














































































Action Taken Report of Students Feedback on Curriculum    

Introduction: - Our Institute collect feedback on curriculum aspect and courses   from 

different stakeholder such as students, alumni, faculty etc. Once the feedback is 

analysed and valuable suggestion given were considered and necessary action was 

executed. feedback is essential element of learning process, We Manikaka Topawala 

institute of Nursing collected feedback on curriculum of total 4 M.sc Nursing Students. 

On the bases of student’s feedback analysis report, we planned certain action which 

need to take for further improvement towards curriculum feedback.   

 

Majority of students Population 100 % graded with excellent for existing curriculum 

have an adequate space for feedback from students and other stakeholders.75 % were 

rated very good about existing curriculum meet the Statutory body requirements. 25% 

were rated with good about the Structure and appropriateness of curriculum and 

library resources supporting curriculum structure. No students rated in Satisfactory and 

poor curriculum evaluation points.  

 

We were received M.Sc. Nursing Students feedback on curriculum for the academic year 

2015-2016. A special five-point scale feedback form on the curriculum is developed. 

On the bases of above mention analysis, we had taken certain action which was help in 

further improvisation in students’ feedback on curriculum. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Action Taken Report; - 

 

The M.sc Nursing students appreciated the existing pattern of curriculum. Some of the 

feedback point received, which are individually understood, and action taken in below 

mentioned format.  

S.No. Feedback received  Action Taken  

1 

Students suggested to Increase 

library resources. 

As per the student suggestion library 

Subscription of E- resources like Proquest was 

already Purchased on Date 29 January 2016. 

Annexure I  

2 

More extracurricular activities 

required. 

Students were encouraged to organize and 

participate in various extracurricular activities 

like celebration of Health Day, Exhibition, 

Rally etc. Annexure -II (Sample report of 

celebration of International Nurses Day.) 

 

 

 

 







 

 

CHAROTAR UNIVERSITY OF SCIENCE AND TECHNOLOGY [CHARUSAT] 

Faculty of Medical Science 

Manikaka Topawala Institute of Nursing 

8th Semester &2ndSemester B.Sc. Nursing 

International Nurses Day, 2016 

 

Activity: Poster exhibition on ‘’ substance abuse & role play on road traffic accidents 

Date of exhibition: 12th May, 2016  

Venue of exhibition: V.S.Hosptal, Ahmedabad  

 

Objectives of Poster Exhibition:  

General Objective: At the end of Poster exhibition, the targeted population will gain 

adequate knowledge regarding Substance Abuse.  

Specific Objectives: At the end of the session, the group will be able  

 To impart knowledge on commonly used substance abuse like alcohol, opioids, 

cannabis, cocaine, drugs for addiction. 

 To learn about causes of addiction. 

 To understand the sign & symptoms of various substance abuse. 

 To gain new knowledge about complication of various substance abuse. 

 To create awareness about prevention & management of substance use disorder. 

 

Objectives of Role play: 

General Objective: At the end of Role Play, the targeted population will gain adequate 

knowledge regarding Road Traffic Accidents. 

Specific Objectives: At the end of the session, the group will be able  

 To understand the road traffic accidents. 

 To know the causes of road traffic accidents. 

 To create awareness about preventive measures to reduce RTA. 

 To know about government new policy related road traffic accidents and road safety 

measures. 

 



 

 

INTERNATIONAL NURSES DAY CALIBRATION- 2016 

Date -12/05/2016 

Time- 9.30am-3pm 

Venue- V.S. hospital campus 

Group- 8th semester and 2nd semester B.Sc. Nursing students 

 International nurses day (IND) is an international day celebrated around the 

world on 12 may (the anniversary of Florence Nightingales birth) of each year, to 

mark the contribution nurses make to society.  The theme for the year 2016 is 

nurses a force for change, improving health system, resilience. 

International nurses day 2016 was celebrated at V.S. hospital, Ahmadabad by 8th 

semester and 2nd semester B.Sc. nursing students of MTIN a constituent of 

Charusat along with 5 faculty members (Mr. divya jain, Mr. chirag jain, Mr keyur 

sir, Ms. Praneetha mam and Ms. Hetal mam). 

Venue decided for poster exhibition and role play was in front of skin O.P.D. 

students and teachers started the preparation at 8.00 am. All the nurses from 

various wards and department were greeted with roses, at the same time we also 

invited them to visit poster exhibition and role play. 

Celebration started at 9.45 am with inauguration ceremony, inauguration done by 

Ms. Meera patel mam, nusing superintendent V.S. hospital. 

Soon after the inauguration poster exhibition was declared open for all. Topic for 

poster exhibition was “substance abuse”. Students have created attractive charts 

to create awareness about different types of substance abuse, its causes, and 

effects on health, management and prevention. In addition to this a role play was 

also conducted on road traffic accidents and safety at two different places.-in 

front of skin O.P.D. and V.S. Auditorium. In the role play students emphasis on the 

road safety measure like use of helmets, following signals, avoiding mobile talk at 

road side, listening to music and chatting 



Both the role play and poster exhibition was appreciated by nursing 

superintendent, staff, teachers and the group of people who visited. Celebration 

ended with a cup of ice creme for all the students and teachers. In this way   

International nurses day calibrated at V.S. hospital with great enthusiasm.  

 

PHOTOGRAPHS FOR INTERNATIONAL NURSES DAY CALIBRATION- 

2016  

Date -12/05/2016 

Time- 9.30am-3pm 

Venue- V.S. hospital campus 

Group- 8th semester and 2nd semester B.Sc. Nursing students 

 

mvgcvjkhmvjhv mjgfgnv nbvn  

Inauguration by Ms. Mira Patel (nursing superintendent V.S. hospital) 



  
 

 

 

 

 

 
 

Students of 8th semester B.Sc nursing explaining about substance abuse  



 

 
 

Students of 8th semester and 2nd semester B.Sc. nursing conducting role play 

 



Graphical representation of role play and poster exhibition analysis 

Figure 1 Role play -Analysis 
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Figure 2 Poster Exhibitions -Analysis 
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MANIKAKA TOPAWALA INSTITUTE OF NURSING 

 

Action Taken Report of Students Feedback on Curriculum    

Introduction: - Student’s feedback are very informative to better the existing situation.  

Student’s feedback is essential element of learning process. We Manikaka Topawala 

institute of Nursing collected feedback on curriculum of total 12 B.sc Nursing Students. On 

the bases of student’s feedback analysis report, we planned certain action which need to 

take for further improvement towards curriculum feedback.   

 

We have received all four-year B.Sc. Nursing Students feedback on curriculum for the 

academic year 2015-2016. A special five-point scale feedback form on the curriculum is 

developed. 

Majority of students Population 83.33 % graded with excellent for curriculum was Carrier 

Oriented, overall opinion about the design and review of curriculum and existing 

curriculum have an adequate space for feedback from students and other stakeholders. 

most of the students 66.67 % were rated very good about existing curriculum create your 

interest towards program. 25.% were rated for good with the delivery of the curriculum on 

skill-oriented training. Only 16.67 % student population were with delivery of curriculum 

initiating the learning insights. Least No students rated in poor curriculum evaluation 

points.  

 

Most of the students were satisfied with the various aspects like curriculum have an 

adequate space for feedback from students and other stakeholders. Also agreed with 

curriculum relevant to bring awareness related to Psychological, Social, legal and cultural 

issues while Providing Nursing Care? Majority of students agreed with curriculum Carrier 

Oriented  

 

 

 

 

 

 

 

 

 

 

 



 

Action Taken Report; - 

 

On the bases of Feedback analysis report. There was certain action  taken for B.Sc. Nursing 

curriculum  It was based on the student  feedback on Curriculum. The following action 

were taken as reported in the table below. 

 

S.No. Feedback Received  Action Taken  

1 Students Suggested that they 

require more library resources. 

