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I.  Course Description

This course provides opportunities to practice routine procedures and adult critical care during 270 hours of experience in a variety of clinical sites. Specialty rotations include pulmonary function testing, cardiac catheterization, cardiac diagnostics, emergency services and cardiothoracic surgery. Safe practice, critical thinking and problem solving are key components. Prerequisites: BI107 Human Anatomy and Physiology 2 (a), 
RC112 Principles of Respiratory Care 2 (a), RC115 Cardiopulmonary Diseases, and RC131 Clinical Practicum 1 (a). Corequisites: RC213 Principles of Respiratory Care 3 (a). (a) Minimum grade of C required. (Fall semester)
II. Organization and Procedures


A. 
Time allotment



1.  Practicum - 9 hours per day, 2 days per week for 15 weeks


B. 
Placement



1.  Fall Semester


C. 
Facilities



1. 
Assigned affiliate hospitals





   D.  Teaching Methods


    


1. Lecture-discussion


    


2. Clinical observation


    


3. Clinical demonstration and practice


    


4. Individual instruction






E.  Evaluation


    


1. Evaluation is accomplished using the evaluation form for Clinical Practicum1 and 2.

   F.
General Information about Clinical Education
RC 232 is the second semester of your clinical education component.  The expectation is that you build upon and solidify the RC 131 experience. The first 6 weeks of the semester, performing and reviewing therapies you learned in RC 131, will prepare for your start in the Intensive Care Unit by week 7 of the fall semester.  Material covered in RC 213 during this first 6 weeks will also reinforce and bolster the knowledge required to work safely in the ICU setting.

Students are given the opportunity to contribute, as an active member of the health care team (under the direct supervision of their clinical instructor) to the treatment and rehabilitation of individuals with respiratory function compromise to a greater or lesser degree

Progression through the clinical sequence (1, 2, 3, and 4) is contingent upon successful mastery of the stated performance objectives, an understanding of fundamental concepts and strict adherence to safe practices.

While functioning at clinical sites, students are required to abide by the regulations imposed by each affiliate of its employees as regards general appearance, behavior and patient interaction, in addition to abiding by MVCC respiratory Care Program clinical policies.  The schedule of student assignments must be strictly adhered to.

Students are responsible for performing the specific clinical skills designated for Clinical Practicum 2, but also for retaining skills mastery of clinical objectives already completed during the Clinical Practicum 1, Principles 1 lab skills, and Principles 2 lab skills.  

Periodically during each practicum, the student will discuss with his/her clinical instructors specific work characteristics (both strengths and weaknesses) using an evaluation form designed specifically for this purpose (which are found in the appendix of the MVCC Respiratory Care Student Handbook).
The total emphasis of the clinical experience is to be on "doing".  The emphasis of the clinical evaluation is also to be on "doing".  One item the student should remember is that a major ingredient in "doing", both correctly and intelligently, is "knowing".  Sound clinical performance presupposes an understanding of basic concepts.  With this emphasis, and with improvement in our evaluation methods, it is hoped that the student will, at every point during the clinical, know exactly how well he or she is performing.  With this system of instruction and evaluation, it is felt that there will be no surprise at the end of the semester when final grades are determined.

Lastly, the student/instructor relationship during the practicum shall be one of helping, assisting and cooperating.  It is felt that this arrangement will foster maximum student progress during clinical training, and render the clinical experience a rewarding one for all involved.  

MOHAWK VALLEY COMMUNITY COLLEGE

Respiratory Care Program

CLINICAL PRACTICE 2
These are the check off sheets for the skill objectives you must complete during Clinical Practice 2.  Failure to meet any of these objectives within the fifteen (15) week period allotted, will warrant a letter grade of (I) incomplete, (if the clinical faculty as a whole feels you could meet the objectives within an allowed grace period and if they feel your general performance warrants giving you the added time).  Failure to meet the objectives within the added period of time or a decision on the part of the clinical faculty as a whole that the student would not be able to satisfactorily meet the objectives in the added time period would give the student a letter grade of “F”.  The student receiving a grade of (F) would not be able to graduate from the program at that time.

The minimum objectives set forth in this packet are your responsibility to get checked off/completed.  Each clinical instructor is not expected to come ask if you need checking off on any skill objective.  It is your responsibility to get your clinical objectives completed as soon as possible.  Each clinical objective should be checked off at least once during the semester.  Remember all objectives must be completed prior to the end of the semester.

In order to ease the situation with unfamiliarity at each clinical affiliate, it will be your responsibility to introduce yourself to the charge nurse before attending to the patients in each clinical area.  Please conduct yourselves as guests in all clinical situations.  You are not an employee of the institution and therefore please try not to disrupt the normal course of operation of the respiratory department.  This refers to the use of the department telephone, library, lockers, etc.  Also, please try to remember that you are attempting to begin a career as a health care professional and therefore any behavior you exhibit will reflect directly on the department of the institution where you are learning and the college.  Be a professional, learn as much as possible and good luck.

CLINICAL PERFORMANCE SUMMARY         Student _______________________________

Fall Semester   RC 232 Clinical Practicum 2 

(revised 7/31/11)
In order to satisfy the requirements of Clinical Practicum 2, the Respiratory Care student must master the following performance objectives:

                   


Instructor's

SKILL PERFORMANCE OBJECTIVE
Affiliate 
 Date
Initials

1. 
Positive Pressure Breathing Therapy (IPPB, EZ-PAP, etc.)
2. 
Interview, Palpation, Percussion, and Physical Assessment
3. 
External Cardiac Compression

4. 
Perform Basic Spirometry (PFT’s) 
5. 
Nasotracheal suctioning

6. 
Tracheal Suctioning




7.
Administration of Continuous Bland Aerosol Therapy using a 




Large Volume Jet Nebulizer or Babington Nebulizer
8.   
Bronchial Hygiene Therapies: (Chest Physical Therapy and Postural Drainage, PEP Therapy, Forced Expiratory Technique, High Frequency Chest Wall Compression Therapy, Expiratory Vibration Therapy) 
9.   
High Flow/High Humidity Oxygen Cannula Device

NOTE:

Each of the following performance objectives have a space for the instructor to mark whether each item of the skill is performed in a satisfactory (S) or Unsatisfactory (U) fashion.  Students can receive an Unsatisfactory mark (U) or two and still get an overall Satisfactory for the entire performance skill, as long as the Unsatisfactory item(s) is/are not of a critical nature as judged by the clinical instructor.  This process will identify specific items where the student needs improvement and allow for appropriate goal formation for areas that need attention in future performance of that skill.
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1       
OBJECTIVE:  Positive Pressure Breathing Therapy (IPPB, EZ-PAP)



ITEM
  S      U  

              
1.
Collect necessary equipment.  Perform a thorough review of the patient’s medical record; verify physician orders.  Determine the patient's related pulmonary pathology from the medical record (i.e. review of patient's history, primary and secondary medical problems, CXR, ABGs, PFTs, etc.).  Develop appropriate therapeutic objectives by identifying indications, contraindications and hazards for therapy.
              
