorrhage control within “Golden 1-Hour,” DVT prophylaxis
within “24-hour window,” dynamic reassessment.
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