As per the student suggestion Library E- 

Subscription already Purchased on Date 29 January 

2016 on E- resources like Proquest Nursing and 

allied Health source. Annexure I 

2 Students comments that they 

require More clinical exposure 

in different setting. 

Students clinical training planned in various hospital 

like  

– DDMM Heart Institute, Nadiad 

-Kashiba Hospital, Vadodara 

-Hospital for mental health, Vadodara 

-Shri Shantaram Natra Chikitshalaya,Nadaid,  

-V.S. Hospital, Ahmedabad 

 Annexure II 
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Manikaka Topawala Institute of Nursing 

Faculty of Medical Sciences 

Charotar University of Science and Technology (CHARUSAT) 

Accredited grade "A" by NAAC 
 

      Action Taken Report of Students Feedback on Curriculum   Year 2016-17 

 
Manikaka Topawala Institute of Nursing, a constituent of Charotar University of Science 

and Technology undertook a survey to determine whether or not the curriculum is 

producing the intended results and meeting the objectives that it has set forth for the 

nursing program. 

The feedback was collected from total 41 students of Manikaka Topawala Institute of 

Nursing. Total 20 questionnaire based on the curriculum content, its balance between 

theory and practical, its delivery, communication skills, skills oriented training, problem 

based learning, dealing with real time health care problems in current context, bring 

awareness related to Psychological, Social, legal and cultural issues while Providing 

Nursing Care, academic growth, career oriented,  inculcating research and innovations in 

nursing profession, evaluation methods, meeting need of statutory bodies, and space for 

extra curricular activities were rated by students. The students believed that the 

curriculum adequately sensitized them about teamwork. The feedback also provides an 

insight that the curriculum was good enough to enhance creativity and critical thinking and 

also satisfactorily helped them in maintaining interpersonal relations with colleagues and 

seniors. also helped the students mould themselves according to the needs of the 

organization and also meets the need of statutory body requirements. By and large the 

design and review of the curriculum followed at Manikaka Topawala Institute of Nursing 

was very good and the students of MTIN were satisfied with existing syllabus. The 

curriculum was very good in all aspects.  

 



Action Taken Report; - 

 

The  Nursing students appreciated the existing pattern of curriculum. Some of the feedback 

points received, which are individually understood, and action taken in below mentioned 

format.  

S.No. Feedback received  Action Taken  

1 

More Clinical Training Opportunities 

should be given 

Students apart of every year clinical. Students 

send different hospital for more clinical 

experience. 

 – DDMM Heart Institute, Nadiad 

-Kashiba Hospital, Vadodara 

-Hospital for mental health ,Vadodara 

--Shri Shantaram Natra Chikitshalaya,Nadaid,  

-V.S.Hospital,Ahemdabad 

- Shree Krishna Hospital ,Karamsad 

Annexure-I 

2 
Some expert session on Girls health 

to be provided. 

On first semester M.Sc. Nursing an elective 

course on Woman health was offered to the 

students as elective course. Annexure-II 

 

 

 

 









































CHAROTAR UNIVERSITY OF SCIENCE AND  TECHNOLOGY

MANIKAKA TOPAWALA INSTITUTE OF NURSING

Syllabus Details

Effective Year  2016-17

Program Semester: :MNCH

Total Subjects :  7

Total Regular Subjects

Total Elective Subjects :

:  5

 2

MASTER OF SCIENCE IN NURSING

1

Date : 07/07/2021

Course

Code
Course Title

Examination SchemeTeaching Scheme

CREDIT

PRTH

PRTH

ExternalInternal

TOTAL

HOURS TOTAL

Group Name : UNI. ELECTIVE-I

TOTAL Internal ExternalPRJ

PRJ

Internal Externa

 2.00  2.00 0/30 28/70 - -  100MA771  2.00 - -RELIABILITY AND RISK ANALYSIS

 2.00  2.00 0/30 28/70 - -  100EE781  2.00 - -OPTIMIZATION TECHNIQUES

 2.00  2.00 0/30 28/70 - -  100ME781  2.00 - -OCCUPATIONAL HEALTH AND 

SAFETY

 2.00  2.00 0/30 28/70 - -  100CE772  2.00 - -RESEARCH METHODOLOGY

 2.00  2.00 - - 0/30 28/70  100CA730  2.00 - -INTERNET AND WEB DESIGNING

 2.00  2.00 0/30 28/70 - -  100PT795  2.00 - -HEALTH AND PHYSICAL ACTIVITY

 2.00  2.00 0/30 28/70 - -  100NR751  2.00 - -WOMEN'S HEALTH

 2.00  2.00 0/30 28/70 - -  100RD701  2.00 - -INTRODUCTION TO ANALYTICAL 

TECHNIQUES

 2.00  2.00 0/30 28/70 - -  100RD702  2.00 - -INTRODUCTION TO NANOSCIENCE 

AND TECHNOLOGY

 2.00  2.00 - - 0/30 28/70  100MB650  2.00 - -CREATIVE LEADERSHIP

 2.00  2.00 0/30 28/70 - -  100PH825  2.00 - -COMMUNITY PHARMACY 

OWNERSHIP

Course

Code
Course Title

Examination SchemeTeaching Scheme

CREDIT

PRTH

PRTH

ExternalInternal

TOTAL

HOURS TOTAL

Group Name : Regular

TOTAL Internal ExternalPRJ

PRJ

Internal Externa

 3.00  1.50  6.00 13/25 37/75 25/50 25/50  200NR701  4.50 - -NURSING EDUCATION-I

 3.00  3.00 13/25 37/75 - -  100NR702  3.00 - -ADVANCE NURSING PRACTICES-I

 7.00  7.00 13/25 37/75 - -  100NR703  7.00 - -NURSING RESEARCH AND 

STATISTICS

 4.00  4.50  13.00 13/25 37/75 25/50 25/50  200NR712  8.50 - -COMMUNITY HEALTH NURSING-I

 2.00  2.00 0/30 28/70 - -  100HS701 G  2.00 - -ADVANCE CRITICAL THINKING 

AND LOGIC

 31.00  700  25.00
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CHAROTAR UNIVERSITY OF SCIENCE AND  TECHNOLOGY

MANIKAKA TOPAWALA INSTITUTE OF NURSING

Syllabus Details

Effective Year  2016-17

Program Semester: :MNCH

Total Subjects :  7

Total Regular Subjects

Total Elective Subjects :

:  5

 2

MASTER OF SCIENCE IN NURSING

1

Date : 07/07/2021

Course

Code
Course Title

Examination SchemeTeaching Scheme

CREDIT

PRTH

PRTH

ExternalInternal

TOTAL

HOURS TOTAL

Group Name : ELECTIVE

TOTAL Internal ExternalPRJ

PRJ

Internal Externa

 1.00  1.00 8/15 17/35 - -  50NR761  1.00 - -EVIDENCE BASED PRACTICE

 1.00  1.00 8/15 17/35 - -  50NR762  1.00 - -FORENSIC SCIENCE AND 

NURSING

 3.00

Total Credit for Regular Subjects :

Total Credit for Elective Subjects :

 25.00

:Total Credit  28.00

Examination Grade Range & Value

To MarksFrom MarksGrade PointsGrade

AA  10.00  80  100

AB  9.00  75  79

BB  8.00  70  74

BC  7.00  65  69

CC  6.00  60  64

CD  5.00  55  59

DD  4.00  50  54

FF  0.00  0  49
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Manikaka Topawala Institute of Nursing 
Faculty of Medical Sciences 

Charotar University of Science and Technology (CHARUSAT) 
Accredited grade "A" by NAAC 

 
Report on Teachers’ Feedback on Curriculum Year 2016-17 

Manikaka of Nursing, a constituent of Charotar University of Science and Technology 

undertook a survey Topawala Institute to determine whether or not the curriculum is 

producing the intended results and meeting the objectives that it has set forth for the 

nursing program. 