2.
Disinfect hands and apply personal protective equipment as required by 




standard and transmission-based precautions.  Introduce 






yourself/department, verify patient identity and explain your presence.  




Explain the procedure to the patient with appropriate lay language, 





verify patient understanding and answer questions appropriately.

              
3.  
Correctly assemble equipment and assure proper function (including 



circuit and one way valve assembly).  Accurately and aseptically prepare 



prescribed medication.  Maintain medical asepsis throughout procedure.  



Classify the drug being delivered and discuss mechanism of action, 



indications, contraindications, and potential adverse effects.

              
4.
Properly position patient for procedure.  Assess appropriate physiologic 



parameters and breath sounds prior to therapy

              
5.
Begin treatment with appropriate initial equipment settings and patient 



appliance (mouthpiece, lip seal, mask or intratracheal tube adaptor).  



Ensure an effective, air tight seal at the patient interface during the 




therapy session.  Effectively instruct patient in optimum breathing 




pattern during therapy.

              
6.     Adjust the therapy equipment appropriately during the treatment session in order to    
maximize inflation.  Monitor patient during therapy (pulse, f, B/P, BS and inspired volumes).  Provide patient instruction and equipment adjustment as needed.  

              
7.

Recognize and respond to any adverse patient reactions that occur. 





Troubleshoot patient/equipment problems.  Provide assistance in coughing 



and expectoration.  Assess cough and secretions produced.  Monitor 




physiologic parameters after therapy (including post-treatment 





spontaneous volumes when performing volume oriented IPPB).

_______
8.

Determine if the therapy has produced satisfactory therapeutic





results.  Clean up patient area and assure patient comfort/safety.  Remove personal 


protective equipment and disinfect hands.

              
9.

Appropriately assess therapy according to therapeutic objectives and 





make recommendations for modification of patient care plan as 






necessary.  Accurately chart the results of the therapy, including 






critically important elements and complete necessary departmental 






records.

PERFORMANCE OF THE ITEMS COMPRISING THIS OBJECTIVE HAS BEEN

JUDGED TO BE:

_______ Satisfactory

by__________________________   _______








Instructor                               Date

_______ Unsatisfactory






for_______________________________








Student

_______ Satisfactory

by__________________________   _______








Instructor                               Date

_______ Unsatisfactory






for_______________________________








Student

Signing by the student does not necessitate agreement with the evaluation. It signifies that the student has read and discussed this evaluation with the instructor.

ADDITIONAL COMMENTS BELOW OR ON REVERSE SIDE:  Unsatisfactory performance must be explained in writing on this sheet.  The student may, at this time, include any written comments he/she wishes regarding this evaluation.
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OBJECTIVE:  Interview, Palpation, Percussion, and Physical Assessment. 

 S  
   U  

ITEM
              
l.  
Identify the patient.

              
2.  
Introduce yourself and state your purpose.

              
3.  
Obtain basic preliminary information (i.e., name, age, 





gender, race, marital status, occupation, birthplace, 





social history, etc.)

              
4.  
Determine the primary complaint.

              
5.  
Elicit information about the basic symptoms:





cough/sputum production





expectoration





hemoptysis





chest pain





dyspnea





wheezing

              
6.  
Question the patient about his/her past medical 






experiences and any familial connections.

              
7.  
Elicit information about where and under what conditions 





the patient lives.

              
8.
Interpret results of information elicited and record in the 






medical record or on departmental records as required.

              
9.  
Observe the general appearance and physical 






findings through an orderly inspection of the head, 





neck, abdomen, and limbs/digits

              
10.  
Note skin color.

              
11.  
Recognize the presence of increased breathing 






efforts, if present.

              
12.  
Recognize the presence of digital clubbing.

              
13.  
Recognize any thoracic skeletal abnormality.

              
14.  
Recognize the use of accessory breathing muscles

              
15.  
Recognize the presence of asymmetrical chest or 






diaphragmatic movements during breathing.

              
16.  
Using palpation, determine the position of the 






trachea and any shifts in the position of the 






mediastinum.

              
17.  
Determine the symmetry and extent of chest 






movement both anteriorly and posteriorly.

              
18.  
Elicit vocal fremitus.

              
19.  
Determine by percussion, the resonance of underlying tissue.          
              
20.    In a systemic fashion, auscultate the entire thorax.

              
21.  
Identify the type of breath sound heard (normal, vesicular, bronchial, bronchovesicular, tracheal).

              
22.  
Indicate the lung regions where each breath sound 





type can normally be expected to be heard.

              
23.  
Indicate what bronchial, broncho-vesicular sounds 





indicate, if heard in abnormal areas of the thorax.

              
24.  
Recognize the various adventitious sounds heard 






(crackles, wheezes, rhonchi, pleural friction rub).

              
25. 
Interpret findings elicited.

              
26. 
Chart accurately the results of the procedures in the medical record and complete necessary departmental records.

PERFORMANCE OF THE ITEMS COMPRISING THIS OBJECTIVE HAS BEEN

JUDGED TO BE:

_______ Satisfactory


by__________________________   
_______








Instructor                               
Date

_______ Unsatisfactory







for_______________________________








Student

_______ Satisfactory


by__________________________   
_______








Instructor                               
Date

_______ Unsatisfactory







for_______________________________








Student

Signing by the student does not necessitate agreement with the evaluation. It signifies that the student has read and discussed this evaluation with the instructor.

ADDITIONAL COMMENTS BELOW OR ON REVERSE SIDE:  Unsatisfactory performance must be explained in writing on this sheet.  The student may, at this time, include any written comments he/she wishes regarding this evaluation.
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OBJECTIVE:  Administer artificial ventilation and administer external cardiac 



         compressions during CPR

  S  
   U  

ITEM
              
1.
Apply personal protective equipment.
              
2. 
Establish unresponsiveness and breathlessness, if necessary.

              
3.  
Establish an airway by with proper head tilt /jaw thrust positioning. being aware of spinal injury.

              
4.  
Establish an airway by remove foreign material, if necessary.

              
5.  
Insert an oropharyngeal airway device, if necessary.

              
6.  
Administer mouth-to-mask ventilation, if necessary.

              
7.  
Administer bag-mask ventilation, if necessary.

              
8.  
Administer bag-tube ventilation, if necessary.

              
9.  
Maintain proper ventilation rate, if providing rescue breathing only.

              
10.  
Maintain proper ventilation:compression ratio.

              
11.  
Establish pulselessness.

              
12. 
Monitor the patient for adequacy of ventilation.

              
13.  
Position hands using anatomical landmarks.

              
14.  
Depress sternum with heel of hand (l.5-2 inches for an adult) using proper technique.

              
15.  
Maintain proper rate of compressions.

              
16.  
Monitor the patient for effectiveness of compressions.

              
17.  
Correctly switch out of compression position to allow 





for a replacement as required.

              
18.
Troubleshoot patient/equipment problems as they occur.

PEFORMANCE OF THE ITEMS COMPRISING THIS OBJECTIVE HAS BEEN

JUDGED TO BE:

_______ Satisfactory


by__________________________  

 _______








Instructor                               

    Date

_______ Unsatisfactory







for_______________________________








Student

_______ Satisfactory


by__________________________   

_______








Instructor                                                          Date

_______ Unsatisfactory







for_______________________________








Student

Signing by the student does not necessitate agreement with the evaluation. It signifies that the student has read and discussed this evaluation with the instructor.

ADDITIONAL COMMENTS BELOW OR ON REVERSE SIDE:  Unsatisfactory performance must be explained in writing on this sheet.  The student may, at this time, include any written comments he/she wishes regarding this evaluation.
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OBJECTIVE:
Perform Basic Spirometry / (PFT’s).

.

S

  U


ITEM
     

     
1.
Verify physician’s order in the medical record, noting specific tests to be 








performed.  

     

     
2.
Assemble necessary equipment needed for monitoring pulmonary 









function parameters.

     

     
3.
Position patient and place nose-clips as necessary.

     

     
4.
Provide appropriate instructions to the patient. 

     

     
5.
Instruct the patient to perform the correct breathing maneuver 










required for each test performed, providing coaching 












throughout test.

     

     
6.
Repeat tests as necessary to obtain test results within clinically 










acceptable values.

     

     
8.
Compare results to predicted values.

     

     
9.
Perform bronchodilator therapy as required with post 











bronchodilator PFT studies as necessary.  Evaluate bronchodilator 









response.

     

     
10.
Interpret results of PFT's collected data.
PERFORMANCE OF THE ITEMS COMPRISING THIS OBJECTIVE HAS BEEN

JUDGED TO BE:

_______ Satisfactory

by__________________________   _______








Instructor                               Date

_______ Unsatisfactory






for_______________________________








Student

_______ Satisfactory

by__________________________   _______








Instructor                               Date

_______ Unsatisfactory






for_______________________________








Student

Signing by the student does not necessitate agreement with the evaluation. It signifies that the student has read and discussed this evaluation with the instructor.

ADDITIONAL COMMENTS BELOW OR ON REVERSE SIDE:  Unsatisfactory performance must be explained in writing on this sheet.  The student may, at this time, include any written comments he/she wishes regarding this evaluation.
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OBJECTIVE:  Perform deep naso-tracheal suctioning.
  S     U  

ITEM
              
1.
Perform a thorough medical record review, verify physician’s order.  





Assess for situations that contraindicate the procedure.  Determine the 





patient's related pulmonary pathology from the medical record (i.e. 





review of patient's history, primary and secondary medical problems, 





CXR, ABGs, PFTs, etc.).  Develop appropriate therapeutic objectives; 





identify indications and hazards of suctioning.

              
2.

Collect necessary equipment.  Disinfect hands and apply personal 





protective equipment as required by standard and transmission-based 





precautions.  Introduce yourself/department, verify patient identity 





and explain your presence.  Explain the procedure to the patient with 





appropriate lay language, verify patient understanding and answer 





questions appropriately.

              
3.
Perform a patient assessment (including vital signs, breath sounds and 




patency of nasal passages) and confirm the need for suctioning.  





Prepare necessary materials, maintain asepsis throughout the 





procedure.  Pre-oxygenate with an increased Fi02 for at least one 





minute prior to suctioning procedure.  

              
4.
Identify recommended vacuum levels for infants, children and adults.  




Adjust vacuum to the appropriate level and assure proper function.  





Position patient and their head to facilitate entry of the catheter into the 





trachea.  

              
5.
Open suction kit, maintaining asepsis.  Attach catheter to vacuum line.  





Prepare rinse solution and lubricant aseptically.  Measure patient for 





distance to glottis with catheter.  Lubricate catheter with sterile, water 





soluble solution.  Remove oxygen appliance from nose and place 





appropriately on the patient during procedure.  Gently insert lubricated catheter 




through the nare to pre-measured depth.  Advance
catheter through vocal cords during a deep inspiration.  Recognize entry of the catheter into the trachea.  Once in the trachea, advance catheter to maximum depth.  Withdraw catheter 1-2 cm (for maximum depth insertion) and then apply suction.  Apply intermittent or continuous suction as indicated, while withdrawing catheter within acceptable time span.

              
6.
Re-oxygenate patient with an increased Fi02.  Flush suction line with 





sterile solution.  Instruct patient to perform SMI maneuver if possible.  





Assess patient for adverse reactions and evaluate physiologic 






parameters.  Assess the need for further suction attempts.  Repeat 





suction attempts as necessary, allowing patient to rest between 






attempts, re-oxygenate and evaluate before each suction attempt.  





Assess patient (breath sounds and vital signs) after procedure is 






completed.  Perform pharyngeal suctioning, as indicated.

              
7.
Return patient to original FiO2, before leaving bedside.  Troubleshoot 




patient/equipment problems.  Discard or dispose of used materials as 




required.  Clean up patient area and assure patient comfort/safety.





Remove personal protective equipment and disinfect hands.

              

8.
Record results of suctioning procedure.  Notify personnel 







and recommend modification in the patient care plan as necessary.  