The feedback was collected from total 5 teachers of Manikaka Topawala Institute of 

Nursing. Total 15 questionnaire based on the curriculum content, its balance between 

theory and practical, clinical trainings, holistic development of the students, assessment 

methods, curriculum’s ability to enhance creativity and critical thinking among students, 

building team efforts among students, satisfying the need of regulatory bodies as well as 

scope of research and innovations in nursing profession were rated by teachers of various 

cadres in nursing profession like clinical instructor, nursing tutor, assistant professor, 

and associate professor. 

Sr No Suggestions received Action taken 

1 Need to modify traditional teaching 

method 

We started with case scenario 

based clinical teaching for 1st 

semester M. Sc. Nursing students 

to replace traditional teaching 

methods in all specialities like 

medical surgical nursing, 

paediatric nursing, psychiatric 

nursing,       community       health 

nursing, obstetric and 



  gynaecological nursing from 

06.09.2016 to 16.09.2016. 

Annexure-I 

2. Need to enhance library resources To enhance library resource 

ProQuest nursing and allied 

health e resource purchased from 

January to December 2017 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Annexure-I 

Obstetric and gynecological nursing 

Antenatal assessment 

 
Scenario: 

Mrs. Meena is a 26-year-old, gravid 3, para 2 with previous normal vaginal deliveries. She 

has been healthy in this pregnancy and has no major medical problems overall. She has 

had 2 previous antenatal care visits in this pregnancy without problem. She comes today 

for another routine visit. 

You have already conducted the history and have found nothing abnormal. Previously she 

has had a normal complete physical exam. Now you will conduct the antenatal 

assessment with attention to the goals for 32 –week pregnancy. 

 
Station profile: 

 MCH laboratory 

 Mannequin 

 Provide privacy 

 Provide good source of light 

 Articles: Bed linen, Vital signs tray, Measuring tap  & scale, Weighing machine, 

Fetoscope/ stethoscope, Cotton swab, Paper bag, Watch 

 
Instructions for students: 

 The OSCE checklist contains the main parts of the procedure 

 For each part of the exam done correctly one point will be assigned 

 A full exam should be completed within 15 minutes 

 The testing area of the clinical skills evaluation center consists of examination 

rooms equipped with standard examination tables, commonly used diagnostic 

instruments 

 Rooms are equipped with cameras. Recordings are used for quality assurance and 

are not intended to provide a mechanism for review. 



 Each student has a scheduled time and assigned rooms to follow 

o Your first station is marked in the first column of the Time Calling Schedule 

o You are to follow the station progression as indicated on the OSCE Schedule 

o Please alert your coordinator if you have any questions or not sure where 

your room is located 

 Mobile phones are not allowed during examination. 

 You will complete a patient note after each patient at a documentation station. 

Sign into the documentation screen with your ID number 

 You may or may not be provided scheduled breaks 

 During a break, you are allowed to go to the restroom or get a drink one at a time, 

but you will need to leave your clipboard containing all of your information. 

 When you hear the announcement that time is up, immediately leave the station. 

 The 10 minute timer for documentation will begin when the 15 minute patient 

encounter is over; you are responsible for tracking your own time via the timer. 

 Please DO NOT discuss any of the OSCE during or after the exam. 

 
Instructions for evaluator: 

 Prior to giving the exam familiarize yourself with the OSCE checklist 

 Instruct student to: 

o Perform a complete procedure 

o Verbalize impressions during exam 

 Evaluate the students performance according to the checklist 

o Only assign a score if the exam has been done correctly 

o Do not interfere with student’s exam during test 

o Please add up points and assign total test score to student 

o Provide feedback to student about performance 

 
Scoring and marking form: 

Observe if the participant is performing the following steps of antenatal assessment in 

their correct sequence (as necessary) and technique. 

Score “1” for each point conducted correctly or mark “0” if the task is not done or 

incorrectly done and calculate the score. 

 
Sr. No. Steps/ tasks Score 

0/1 

Remark 

1. Preparation and arrangement of the articles   

2. Verbal consent from patient   

3. Privacy and position   

4. Wash the hands and communicate with patient   



5. General examination of patient   

6. Mental status assessment   

7. Assessment of vital signs   

8. Assessment of skin, hair & scalp, face, eyes, ears, 

mouth, nose, Neck, chest 

  

9. Breast examination: Inspection & Palpation   

10. Abdominal examination   

11. Observes the abdomen for any scar, size and 

shape, contour 

  

12. Measures the fundal height using ulnar border of 

left hand. Measures it in weeks as well as in cms. 

  

13. Palpates the abdomen 

Fundal grip (to find out pole of the foetus at the 

fundus) 

  

14. Lateral grip (to find out the side of fetal back)   

15. Pelvic grips (to find out the fetal head 

engagement) 

  

16. Places the foetoscope on the side where fetal back 

was felt. 

  

17. Counts the FHR for 1 minute using watch with 

seconds hand 

  

18. Examination of extremities, back and genitals   

19. Explains findings to mother   

20. After care of the procedure   

21. Record findings   

 

 

Station material required: 

1. WHO recommendations on antenatal care for a positive pregnancy experience. 

2016. Available from: 



https://www.who.int/reproductivehealth/publications/maternal_perinatal_heal 

th/anc-positive-pregnancy-experience/en/ 

 

Mental health nursing 
 

Brief Title: Conversion disorder 

Learning 

objectives: 

Student will be able to 

 Identify the probable diagnosis of the patients based on DSM-V 
criteria 

 Perform and record verbatum of the patient. 
 Perform MSE. 

 Critical thinking on given condition and develop critical 
thinking skill. 

 How to make nursing care plan in priority according to given 
sign and symptoms. 

Significant 

Events: 

Patient reported to have met with an accident 3 days before reporting 

to the OPD. She was referred to a mental health hospital by a 

physician. 

Case scenario 

(highlighting the 

critical aspect of 

the scenario) 

Meena was a 20 year old female, who is in her 3rd year of graduation. 

The patient was recently involved in a accident with a motor vehicle 3 

days ago when she was on her way home from college. The patient 

reports the vehicle clipped the front of her bike while crossing an 

intersection, causing her to crash hard on her left side. The patient 

doesn’t remember if she hit her head, but she was wearing a helmet. 

She only recalls feeling very startled and dizzy after the collision with 

a couple of bruses on her left leg from the pavement. The patient was 

taken to the local clinic to screen for a concussion, which came back 

negative. Since the injury 3 days ago, the patient reports her dizziness 

has converted to double vision, has difficulty swallowing like there is a 

lump in her throat, and notices occasional slurred words. Patient 

continues to have difficulty walking and loss of balance since the 

accident. Patient reports having increased stress and difficulty 

completing college work in the past couple of weeks. Upon further 

probing Meena also confesses that she had a fight with a teacher a 

week ago when she was not able to complete her assignments on time. 

https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/anc-positive-pregnancy-experience/en/
https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/anc-positive-pregnancy-experience/en/


Patient’s 

condition on 

admission 

Patient came by herself with her parents. She details about her 

accident and symptoms and insisted on being given treatment. 

Other relevant 

information 

Parents have confirmed that their daughter seems to be in some kind 

of stress since a week. She speaks less but complains of pain after the 

accident and insists on being taken to a doctor for treatment. Most of 

the investigations are negative. The mother also reports that Meena 

has not been attending college after the accident and hardly helps 

around the house. 

Progress:  Patient is advised Free association and Abreation therapy 
(Both are techniques of psychoanalytic therapy) 

Points for 

discussion 

 Probable diagnosis of the patients based on DSM V criteria 
 Explain primary and secondary gain and how Meena might be 

using them. 
 Prioritize the nursing care plans 
 Identified specific nursing intervention 
 Take-home messages out of this scenerio 

 
 

Pediatric nursing 
 

Title: Lata 10-years olf female child admitted to hospital with compalints of cyanotic 

spell and diagnosed with Tetralogy of Fallot. 