PERFORMANCE OF THE ITEMS COMPRISING THIS OBJECTIVE HAS BEEN

JUDGED TO BE:

_______ Satisfactory


by__________________________  
 _______








Instructor                               
   Date

_______ Unsatisfactory







for_______________________________








Student

_______ Satisfactory


by__________________________  
 _______








Instructor                               
    Date

_______ Unsatisfactory







for_______________________________








Student

Signing by the student does not necessitate agreement with the evaluation. It signifies that the student has read and discussed this evaluation with the instructor.

ADDITIONAL COMMENTS BELOW OR ON REVERSE SIDE:  Unsatisfactory performance must be explained in writing on this sheet.  The student may, at this time, include any written comments he/she wishes regarding this evaluation.
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OBJECTIVE:  Perform tracheal suctioning thru an intratracheal tube (open or closed suction system)



  S
  
U


ITEM
              
1.
Perform a thorough chart review.  Determine the patient's related 





pulmonary pathology from the medical record (i.e. review of patient's 





history, primary and secondary medical problems, CXR, ABGs, PFTs, 




etc.).  Develop appropriate therapeutic objectives.  Identify indications 




and techniques to avoid the hazards of suctioning.

              
2.
Collect necessary equipment.  Disinfect hands and apply personal 





protective equipment as required by standard and transmission-based 





precautions (mask and protective goggles mandatory for open suction).  




Introduce yourself/department, verify patient identity and explain your 




presence.  Explain the procedure to the patient with appropriate lay 





language, verify patient understanding and answer questions appropriately.

              
3.
Perform a patient assessment (including vital signs, breath sounds and 




tactile fremitus) to confirm the need for suctioning.  Prepare necessary 




materials, maintain asepsis throughout the procedure.  Pre-oxygenate 





with an increased Fi02 for at least one minute prior to suctioning 





procedure.  

             
4.
Adjust vacuum to appropriate level and assure proper function.  


Hyperinflate the patient several times before each suctioning attempt if possible.  
Position patient and head to facilitate direction of catheter insertion into the left or right mainstem bronchi.

              
5.
Open suction kit.  Aseptically place the specimen trap on the sterile 





field.  Apply gloves aseptically.  Prepare rinse solution.  Attach vacuum 




tubing to the specimen trap and suction catheter.  Remove the patient 





from oxygen/aerosol delivery device and advance catheter into the 





intratracheal tube during inspiration with suction port open.  When 





obstruction is met or at pre-measured depth, withdraw catheter 1-2 cm 




and then apply suction.  Withdraw the catheter within acceptable time span.

              
6.
Re-oxygenate patient with an increased Fi02.  Hyperinflate patient, if possible.  Flush suction line with sterile solution.  Remove tracheal aspirate trap when specimen obtained.  Assess patient for adverse reactions (i.e. pulse, cardiac rhythm, breathing pattern, etc.) and need for further suctioning.  Repeat as necessary, allowing patient to rest between attempts.  Re-oxygenate and hyperinflate before each attempt. Perform pharyngeal suctioning, as indicated. Assess patient (breath sounds and vital signs) after procedure is completed.

              
7.
Return patient to original FiO2.  Troubleshoot patient/equipment problems.  Dispose of used materials as required.  Clean up patient area and assure patient comfort/safety.  Remove personal protective equipment and disinfect hands.

              
8.
Record results of suctioning procedure, as required.  Notify personnel 




and recommend modification in the patient care plan as necessary.  

PERFORMANCE OF THE ITEMS COMPRISING THIS OBJECTIVE HAS BEEN

JUDGED TO BE:
       
Satisfactory           


by                     



                                              

                                             


Instructor                          
 
Date

       
Unsatisfactory
           






for         


                                                  

                                          


Student
      

Satisfactory           


by             




                                                      

                                             


Instructor                          

 Date

       

Unsatisfactory
           






for         


                                                 

                                             


Student

Signing by the student does not necessitate agreement with the evaluation. It signifies that the student has read and discussed this evaluation with the instructor.

ADDITIONAL COMMENTS BELOW OR ON REVERSE SIDE:  Unsatisfactory performance must be explained in writing on this sheet.  The student may, at this time, include any written comments he/she wishes regarding this evaluation.
CLINICAL PRACTICE  2   
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 OBJECTIVE:  
Administration of Continuous Bland Aerosol Therapy using a Large Volume Jet Nebulizer or Babington Nebulizer

ITEM
  S
  
U

 
              
l.  
Collect and assemble necessary equipment/fluids.

              
2.  
Consult patient's medical record, verify physician order and other pertinent information.

              
3.  
Wash hands and apply personal protective equipment as required.  Maintain asepsis.
              
4.  
Identify patient and self, explain procedure.

              
5.  
Connect to a suitable gas source and check for proper operation.

              
6.  
Set oxygen concentration to desired level 

              
7.  
Adjust oxygen flow to a suitable level

              
8.  
Place appliance on patient ensuring patient comfort (indicate appliance used).

              
9.  
Readjust liter flow according to patient's needs, assuring meeting of patient's inspiratory demand. 
              
10. Incorporate heat into the system, if required.

              
l1. Analyze FIO2 if oxygen is the source gas.
              
12. Post proper precautionary signs, if used with oxygen.

              
13. Remove personal protective equipment and wash hands as required.. 


              
14. Troubleshoot patient/equipment problems as they occur

PERFORMANCE OF THE ITEMS COMPRISING THIS OBJECTIVE HAS BEEN JUDGED TO BE:

_______ Satisfactory

by_______________________________   _______















Instructor                      Date

_______ Unsatisfactory
for_______________________________















Student

_______ Satisfactory

by


 


_______















Instructor
Date

_______ Unsatisfactory
for_______________________________















Student

Signing by the student does not necessitate agreement with the evaluation.  It signifies that the student has read and discussed this evaluation with the instructor.

ADDITIONAL COMMENTS BELOW OR ON REVERSE SIDE:  Unsatisfactory performance must be explained in writing on this sheet.  The student may, at this time, include any written comments he/she wishes regarding this evaluation.
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OBJECTIVE: Bronchial Hygiene Therapies: 
(Chest Physical Therapy and Postural Drainage, PEP Therapy, Forced Expiratory Technique, High Frequency Chest Wall Compression Therapy, Expiratory Vibration Therapy)
   ITEM

  S  
 U
  

ITEM
1. Review patient’s medical record, verify physician’s orders or protocol and 
determine the patient's related pulmonary pathology.  Given a patient case scenario, 
develop appropriate therapeutic objectives according to the Clinical Practice Guidelines. Identify contraindications and hazards of therapy.