Learning objectives: 

 By all patient data student will be able to learn about 

 
1. Recognize the clinical presentations of ToF 
2. Describe the four anatomical characteristics of ToF 
3. Describe the pathophysiology of the murmur in ToF 
4. Formulate initial steps of management when ToF is 

suspected 
5. Delineate the treatment of hypercyanotic episodes 
6. Summarize the definitive treatment for ToF. 



 7. Discuss nursing care plan of child with ToF. 

Events: Patient brought to emergency services with fainting and having 

severe breathlessness since 2-3weeks, Bluish discoloration of 

tongue, lips, fingers & toes during exertion. 

Action points: 

(critical events 

in scenario) 

According to the statement of patient’s and attendant she has been 

suffering from shortness of breath during exertion since her 

childhood. Initially it was on moderate to severe activity. But it is 

progressively increased, Now it occurs on mild exertion for last few 

weeks. She felt comfortable at rest and on lying flat and there was 

no H/O sudden awakening from sleep at mid night due to 

breathlessness. Breathlessness occurs during playing and relieved 

on squatting position. Breathlessness is not associated with cough, 

chest pain, fever, coughing out of blood, and there is no seasonal or 

diurnal variation, wheeze, h/o allergy or swelling of any part of the 

body. It does not aggravate on exposure to cold, dust, fumes or any 

allergens. Her mother give H/O of bluish discoloration of skin, 

fingers, nails, toes and lips since her childhood, which is more 

marked during exertion. It persistent and gradually progressive 

becoming more marked on exertion and not associated with change 

in temperature or exposure to cold. On query she mentioned 

fatigue during competitive activities during childhood.On repeated 

query her mother mentioned that the patient used to become 

bluish and breathlessness while feeding or crying during her 

childhood.But there was no h/o palpitation dizziness, sudden 

transient loss of consciousness, headache , blurring of vision, 

nausea, vomiting, bleeding from any site of the body, fever, joint 

pain or swelling, repeated RTI, weakness of any part of the body. 



 But she has stunted growth.Her birth history was uneventful and 

her growth were delayed. 

Pt is non diabetic and normotensive.No such illness runs in her 

family 

She belongs to a below standard socio-economic family. 

 
She lives in pucca house, drinks borewell water and uses sanitary 

latrine. Her menstruation has not started yet. She was immunized 

as per National Immunization schedule given by Govt. of India. 

Patient 

behaviour: 

 Appearance: The patient is malnourished and short 
statured. 

 Co-operation: cooperative 
 Conjunctiva: Suffused 
 Jaundice: absent 
 Oedema:absent 
 Cyanosis:Central cyanosis 
 There is generalized clubbing(Involving all fingers & 

toes) Koilonychias, leukonychia, 
 lymphadenopathy : absent 
 Thyroid gland not palpable. 

 Pulse: 104beats/min, regular in rhythm, no radio 
radial and radio femoral delay 

 BP: 100/70 mm of Hg on both upper limbs 
 Respiratory rate: 30 breaths/min 

 Temp: 99 degree Fahrenheit 
 JVP: Not raised 
 Palpation: Apex beat is located in left 5th intercostal 

space, 7cm from midsternal line, just medial to 
midclavicular line, normal in nature No Left 
parasternal heave, No Thrill, No palpable pulmonary 
component, No epigastric pulsation 

 Ausculatation: First heart sound is normal in all 
areas, Second heart sound is single. There is an 
ejection systolic murmur in the pulmonary area(left 
2nd & 3rd intercostals space) increasing intensity 
with breath hold in inspiration. Grading of the 
murmur is 3/6. There is no added sound. 

 Lung base are clear 
 Other systematic examination revels no gross 

abnormality. 



  Lab investigation: CBC: Hb : 11.9 gm/dl TWBC : 
7000/cumm Neu : 47 % Lym : 42% ESR : 10 mm in 
1st hour HCT : 66% 

 ECG reported Tall T wave 

SIM info: Type None 

Dressing None 

Medical 

equipment 

Patient is on 

 
Oxygen Inhalation via nasal prone (High flow) 

Medicine Immediate positional change(knee-chest position or 

squatting position) 

Sedation-preferably Injection Morphine sulphate(0.1 

mg/kg) 

Sodium bicarbonate-to combat acidosis 

Volume expansion with IV fluid 

Beta blocker(Propranolol) –oral route or in 

emergency IV(0.5 to 1.5 mg/kg every 6 hourly) 

Vital signs: Airway High flow oxygen inhalation via nasal prone 

Breathing Normal 

Circulation Volume expansion IV fluids on 

Disability None 



Changes in 

progress: 

 Patient under gone surgery Blalock- Taussing 

shunt(subvlavian artery to pulmonary artery graft 

anastomosis) after 3 days of hospital admission. 

 Post operatively patient oxygen saturation 85% maintained. 

 General condition is stable. 

 Vital signs are normal. 

Keywords for 

debriefing: 

1. Clinical presentation of ToF 

2. Physical examination of child 

3. Nursing diagnosis and intervention based on Priority. 

4. Involving family member in care of child. 

5. Health education and following protocols 

*Teacher will discuss with student such questions after completing 

your assignment. 

References: Madison Hayes and Darren Salmi. Educational Case: Tetralogy of 

Fallot and a Review of the Most Common Forms of Congenital Heart 

Disease. Acad Pathol. 2020:7 

https:doi.org/10.1177%2F2374289520934094 

 

 

Medical Surgical Nursing 

 

 
Title: 36 year old male patient admitted with unconsciousness and multiple trauma on 

body, diagnosed with head injury. 

Learning 
objectives: 

 

 By all patient data student will be able to learn about 

8. How a patient comes to hospital with present condition and 
different complains 

9. How to assess for head and spinal region. 
10. Critical thinking on given condition and develop critical 

thinking skill. 

https://doi.org/10.1177%2F2374289520934094


 11. How to make nursing care plan in priority according to given 
sign and symptoms. 

Events: No past medical and surgical history. 

Patient brought in unconsciousness to emergency room. 

On first inspection, its look like there is open head injury with 

bleeding. 

Action points: History shows no previous injuries. 

(critical events in 
scenario) Physical examination indicates head injury with open wound 

  
Investigation – CT scan is showing mild lesions on head with 

 increased ICP 

 
Battle sign is present 

 
Racoons eyes present 

Patient 
behaviour: 

 Patient admitted to ICU for management of disease. Patient is 
admitted five days. 

 Dyspnoea is present 
 Patient is moving hand and legs 
 Patient is on oxygen 

 Suturing is done 
 Need prevention of infection as suturing is done 

 GCS score is 12 

  

SIM info: Type - Suturing is done at the time of admission 

Dressing - Dressing is done by staff every day in evening 



 Medical 

equipment 

- patient is on central line 

- patient is on oxygen 

Medicine  Antibiotics, painkillers and osmotic diuretics 
drugs are on. 

 Write medication in assignments 
accordingly(refer book) 

  

Vital signs: Airway normal 

Breathing Present but showing tachypnea 

Circulation Blood pressure in high- 165/110 mmhg 

Disability - 

  

Changes in 
progress: 

 GCS score remain same after 3 days of treatment. GCS score-12 
 Vitals are normal after 3 days 
 Dyspnea is present 
 Fever is present 
 difficulty speaking or slurred speech 
 raccoon eyes, or unequal pupils 

 patient is able to speak 
 patient is fully oriented 

Keywords for 
debriefing: 

6. Patient’s consciousness and how consciousness is 
important in head injury cases. 

7. How to assess the physical examination. 
8. How did you prioritize the nursing care plans? 
9. What actions have taken as a part of nursing care? 
10. What is the importance of GCS score in this case? 
11. Take-home messages out of this scenerio? 