               
2. 
Wash hands or use an alcohol based hand cleaner and apply proper personal 




protective equipment.  Maintain medical asepsis throughout procedure.




Identify patient and self (name and department).  Clearly explain procedure 




including intended purpose of therapy.  Confirm patient and/or family 





understanding of therapy.  

               
3.
Assess patient’s physiologic parameters (i.e., pulse, RR, BP, B/S, WOB, color, level 



of dyspnea) prior to, during, and after therapy.    

               
4.
For CPT/PD:

Correctly position patient for drainage of specified lung zones, utilizing pillows/blankets for support as necessary.  Properly apply percussion with cupped hands to the area being drained over a light covering for 3-5 minutes.  Apply vibration during 5-10 exhalations to the area being drained.  Make the proper modifications to CPT positions or techniques with specific patient situations.  
               
5.
For PEP Therapy:



Describe and demonstrate the proper breathing technique to the patient.  Apply the 



device to the patient via a mouthpiece and nose clips or mask as appropriate.  




For PEP therapy perform 10-20 large inspiratory volumes followed by slow active



(but not forceful) exhalations, maintaining a 1:3 or 1:4 I:E ratio.  Repeat the cycle 



4-8 times, adjust the expiratory orifice to keep pressures at 10-20 cm H2O positive


expiratory airway pressure.  For expiratory vibration therapy apply the device to the

 


patient according to device recommendations for appropriate period.  Assist the


 patient with coughing or FET and expectoration.  Troubleshoot patient/equipment

 problems, as necessary.  Notify appropriate personnel of adverse reactions to


 therapy.

_____________________________________________________________________________________
               
6.
For the Vest:



Collect the necessary equipment and materials.  Consult patient’s medical record, 



verify physician’s orders or protocol and determine the patient's related 




pulmonary pathology.  Given a patient case scenario, develop appropriate 




therapeutic objectives according to the Clinical Practice Guidelines.  Identify 




contraindications and hazards of HFCWO therapy.  

               
7.
Assess patient’s physiologic parameters (i.e., pulse, RR, BP, B/S, WOB, color, 



level of dyspnea) prior to, during, and after therapy.  Correctly assemble the Vest 



equipment and assure proper operation.  Place the Vest on the patient with a proper



fit and attach to the air-pulse generator via connecting tubing.  Place the patient in a



comfortable position and turn on the power to the Vest.  Adjust the pressure control 



to 5-8 to accomplish a snug vest fit.  Adjust the frequency control (usually between 10-15) 


and initiate vest therapy for the prescribed period (15-30 minutes).





Stop therapy every 5-10 minutes and assist the patient in coughing or FET and 




expectoration.  Troubleshoot patient/equipment problems, as necessary.  Turn off



the power to the vest unit and remove the vest/hoses when therapy complete.




Properly store equipment.  Clean up the patient area and assure patient comfort/safety.  

               
8.
Effectively instruct patient in proper pattern of breathing and proper coughing techniques.  Monitor patient's response to therapy and react appropriately to any adverse reaction.  Notify appropriate personnel should an adverse reaction occur.  

               
9.
Following therapy, place patient in a comfortable position.  Side rails should




be raised and bed returned to the lowest position before leaving the bedside.

              


10.
Record results of procedure, as required.  Notify personnel and recommend modification in the patient care plan as necessary.  

               
11.
Remove personal protective equipment/properly discard and disinfect hands.  




Accurately document patient response to therapy, including critical data.  Notify



appropriate personnel of adverse reactions to therapy.  Provide modification to the



patient care plan as needed and inform appropriate personnel.  

____________________________________________________________________________________
PERFORMANCE OF THE ITEMS COMPRISING THIS OBJECTIVE HAS BEEN JUDGED TO BE:

_______ Satisfactory

by_______________________________               _______














Instructor
Date

_______ Unsatisfactory
for_______________________________














Student

_______ Satisfactory

by


 

               _______














Instructor
Date

_______ Unsatisfactory
for_______________________________














Student

Signing by the student does not necessitate agreement with the evaluation.  It signifies that the student has read and discussed this evaluation with the instructor.

ADDITIONAL COMMENTS BELOW OR ON REVERSE SIDE:  Unsatisfactory performance must be explained in writing on this sheet.  The student may, at this time, include any written comments he/she wishes regarding this evaluation
CLINICAL PRACTICE  2   
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 OBJECTIVE:  
Administration of a Continuous High Flow Oxygen Cannula Device


ITEM
  S


  U

              
l.  
Collect and assemble necessary equipment/fluids.

              
2.  
Consult patient's medical record, verify physician order and other 









pertinent information.

              
3.  
Wash hands and apply personal protective equipment as required.  Maintain asepsis.
              
4.  
Identify patient and self, explain procedure.

              
5.  
Connect to a suitable gas source and check for proper operation.

              
6.  
Set oxygen concentration to the desired level on appropriate equipment. 

              
7.  
Adjusts oxygen flow and temperature to a suitable level.
              
8.  
Place appliance on patient ensuring patient comfort (indicate appliance used). 

              
9. 
Post proper precautionary signs, if used with oxygen.

              
10. Remove personal protective equipment and wash hands as required.


              
11. Troubleshoot patient/equipment problems as they occur.

               12. Accurately the document results of the therapy in the medical record and complete necessary 


   departmental records.
PERFORMANCE OF THE ITEMS COMPRISING THIS OBJECTIVE HAS BEEN JUDGED TO BE:

_______ Satisfactory

by_______________________________   
_______















Instructor
Date

_______ Unsatisfactory
for_______________________________















Student
_______ Satisfactory

by


 


_______















Instructor
Date

_______ Unsatisfactory
for_______________________________















Student

Signing by the student does not necessitate agreement with the evaluation.  It signifies that the student has read and discussed this evaluation with the instructor.

ADDITIONAL COMMENTS BELOW OR ON REVERSE SIDE:  Unsatisfactory performance must be explained in writing on this sheet.  The student may, at this time, include any written comments he/she wishes regarding this evaluation.

STUDENT OUTCOMES/OBJECTIVES:  Perform an Advanced Pulmonary Function Study.

By the end of the pulmonary function rotation, the Respiratory Care student will be able to:


1.
Explain the purpose of pulmonary function testing in relation to a 





patient’s pulmonary status.