*Teacher will discuss with student such questions after completing 

your assignment. 



References:  

Community Health Nursing  

Scenario 1 A 35 year old women is seen for easy fatigue for many months. She is now 

24 weeks pregnant with her 3rd child in 3 years. She does not see any obstetrician 

and does not take any vitamins. Lately, she has developed a taste for eating ice. She 

has no other complaint. Family and past history are negative. She does not smoke or 

drink. Physical examination is positive for pale conjunctiva, mild spooning of nails and 

an II/VI systolic murmur at left lower sternal border. Stools are negative for occult 

blood. 

 
 Labs: Complete blood count (CBC) - Hg 7.1 gm/dl, Hct 23%, WBC 5,400/mm3 

(differential is normal), platelets 450,000/mm3; Mean Corpuscular volume (MCV) 

is 74 fl (normal 85-95 fl); Red cell Distribution Width (RDW) is 17.1% (normal 13- 

15). 

 
 What is the daily requirement of iron for a normal adult? Is it different for females 

or pregnant women? 

 How reliable is physical examination in diagnosing anemia? 

 Could she have 'anemia of chronic disorder'? What are the known mechanisms of 

anemia of chronic disorder? 

 What is your therapeutic strategy for treatment of iron deficiency anemia? 

 In which part of GI tract is iron absorbed? What else is necessary for iron 

absorption? 

 Are there any problems associated with iron therapy? 

 Is there a role for Blood transfusion? 

 How you can promote the health of women, explain with valid example. 
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Manikaka Topawala Institute of Nursing 

Faculty of Medical Sciences 

Charotar University of Science and Technology (CHARUSAT) 

Accredited grade "A" by NAAC 

Report on Action taken for Students’ Feedback on Curriculum Year 2017-18 

 

Manikaka Topawala Institute of Nursing, a constituent of Charotar University of Science 

and Technology undertook a survey to determine whether or not the curriculum is 

producing the intended results and meeting the objectives that it has set forth for the 

nursing program. 

The feedback was collected from total  62 students of Manikaka Topawala Institute of 

Nursing. Total 20 questionnaire based on the curriculum content, its balance between 

theory and practical, its delivery, communication skills, skills oriented training, problem 

based learning, dealing with real time health care problems in current context, bring 

awareness related to Psychological, Social, legal and cultural issues while Providing 

Nursing Care, academic growth, career oriented,  inculcating research and innovations in 

nursing profession, evaluation methods, meeting need of statutory bodies, and space for 

extra curricular activities were rated by students. The students believed that the 

curriculum adequately sensitized them about teamwork. The feedback also provides an 

insight that the curriculum was good enough to enhance creativity and critical thinking and 

also satisfactorily helped them in maintaining interpersonal relations with colleagues and 

seniors. also helped the students mould themselves according to the needs of the 

organization and also meets the need of statutory body requirements. By and large the 

design and review of the curriculum followed at Manikaka Topawala Institute of Nursing 

was very good and the students of MTIN were satisfied with existing syllabus. The 

curriculum was very good in all aspects.  

 

 



Action Taken Report; - 

 

The B.sc Nursing students appreciated the existing pattern of curriculum. Some of the 

feedback points received, which are individually understood, and action taken in below 

mentioned format.  

S.No. Feedback received  Action Taken  

1 
Students suggested that some 

activities should plan for student’s 

personality development. 

 As per students’ suggestions for personality 

development, a course of soft skill training is 

offered to students during their 8th semester 

B.Sc. Nursing.     Annexure-I 

2 

In depth step wise procedure 

training during lab hours should be 

increased. 

For in depth step wise training of procedure 

OSCE (Objective Structured clinical 

Examination) method was used while 

demonstration and evaluation each procedure.  

Annexure-II 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



CHAROTAR UNIVERSITY OF SCIENCE AND  TECHNOLOGY

MANIKAKA TOPAWALA INSTITUTE OF NURSING

Syllabus Details

Effective Year  2017-18

Program Semester: :BSC. Nursing

Total Subjects :  8

Total Regular Subjects

Total Elective Subjects :

:  7

 1

BACHELOR OF SCIENCE IN NURSING

8

Date : 08/07/2021

Course

Code
Course Title

Examination SchemeTeaching Scheme

CREDIT

PRTH

PRTH

ExternalInternal

TOTAL

HOURS TOTAL

Group Name : Regular

TOTAL Internal ExternalPRJ

PRJ

Internal Externa

 4.50  9.00 - - 25/50 25/50  100NR404.01  4.50 - -MIDWIFERY AND OBSTETRICAL 

NURSING-I

 4.00  8.00 - - 25/50 25/50  100NR405  4.00 - -COMMUNITY HEALTH NURSING-III

 8.50  17.00 - - 25/50 25/50  100NR406.01  8.50 - -MEDICAL SURGICAL 

NURSING(ADULT AND GERIATRIC)

 3.00  6.00 - - 25/50 25/50  100NR407  3.00 - -CHILD HEALTH

 2.00  4.00 - - 25/50 25/50  100NR408  2.00 - -MENTAL HEALTH

 1.00  2.00 - - 25/50 25/50  100NR409  1.00 - -RESEARCH PROJECT

 1.00  2.00 - - 25/50 25/50  100CS410  1.00 - -SOFT SKILLS TRAINING

 48.00  700  24.00

Course

Code
Course Title

Examination SchemeTeaching Scheme

CREDIT

PRTH

PRTH

ExternalInternal

TOTAL

HOURS TOTAL

Group Name : Elective-I

TOTAL Internal ExternalPRJ

PRJ

Internal Externa

 2.00  2.00 15/30 35/70 - -  100HS125.01 G  2.00 - -SOCIETY, GOVERNANCE AND 

INTERNATIONAL STUDIES

 2.00  2.00 0/30 28/70 - -  100HS130 G  2.00 - -LAW AND JUSTICE

 2.00  2.00 - - 15/30 35/70  100HS134 G  2.00 - -CONTRIBUTOR PERSONALITY 

DEVELOPMENT

 2.00

Total Credit for Regular Subjects :

Total Credit for Elective Subjects :

 24.00

:Total Credit  26.00

Examination Grade Range & Value

To MarksFrom MarksGrade PointsGrade

AA  10.00  80  100

AB  9.00  75  79

BB  8.00  70  74

BC  7.00  65  69

CC  6.00  60  64

CD  5.00  55  59

DD  4.00  50  54

FF  0.00  0  49
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PROCEDURE CHECKLIST 

Caring for a Patient on a Mechanical Ventilator 
 

Check () Yes or No 

 
PROCEDURE STEPS Yes No COMMENTS 

1.  Lists the steps in preparing for intubation: 

     a. Notifies physician and respiratory therapist. 

     b. Assembles the necessary equipment. 

. 

   

 

2. Identifies the indications for mechanical 

ventilation 

 

   

3. Prepares a resuscitation bag: Attaches a flow 

meter to one of the oxygen sources; attaches an 

adapter to the flow meter; and connects the oxygen 

tubing to the adapter. 

   

4. Verifies ventilator settings with the physician’s 
order. 

   

5. Checks the ventilator alarm limits. Makes sure 

they are set appropriately. 

   

6. Attaches the ventilator tubing to the 
endotracheal or tracheostomy tube. 

   

7. Places the ventilator tubing in the securing 

device. 

   

8. Prepares the suction equipment (Performing 

Tracheostomy or Endotracheal Suctioning). 

   

9. Checks the ventilator tubing frequently for 
condensation. 

   

10. Drains the fluid into a collection device or 

briefly disconnects the patient from the ventilator 

and empties the tubing into a waste receptacle, 
according to agency policy. 

   

11. Never drains the fluid into the humidifier.    

12. Checks ventilator settings regularly.    

13. Provides the patient with an alternate form of 

communication, such as a letter board or white 
board. 

   



  

14. Repositions regularly, being careful not to pull 
on the ventilator tubing. 

   

15. Provides frequent oral care, moistens the lips 
with a cool, damp cloth and water-based lubricant. 

   

16. Ensures that the call light is always within 

reach and answers call light and ventilator alarms 
promptly. 

   

17. Emergency equipment available in patient 

room: ambu bag, mask, appropriate size suction 

catheter and no outdated equipment. 

   

 

TOTAL 17 MARKS (IF IT IS “YES” =1 MARK, IF IT IS “NO” =0 MARK) 
 

Below expectations:1-7 

Meets expectations:8-12 

Above expectations:13 AND ABOVE 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



 

 

  

 

Skill Station: Essential Newborn Care for a normal crying baby 

Situation: A full term newborn baby is just born. The baby is crying and looks pink. Demonstrate 

the immediate essential care you will provide for the baby. 

Observation: Observe if the participant is performing the following steps of essential newborn care 

in their correct sequence (as necessary) and technique. 

 

Score “1” for each point conducted correctly or mark “0” if the task is not done or incorrectly done 

and calculate the score. 

 

Sr.No STEP / TASK Score 

1 / 0 

Remarks 

1.  Calls out the time of birth and ensures that it is recorded   

2.  Delivers the baby onto a warm, clean towel and keeps on the 

 mothers abdomen 

  

3.  Immediately dries the baby with same warm clean towel   

4.  Removes the wet towel and places NB skin to skin & covers the 

 baby in another warm dry towel 

  

5.  Assesses the baby’s breathing 

 Note : if baby is not breathing / difficulty in breathing initiate           

resuscitation  

  

6.  Clamps and cuts the umbilical cord and checks 

 for any oozing of blood. 

  

7.  Leaves the baby in between the mothers breast to initiate skin 

 to skin contact 

  

8.  Provides breastfeeding support and ensures good positioning and      

attachment 

  

9.  Wipes both the eyes separately with sterile gauze from medial 

 to lateral side.  

  

10.  Examines the baby. (Labelling,Checks for any major 

 congenital malformation, temperature, breathing, cord stump, 

vaccination taken, 

  

11.  Covers the baby’s head with a cap and covers the mother and 

 Baby with a warm cloth/sheet. 

  

12.  Gives care prior to discharge (bathing. Maintain breastfeeding,   

danger signs for infection) 

 

  

 

 

Pass Score = 09/11 

Obtained Score =    

 

Pass- Yes No



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 1– EXAMINATION- ACUTE PSYCHOSIS 

ARTIFACT/PRELIMINARY REQUISITES/EQUIPMENTS 

 

 
Simulation Examiner Examinee 

   
 

 
Examiner 

 
 

 
Simulation client 

 Instruction and  instruction sheet  Informant 
 Scenario printout  printout  student response sheet 
   Evaluation scoring  Drop box 
   sheet printout   

   Table – 1   

   Chair – 1   

   

 

 

 

 

Writing pad – 1 

Pen 

Eraser 

Pencil 

Gong bell 

  



 

 

B.Sc NURSING DEGREE PROGRAMME – III YEAR 

MENTAL HEALTH NURSING 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 
 
 

 
STATION NO: 1– EXAMINATION- ACUTE PSYCHOSIS 

ANSWER KEY 

1.   Symptoms 
 

 

        Delusion 

        Auditory hallucination 

        Mood disturbance 
 

 

2.   Diagnosis 
 

 

        Acute psychosis



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 1– EXAMINATION- ACUTE PSYCHOSIS 

INSTRUCTION TO THE SIMULATED PATIENT 

 

 
 

Your role: simulated client, named Ms. X aged 25 years. 
 
Demographic data 

 

        Name: Ms. X 

        Age: 25 years 

        Educational qualification: B Sc English 

        Marital status: Married 

        Occupation: Teacher 

        Religion: Hindu 

        Family income: Rs.20,000/ month 
 

 
 
 

Information to the simulated client to verbalize about his history. 
 

  You are playing the role of 25 years old having the complaints of false belief, hearing voices 

when you are alone and showing mood disturbances for one month. 

 

 

 You will be answering the questions asked by the nurse related to your  complaints mentioned 

above.



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 1– EXAMINATION- ACUTE PSYCHOSIS 

INSTRUCTION TO THE EXAMINEE 

        Read the scenario and respond appropriately. 
 

        Drop the response sheet in drop box 
 
 

SCENARIO 
 

Mr. X aged 25 years old having the complaints of false belief, hearing voices when he is alone 

and showing mood disturbances for one month. Identify the symptoms and diagnosis.



 

 

B.Sc NURSING DEGREE PROGRAMME – III YEAR 

MENTAL HEALTH NURSING 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 
 
 

 
STATION NO: 1– EXAMINATION- ACUTE PSYCHOSIS 

 
RESPONSE SHEET 

 
 

 
Registration Number:                                                                   Date: 

 

Documentation: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Signature of the Examinee



 

 

 

B.Sc NURSING DEGREE PROGRAMME – III YEAR 

MENTAL HEALTH NURSING 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 
 
 

STATION NO: 2 – ASSESSMENT- SUICIDAL IDEAS 

INSTRUCTION FOR THE EXAMINER 

 

Objectives: 

 
At the end of the simulation, the examinee will be able to 

 
        Assess and identifies the warning signs of suicidal ideas of the client 

 
 
 
 
 

 
Instructions: Instructions: 

 

        Check whether the examinee examines the client appropriately. 
 

 

        Give 1 mark for the correct answer and 0 mark for the wrong answer



 

 

 

 
 
 

B.Sc NURSING DEGREE PROGRAMME – III YEAR 

MENTAL HEALTH NURSING 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 
 
 

STATION NO: 2– ASSESSMENT- SUICIDAL IDEAS 

SCORING SHEET 
 
 
 

 

Interpretation 
Score Registration Number 

          

Greet and welcome the client with warmth 1           

The  examiner  identify  the  warning    signs  of 

suicidal ideas 

a) Behavioral clues : Sudden changes in 

mood , sadness 

b) Verbal clues : I want to die and end 

my life 

c) Situational clues : Client got divorce 

recently 
d) Nonverbal clues : Lack of interest in 
personal appearance, family and social 
activities 

           

2           

2           

2           

2           

The    examinee    documents    the    inference 

regarding the clients signs and symptoms 

1           

Total /10           

 
 

Signature of the Examiner



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 2– ASSESSMENT- SUICIDAL IDEAS 

ARTIFACT/PRELIMINARY REQUISITES/EQUIPMENTS 

 

 
Simulation Examiner Examinee 

   
 

 
Examiner 

 
 

 
Simulation client 

 Instruction and  instruction sheet  Informant 
 Scenario printout  printout  student response sheet 
   Evaluation scoring  Drop box 
   sheet printout   

   Table – 1   

   Chair – 1   

   

 

 

 

 

Writing pad – 1 

Pen 

Eraser 

Pencil 

Gong bell 

  



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 2– ASSESSMENT- SUICIDAL IDEAS 

ANSWER KEY 

 

 

1.   Warning signs of suicidal ideas 
 

 
 

        Behavioral clues: Sudden changes in mood, sadness 
 

        Verbal clues: I want to die and end my life 
 

        Situational clues: Client got divorce recently 
 

        Nonverbal clues: Lack of interest in personal appearance, family and social activities



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 2– ASSESSMENT- SUICIDAL IDEAS 

INSTRUCTION TO THE SIMULATED PATIENT 

 
 
 

Your role: simulated client, named Ms.  X  aged 30 years. 
 
Demographic data 

 

        Name: Ms. X 

        Age: 30 years 

        Educational qualification: B Sc Botany 

        Marital status: Married 

        Occupation: Teacher 

        Religion: Hindu 

        Family income: Rs.25,000/ month 
 

 
 
 

Information to the simulated client to verbalize  about his history. 
 