2.
Explain the purpose of specific pulmonary function tests.



A.
Determine a predicted FVC and FEV1 for the patient being tested.



B.
List two advantages of a complete study when compared to a 






simple Forced Vital Capacity/bedside study.





C.
List the components of a complete pulmonary function study.



D.
Identify FEV1, FVC, FEF 200-1200 on a PFT printout.



E.
Interpret PFT results, identifying values/ranges seen in 






Restrictive and Obstructive Lung Disease.


3. 
List and describe the diagnostic value of FVC, SVC, FEF25-27%,



FEF 200-1200, MVV studies.


4.
List and describe the value of Flow-volume, Pressure-volume 





studies, Pre and post Bronchodilator testing, Complete Lung 





Compartment studies, and diffusion testing.


5. 
Utilizing computerized pulmonary function equipment perform, 





simple spirometry, pre and post bronchodilator studies, a flow 





volume loop, complete lung compartment studies, MVV, and 





diffusion testing.


6.
Discuss the indications/contraindications and







hazards/complications of bronchial provocation studies.


7.
Perform the necessary cleaning of equipment after pulmonary 





function testing.
MVCC Respiratory Care Program

 ADVANCED PFT’s   


   Clinical Specialty Rotation

EVALUATION OF PERFORMANCE

Student's name_________________________

Preceptor_________________________

Semester______________   Year_____________

The preceptor who observed the student for the longest time frame will fill out the evaluation on each student.  This evaluation has a PASS/FAIL format.  If the student performs in a safe manner and is able complete assigned clinical tasks in a satisfactory fashion (those skills/objectives deemed appropriate for entry level clinicians - those included in the Clinical Practice 1 2 or 3 packets) he/she will receive a PASS for this rotation.  If the student does not perform in a safe manner and/or is unable to complete the performance objectives satisfactorily, then the student will receive a FAIL for that portion of the  clinical rotation and must complete remedial project(s) assigned by the MVCC Respiratory Care Program Clinical Coordinator.  All Failing grades must be accompanied by a detailed explanation as to the specific areas in which the student displayed unacceptable performance or behavior.  In addition, a Failing grade will mean that a 45% will be averaged in and weighted (according to the number of sessions spent on this rotation) with evaluations from other clinical rotations to determine the student’s final Clinical Practicum grade.  

SAFETY.  The main focus of any clinical evaluation is safety.  All students must demonstrate that they consistently perform in a safe and conscientious manner in the clinical setting.  The following items are considered when determining if a student is safe:


1.
Consistently checks physician's orders before instituting therapy;


2.
Consistently assures the patient's identity before instituting therapy;


3.
Closely monitors patients throughout administration of therapy;


4.
Strictly follows universal precaution guidelines and techniques of asepsis;


5.
Performs only assigned and authorized techniques and abides by departmental policies and procedures;


6.
Reports safety hazards to the clinical instructor and always seeks the guidance of the clinical instructor when in doubt;


7.
The student never jeopardizes the patient's safety in any way;


8.
The student always accurately and truthfully completes written records.  

All students must be considered safe to be able to continue in clinical.  Any failures must be accompanied by a written explanation on an attached sheet.

PASS  or  FAIL  
This student consistently performs assigned duties in a safe and 

(circle)
    
conscientious manner.

Evaluation of the student’s: initiative, professional conduct, attendance/punctuality, response to constructive criticism, facility in dealing with equipment, facility in dealing with patients, and quality of tasks performed was considered when determining whether the student receives a PASS or FAIL for the rotation.  

Final Performance Evaluation Grade:          




 PASS                   FAIL









                                  (Please Circle)

Suggestions for remediation for FAILING clinical evaluation grades:

NARRATIVE:  
Complete the questions by including explanatory comments 
                   



that are clear, concise and specific.

1. The student's primary strong points in specialty rotation performance are:  

       
 ( Be specific)

2.   The student's primary weak points in specialty rotation performance are:


 (Be specific)

3. 
Recommendation for improvement in the specialty rotation performance:

The clinical grade for this rotation has been recorded and will be kept on file by the Clinical Coordinator.

Student's Signature_________________________________

Preceptor's Signature_______________________________  Date______________________

At the conclusion of discussion of this evaluation, both the student and the preceptor MUST sign in the space provided.  Signing by the student does not require or indicate agreement with this evaluation, it merely signifies that the student has read and discussed this evaluation with the instructor.  The student is invited to enter written comments at the time of the evaluation, and should understand that such comments will in no way affect future evaluations.

Student Comments:

MVCC Respiratory Care Program

ER/CPR rotation


  
 Clinical Specialty Rotation

EVALUATION OF PERFORMANCE

Student's name_________________________

Preceptor_________________________

Semester______________   Year_____________

The preceptor who observed the student for the longest time frame will fill out the evaluation on each student.  This evaluation has a PASS/FAIL format.  If the student performs in a safe manner and is able complete assigned clinical tasks in a satisfactory fashion (those skills/objectives deemed appropriate for entry level clinicians - those included in the Clinical Practice 1 2 or 3 packets) he/she will receive a PASS for this rotation.  If the student does not perform in a safe manner and/or is unable to complete the performance objectives satisfactorily, then the student will receive a FAIL for that portion of the  clinical rotation and must complete remedial project(s) assigned by the MVCC Respiratory Care Program Clinical Coordinator.  All Failing grades must be accompanied by a detailed explanation as to the specific areas in which the student displayed unacceptable performance or behavior.  In addition, a Failing grade will mean that a 45% will be averaged in and weighted (according to the number of sessions spent on this rotation) with evaluations from other clinical rotations to determine the student’s final Clinical Practicum grade.  

SAFETY.  The main focus of any clinical evaluation is safety.  All students must demonstrate that they consistently perform in a safe and conscientious manner in the clinical setting.  The following items are considered when determining if a student is safe:


1.
Consistently checks physician's orders before instituting therapy;


2.
Consistently assures the patient's identity before instituting therapy;


3.
Closely monitors patients throughout administration of therapy;


4.
Strictly follows universal precaution guidelines and techniques of asepsis;


5.
Performs only assigned and authorized techniques and abides by departmental policies and procedures;


6.
Reports safety hazards to the clinical instructor and always seeks the guidance of the clinical instructor when in doubt;


7.
The student never jeopardizes the patient's safety in any way;


8.
The student always accurately and truthfully completes written records.  

All students must be considered safe to be able to continue in clinical.  Any failures must be accompanied by a written explanation on an attached sheet.

PASS  or  FAIL  
This student consistently performs assigned duties in a safe and 

(circle)
    
conscientious manner.

Evaluation of the student’s: initiative, professional conduct, attendance/punctuality, response to constructive criticism, facility in dealing with equipment, facility in dealing with patients, and quality of tasks performed was considered when determining whether the student receives a PASS or FAIL for the rotation.  

Final Performance Evaluation Grade:          




 PASS                   FAIL









                                  (Please Circle)

Suggestions for remediation for FAILING clinical evaluation grades:

NARRATIVE:  
Complete the questions by including explanatory comments 
                   

that are clear, concise and specific.

1. 
The student's primary strong points in specialty rotation performance are:  

       
 (Be specific)

2. The student's primary weak points in specialty rotation performance are:


(Be specific)

3. 
Recommendation for improvement in the specialty rotation performance:

The clinical grade for this rotation has been recorded and will be kept on file by the Clinical Coordinator.

Student's Signature_________________________________

Preceptor's Signature_______________________________  Date______________________

At the conclusion of discussion of this evaluation, both the student and the preceptor MUST sign in the space provided.  Signing by the student does not require or indicate agreement with this evaluation, it merely signifies that the student has read and discussed this evaluation with the instructor.  The student is invited to enter written comments at the time of the evaluation, and should understand that such comments will in no way affect future evaluations.

Student Comments:

ECG Rotation Student Outcomes/Objectives:

1.
Explain the purpose of performing an electrocardiogram (ECG). 


a.
List the steps involved in performing a 12 lead ECG.


b.
Explain the use of ECG paper with regard to measurement of time and voltage.


c.
Label each wave in a cardiac cycle in an ECG with a normal pattern.


d.
List 3 possible causes of artifact on an ECG tracing.


e.
Explain the normal correlation between the waves and intervals of an ECG pattern and events of 


the cardiac cycle.


f.
Recognize lethal arrhythmias, (including ventricular tachycardia, ventricular fibrillation, and 


ventricular standstill).


g.
Identify the difference between normal sinus rhythm and an abnormal ECG pattern.

Cardiac Diagnostics Student Outcomes/ Objectives:  

1. Discuss indications for echocardiography.

2. Explain the purpose of echocardiography in relation to a particular patient’s cardiac status.

3. Observe and if possible participate in performing echocardiography.

4. Explain the purpose of cardio-pulmonary stress testing and observe/assist in performing a stress test.

Interpret test results and recommend applicable changes in the respiratory care plan of therapy.
5. Explain the effects of exercise on ventilation, oxygen consumption, arterial blood gases, oxygen diffusion capacity, A-a DO2, and circulation.

6. Describe the interrelationships between muscle work, oxygen consumption, and cardiac output.

7. Discuss indications and contraindications for ECG monitoring.  

8. List the proper procedural steps involved in performing a 12 lead ECG.

9. Label each wave in a cardiac cycle with a normal ECG pattern and explain the physiologic events 
occurring during each wave.

10. List three possible causes of artifact on an ECG tracing and identify artifact during monitoring.  

11. Recognize life threatening arrhythmias and describe appropriate treatment for each abnormal rhythm.

12. Describe two types of Cardiac Stress tests and list their indications, contra-indications and hazards.
13. Discuss two ways to determine the maximum heart rate and the reason
for calculating the maximum 
heart rate.

14. List the possible hazards of sustained heart rates above the maximum level.

15. Describe and explain the purpose of three pieces of equipment commonly used during a stress test.

MVCC Respiratory Care Program

ECG & Cardiac Diagnostics 


Clinical Specialty Rotation

EVALUATION OF PERFORMANCE

Student's name_________________________

Preceptor_________________________

Semester______________   Year_____________

The preceptor who observed the student for the longest time frame will fill out the evaluation on each student.  This evaluation has a PASS/FAIL format.  If the student performs in a safe manner and is able complete assigned clinical tasks in a satisfactory fashion (those skills/objectives deemed appropriate for entry level clinicians - those included in the Clinical Practice 1 2 or 3 packets) he/she will receive a PASS for this rotation.  If the student does not perform in a safe manner and/or is unable to complete the performance objectives satisfactorily, then the student will receive a FAIL for that portion of the  clinical rotation and must complete remedial project(s) assigned by the MVCC Respiratory Care Program Clinical Coordinator.  All Failing grades must be accompanied by a detailed explanation as to the specific areas in which the student displayed unacceptable performance or behavior.  In addition, a Failing grade will mean that a 45% will be averaged in and weighted (according to the number of sessions spent on this rotation) with evaluations from other clinical rotations to determine the student’s final Clinical Practicum grade.  

SAFETY.  The main focus of any clinical evaluation is safety.  All students must demonstrate that they consistently perform in a safe and conscientious manner in the clinical setting.  The following items are considered when determining if a student is safe:


1.
Consistently checks physician's orders before instituting therapy;


2.
Consistently assures the patient's identity before instituting therapy;


3.
Closely monitors patients throughout administration of therapy;


4.
Strictly follows universal precaution guidelines and techniques of asepsis;


5.
Performs only assigned and authorized techniques and abides by departmental policies and procedures;


6.
Reports safety hazards to the clinical instructor and always seeks the guidance of the clinical instructor when in doubt;


7.
The student never jeopardizes the patient's safety in any way;


8.
The student always accurately and truthfully completes written records.  

All students must be considered safe to be able to continue in clinical.  Any failures must be accompanied by a written explanation on an attached sheet.

PASS  or  FAIL  
This student consistently performs assigned duties in a safe and 

(circle)
    
conscientious manner.
Evaluation of the student’s: initiative, professional conduct, attendance/punctuality, response to constructive criticism, facility in dealing with equipment, facility in dealing with patients, and quality of tasks performed was considered when determining whether the student receives a PASS or FAIL for the rotation.  

Final Performance Evaluation Grade:          




 PASS                   FAIL









                                  (Please Circle)

Suggestions for remediation for FAILING clinical evaluation grades:

NARRATIVE:  
Complete the questions by including explanatory comments 
                   



that are clear, concise and specific.