 . You are playing the role of 30 years old, divorcee having the complaints of suicidal ideas, 

sudden changes in mood, passing negative comments to her parents about future, feeling of 

extreme sadness, hopelessness and lack of interest in personal appearance, friends and social 

activities and she says repeatedly that I want to die, end my life 
 

 

 You will be answering the questions asked by the nurse related to your   complaints 

mentioned above.



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 2– ASSESSMENT- SUICIDAL IDEAS 

INSTRUCTION TO THE EXAMINEE 

 
 
 

        Read the scenario and respond appropriately. 
 

        Drop the response sheet in drop box 
 
 

SCENARIO 
 
 

Mr. X aged 30 years old, divorce having the complaints of suicidal ideas, sudden changes in mood, 

passing negative comments to her parents about future, feeling of extreme sadness, hopelessness and 

lack of interest in personal appearance, friends and social activities and she says repeatedly that I 

want to die, end my life. Assess the warning signs or clues of suicidal ideas.



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 2– ASSESSMENT- SUICIDAL IDEAS 

 
RESPONSE SHEET 

 
 

 

Registration Number:                                                                   Date:                             _ 
 

Documentation: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Signature of the Examinee



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 3- COGNITIVE SKILL - HISTRIONIC PERSONALITY DISORDER 
 

INSTRUCTION FOR THE EXAMINER 
 
 
 

Objectives: 

 
At the end of the assessment, the examinee will be able to 

 
 Identify the symptoms and decide  appropriate management for the client by using critical 

thinking skill. 
 

Instructions: 
 

        Check the content of the examinee documents 

        Score “2” for each correct answer 

        Score “0” for wrong answer



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 3- COGNITIVE SKILL - HISTRIONIC PERSONALITY DISORDER 

SCORING SHEET 

 

Interpretation 
Score Registration Number 

          

Histrionic personality disorder 2           

1)  Traumatic emotionality 

2)  Constance       seeking       of 

reassurance 

Others    :    self-centered    ,    poor 

tolerance 

2           

Nursing management. 

1) Establish     and     maintain 

therapeutic nurse client 

relationship 

2           

2)  Provide  immediate  positive 

feedback 

2           

3)  Provide     safe     and     calm 

environment 

Others      :      Promote      effective 

communication strategies 

 
2 

          

Total /10           

 
 
 
 
 
 
 

 
Signature of the Examiner



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 3- COGNITIVE SKILL - HISTRIONIC PERSONALITY DISORDER 

ARTIFACT/PRELIMINARY REQUISITES/EQUIPMENTS 

 

Simulation Examiner Examinee 
   

 

 
Examiner instruction 

 
 

 
student response 

 Instruction and  sheet printout  sheet 
 Scenario printout  Evaluation scoring  Drop box 
   sheet printout   

   Table – 1   

   Chair – 1   

   

 

 

 

 

Writing pad – 1 

Pen 

Eraser 

Pencil 

Gong bell 

  



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 3- COGNITIVE SKILL - HISTRIONIC PERSONALITY DISORDER 
 

 
ANSWER KEY 

 

Condition: Histrionic personality disorder 
 
Symptoms 

 

        Traumatic emotionality 

        Constance seeking of reassurance 

        Others: self-centered 
 

Nursing management 

 
        Establish, poor tolerance 

        and maintain therapeutic nurse client relationship 

        Provide immediate positive feedback. 

        Provide safe and calm environment 

        Others: Promote effective communication strategies



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 3- COGNITIVE SKILL - HISTRIONIC PERSONALITY DISORDER 
 

 
INSTRUCTION TO THE EXAMINEE 

 

 

        Read the scenario and answer the questions given below appropriately. 
 

        Drop the response sheet in drop box 
 
 

SCENARIO 
 

Ms. X aged 25 years admitted in female ward with complaints of excessive emotionality and 

attention seeking, excessive concern about her physical appearance, self-centeredness, and shown 

very poor tolerance of frustration & delayed gratifications and exhibits suicidal attempts frequently. 
 

Answer the following questions: 
 

1.   Identify the condition 

2.   List out any 2 symptoms 

3.   Write any 3 nursing management.



B.Sc NURSING DEGREE PROGRAMME – III YEAR 
 

MENTAL HEALTH NURSING 
 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 

 

 

 
 
 

STATION NO: 3- COGNITIVE SKILL - HISTRIONIC PERSONALITY DISORDER 

RESPONSE SHEET 

 

Registration Number:                                                                   Date: 
 

Documentation: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Signature of the Examinee



 

 

B.SC NURSING DEGREE PROGRAMME – III YEAR 

MENTAL HEALTH NURSING 

OBJECTIVE STRUCTURED PRACTICAL/CLINICAL EXAMINATION (OSPE/OSCE) 
 
 
 

STATION NO: 4 - PROCEDURE - BIPOLAR AFFECTIVE DISORDER 

 
Objectives: 

INSTRUCTION FOR THE EXAMINER

 

At the end of the video show, the examinee will be able to 

 
            Observes and documents carefully the response about the video show 

 
 
 

 
Instructions: 

 

        Check the content of the examinee documents 

        Score “2” for each correct answer 

        Score “0” for wrong answer 



Antenatal assessment 

 

Scenario:  

Mrs. Meena is a 26-year-old, gravid 3, para 2 with previous normal vaginal deliveries. She 

has been healthy in this pregnancy and has no major medical problems overall. She has had 

2 previous antenatal care visits in this pregnancy without problem. She comes today for 

another routine visit.  

You have already conducted the history and have found nothing abnormal. Previously she 

has had a normal complete physical exam. Now you will conduct the antenatal assessment 

with attention to the goals for 32 –week pregnancy. 

 

Station profile: 

 MCH laboratory 

 Mannequin  

 Provide privacy 

 Provide good source of light 

 Articles: Bed linen, Vital signs tray, Measuring tap  & scale, Weighing machine, 

Fetoscope/ stethoscope, Cotton swab, Paper bag, Watch 

 

Instructions for students: 

 The OSCE checklist contains the main parts of the procedure  

 For each part of the exam done correctly one point will be assigned  

 A full exam should be completed within 15 minutes 

 The testing area of the clinical skills evaluation center consists of examination rooms 

equipped with standard examination tables, commonly used diagnostic instruments  

 Rooms are equipped with cameras. Recordings are used for quality assurance and are 

not intended to provide a mechanism for review.   

 Each student has a scheduled time and assigned rooms to follow  

o Your first station is marked in the first column of the Time Calling Schedule  

o You are to follow the station progression as indicated on the OSCE Schedule  

o Please alert your coordinator if you have any questions or not sure where your 

room is located 

 Mobile phones are not allowed during examination.   

 You will complete a patient note after each patient at a documentation station. Sign 

into the documentation screen with your ID number  

 You may or may not be provided scheduled breaks  

 During a break, you are allowed to go to the restroom or get a drink one at a time, but 

you will need to leave your clipboard containing all of your information. 

 When you hear the announcement that time is up, immediately leave the station. 



 The 10 minute timer for documentation will begin when the 15 minute patient 

encounter is over; you are responsible for tracking your own time via the timer. 

 Please DO NOT discuss any of the OSCE during or after the exam. 

 

Instructions for evaluator: 

 Prior to giving the exam familiarize yourself with the OSCE checklist  

 Instruct student to:  

o Perform a complete procedure  

o  Verbalize impressions during exam  

 Evaluate the students performance according to the checklist  

o Only assign a score if the exam has been done correctly 

o Do not interfere with student’s exam during test  

o Please add up points and assign total test score to student  

o Provide feedback to student about performance 

 

Scoring and marking form: 

Observe if the participant is performing the following steps of antenatal assessment in their 

correct sequence (as necessary) and technique.  

Score “1” for each point conducted correctly or mark “0” if the task is not done or incorrectly 

done and calculate the score. 