1. 
The student's primary strong points in specialty rotation performance are:  

       
 ( Be specific)

2. The student's primary weak points in specialty rotation performance are:


(Be specific)

3. 
Recommendation for improvement in the specialty rotation performance:

The clinical grade for this rotation has been recorded and will be kept on file by the Clinical Coordinator.

Student's Signature_________________________________

Preceptor's Signature_______________________________  Date______________________

At the conclusion of discussion of this evaluation, both the student and the preceptor MUST sign in the space provided.  Signing by the student does not require or indicate agreement with this evaluation, it merely signifies that the student has read and discussed this evaluation with the instructor.  The student is invited to enter written comments at the time of the evaluation, and should understand that such comments will in no way affect future evaluations.

Student Comments:

Cardiopulmonary Rehabilitation Objectives:




(1 day)
1.
Identify the components of a successful Pulmonary Rehabilitation Program.

2.
Identify the goals of rehabilitation in cases of disabling chronic lung disease.

3.
List the benefits of physical energy conservation as it relates to 




Pulmonary Rehabilitation.

4.
Identify the importance of physical conditioning exercises utilized 




in a pulmonary rehabilitation program.

5.
Describe the role of the Respiratory Practitioner in a pulmonary 




rehabilitation program.

6.
Demonstrate techniques designed to assist the patients in their 




pulmonary rehabilitation program (breathing exercises, physical 




conditioning exercises, chest PD/PT therapy etc.).

  7.
Provide patient/family education on factors that will assist the 




patient with their pulmonary rehabilitation.
Cardiac Catherization Objectives:                     (1 day)
(no evaluation form to be signed)
1. Identify indications/contraindications and hazards/complications of cardiac catheterization.

2. Identify procedural steps involved in preparing for, performing, and recovering a cardiac 
catheterization patient.

3. List two drugs administered before, during and/or after cardiac catheterization.  Classify each 
drug listed and describe the specific purpose of its administration.

4. Identify various sites of cardiac catheter insertion, discussing advantages and disadvantages of 
each site.

5. Observe an actual cardiac catheterization (as many as possible).  

6. Identify specific pieces of equipment/medications that should be in a quality cardiac catheterization 
    
laboratory.  

7. Identify normal pressure readings/tracings and cardiac volumes performed during a cardiac 
catheterization.  

8. Observe interpretation of data collected during a cardiac catheterization.

9. Identify the specific purpose for performing the cardiac catheterization on patients you observe, 
and the diagnosis arrived upon post-procedure.
Cardiothoracic OR Rotation Objectives:
(1 day)

(no evaluation form to be signed)
1.
Observe the preparation of the patient for surgery, including a-line, IV, and swan-ganz line 
placement.

2.
Observe the procedures performed by the anesthesiologists before, during, and after the 
surgery.

3.
The student will observe the opening and closing of the thoracic wall of the patient and the steps involved in open-heart surgery procedures.

4.
The student will accompany the patient and health care team to the CT- ICU (assisting with the transport when possible) including manual ventilation if allowed, and connection to the mechanical ventilator in the ICU by the RT assigned to the intensive care unit.


Determine the desired ventilator settings for your patient including: tidal volumes, FiO2, respiratory rates, mode, etc.
MVCC Respiratory Care Program

CP Rehabilitation Rotation

Clinical Specialty Rotation

EVALUATION OF PERFORMANCE

Student's name_________________________

Preceptor_________________________

Semester______________   Year_____________

The preceptor who observed the student for the longest time frame will fill out the evaluation on each student.  This evaluation has a PASS/FAIL format.  If the student performs in a safe manner and is able complete assigned clinical tasks in a satisfactory fashion (those skills/objectives deemed appropriate for entry level clinicians - those included in the Clinical Practice 1 2 or 3 packets) he/she will receive a PASS for this rotation.  If the student does not perform in a safe manner and/or is unable to complete the performance objectives satisfactorily, then the student will receive a FAIL for that portion of the  clinical rotation and must complete remedial project(s) assigned by the MVCC Respiratory Care Program Clinical Coordinator.  All Failing grades must be accompanied by a detailed explanation as to the specific areas in which the student displayed unacceptable performance or behavior.  In addition, a Failing grade will mean that a 45% will be averaged in and weighted (according to the number of sessions spent on this rotation) with evaluations from other clinical rotations to determine the student’s final Clinical Practicum grade.  

SAFETY.  The main focus of any clinical evaluation is safety.  All students must demonstrate that they consistently perform in a safe and conscientious manner in the clinical setting.  The following items are considered when determining if a student is safe:


1.
Consistently checks physician's orders before instituting therapy;


2.
Consistently assures the patient's identity before instituting therapy;


3.
Closely monitors patients throughout administration of therapy;


4.
Strictly follows universal precaution guidelines and techniques of asepsis;


5.
Performs only assigned and authorized techniques and abides by departmental policies and procedures;


6.
Reports safety hazards to the clinical instructor and always seeks the guidance of the clinical instructor when in doubt;


7.
The student never jeopardizes the patient's safety in any way;


8.
The student always accurately and truthfully completes written records.  

All students must be considered safe to be able to continue in clinical.  Any failures must be accompanied by a written explanation on an attached sheet.

PASS  or  FAIL  
This student consistently performs assigned duties in a safe and 

(circle)
    
conscientious manner.
Evaluation of the student’s: initiative, professional conduct, attendance/punctuality, response to constructive criticism, facility in dealing with equipment, facility in dealing with patients, and quality of tasks performed was considered when determining whether the student receives a PASS or FAIL for the rotation.  

Final Performance Evaluation Grade:          




 PASS                   FAIL









                                  (Please Circle)

Suggestions for remediation for FAILING clinical evaluation grades:

NARRATIVE:  
Complete the questions by including explanatory comments 
                   

that are clear, concise and specific.

1. 
The student's primary strong points in specialty rotation performance are:  

       
 (Be specific)

2. The student's primary weak points in specialty rotation performance are:


(Be specific)

3. 
Recommendation for improvement in the specialty rotation performance:

The clinical grade for this rotation has been recorded and will be kept on file by the Clinical Coordinator.

Student's Signature_________________________________

Preceptor's Signature_______________________________  Date______________________

At the conclusion of discussion of this evaluation, both the student and the preceptor MUST sign in the space provided.  Signing by the student does not require or indicate agreement with this evaluation, it merely signifies that the student has read and discussed this evaluation with the instructor.  The student is invited to enter written comments at the time of the evaluation, and should understand that such comments will in no way affect future evaluations.

Student Comments:
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