 

Sr. No. Steps/ tasks Score 

0/1 

Remark 

1.  Preparation and arrangement of the articles   

2.  Verbal consent from patient   

3.  Privacy and position   

4.  Wash the hands and communicate with patient   

5.  General examination of patient   

6.  Mental status assessment   

7.  Assessment of vital signs   

8.  Assessment of skin, hair & scalp, face, eyes, ears, 

mouth, nose, Neck, chest 

  



9.  Breast examination: Inspection & Palpation   

10.  Abdominal examination    

11.  Observes the abdomen for any scar, size and shape, 

contour  

  

12.   Measures the fundal height using ulnar border of 

left hand. Measures it in weeks as well as in cms.  

  

13.  Palpates the abdomen  

Fundal grip (to find out pole of the foetus at the 

fundus)  

  

14.  Lateral grip (to find out the side of fetal back)      

15.  Pelvic grips (to find out the fetal head engagement)     

16.  Places the foetoscope on the side where fetal back 

was felt.  

  

17.  Counts the FHR for 1 minute using watch with 

seconds hand  

  

18.  Examination of extremities, back and genitals   

19.   Explains findings to mother   

20.  After care of the procedure    

21.  Record findings    

 

 

Station material required: 

1. WHO recommendations on antenatal care for a positive pregnancy experience. 

2016. Available from: 

https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/

anc-positive-pregnancy-experience/en/ 
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Manikaka Topawala Institute of Nursing 

Faculty of Medical Sciences 

Charotar University of Science and Technology (CHARUSAT) 

Accredited grade "A" by NAAC 

Report on Action taken for Students’ Feedback on Curriculum Year 2018-19 

 

Manikaka Topawala Institute of Nursing, a constituent of Charotar University of Science 

and Technology undertook a survey to determine whether or not the curriculum is 

producing the intended results and meeting the objectives that it has set forth for the 

nursing program. 

The feedback was collected from total 79 students of Manikaka Topawala Institute of 

Nursing. Total 20 questionnaire based on the curriculum content, its balance between 

theory and practical, its delivery, communication skills, skills oriented training, problem 

based learning, dealing with real time health care problems in current context, bring 

awareness related to Psychological, Social, legal and cultural issues while Providing 

Nursing Care, academic growth, career oriented,  inculcating research and innovations in 

nursing profession, evaluation methods, meeting need of statutory bodies, and space for 

extra curricular activities were rated by students. The students believed that the 

curriculum adequately sensitized them about teamwork. The feedback also provides an 

insight that the curriculum was good enough to enhance creativity and critical thinking and 

also satisfactorily helped them in maintaining interpersonal relations with colleagues and 

seniors. also helped the students mould themselves according to the needs of the 

organization and also meets the need of statutory body requirements. By and large the 

design and review of the curriculum followed at Manikaka Topawala Institute of Nursing 

was very good and the students of MTIN were satisfied with existing syllabus. The 

curriculum is very good in all aspects. The creativity innovation and problem solving 

programme is helping me to get new ideas and that creative which can solve different 

problems coming across my life. 



Action Taken Report; - 

 

The students appreciated the existing pattern of curriculum. Some of the feedback points 

received, which are individually understood, and action taken in below mentioned format.  

S.No. Feedback received  Action Taken  

1 
How to assess patient in detail 

during clinical posting should be 

taught in detail. 

For in depth assessment of patient by students 

a standard format of Case studies/Care plan 

was prepared and used during clinical posting. 

- Annexure -I 

2 

Students should encourage 

extracurricular activities. 

To encourage students to participate more in 

extracurricular activities, students were 

motivated to participate in all the event of 

university cultural and sports fest, - Spoural  

Event.- Annexure-II 

 

 



Manikaka Topawala Institute of Nursing 

Community Health Nursing 

Care Study format 

I. Baseline data 

II. Health assessment of the family (includes past and present history) 

III. Physical Examination 

IV. Investigation & Diagnosis (identifying Problems & prioritizing)  

V. Treatment and follow up 

VI. Description of disease Condition with prognosis 

VII. Approaches/Management (Medical & Nursing Management)  

VIII. Health Education 

IX. Bibliography 

 

 



Manikaka Topawala Institute of Nursing 

A Constituent of CHARUSAT 

COMMUNITY HEALTH NURSING 

             Care Study Evaluation Performa   
 

Name & ID No: 

Semester/Year: 

Clinical Topic:  

       Total: 100 Marks 

Sr.No Criteria Max marks 
100 

Obtained 
marks 

Remarks 

01 Health Assessment of the family 10   

02 Identification of needs/problems 05   

03 Prioritizing of problems and 
implementation of care  

15   

03 
 

Description of disease condition 
with Prognosis 

10   

04 Approaches used to meet 
needs/problems 

10  
 

 

05 Family Care Plan 15   

06 Health Education 
 Individual 
 Family 

 

10   

07 A.V Aids used 10   

08 Evaluation & Fallow up 10   

09 Bibliography 05   

Total 100   

General Comment: 

 

 

 

                  Signature of Supervisor 



CASE STUDY/ PRESENTATION FORMAT 

I. Identification Data 

Patient name    :  

Age      :  

Sex      :  

Date of admission   :  

I.P.No.    : 

Ward      :  

Diagnosis    :  

Marital status    : 

Income     : 

Occupation    : 

Name & day of Surgery  :  

Date of care started   : 

Address    : 

 

II. Chief complains: patient is complaining about headache and nausea  

III. History of present illness:  patient came with the complain of    

IV. Past medical history:   hypertension      

V. Past surgical history:    appendectomy    

VI. Personal history (habits):   tobacco, smoking             

VII. Socioeconomic history:      

VIII. Family History:            

 Family characteristics 

Sl.No. Name of family 

member 

Age Sex Relation 

with HOF 

Education Occupation Health 

status 

        

        

        

        

 

 Family tree: two generation 



 

 

IX. Vital signs  

X.  

Vital signs On admission 

Date________ 

Day-1st 

Date____ 

Day-2nd 

Date_____ 

Day-3rd 

Date_____ 

Day-4th 

Date____ 

Day-5th 

Date____ 

Temperature        

Pulse        

Respiration        

Blood pressure       

 

XI. Physical examination 

 Date/ Time 

 Height/ weight 

 Orientation 

 General appearance  

 BMI 

 

 

 Head to toe examination. 

 Systemic examination. 

 

XII. Investigations 

INDEX 

 

       Male 

 

      Female 

 

Patient 

 

 

 



Test name Patient value Normal value Remarks  

On admission, Date_______ 

Hematology 

Biochemistry 

Microbiology  

Serology  

Urine 

examination 

Macroscopic  

Microscopic  

L.F.T. 

Thyroid test 

Chest X-ray 

Others, if any 

mention______ 

Hb- 11gm/dl 

 

 

12-14gm/dl 

 

Decreased  

 

Day 1st ,Date__________ 

    

Day 2nd ,Date__________ 

    

Day 3rd ,Date__________ 

    

Day 4th t ,Date__________ 

    

Day 5th  ,Date__________ 

    

 

 

XIII. Medications 

Drugs Dose Route Frequency Actions Indications Nurses 

responsibility 

On admission , date____________ 



       

Day 2nd , date______________ 

       

Day 3rd,date__________ 

       

Day 4th , date_______________ 

       

Day 5th , date_______________ 

       

 

 

 

XIV. Anatomy and Physiology 

XV. Disease condition 

Definition 

Etiology and risk factors 

Book picture Patient picture 

Smoking, tobacco  smoking 

Pathophysiology 

Book picture Patient picture 

  

 

Clinical features 

Book picture Patient picture 

Nausea, vomiting, anorexia, fever Vomiting and fever 

 

Diagnosis 

Book picture Patient picture 

CT scane, MRI, Biopsy, ECG MRI, Biopsy 

 

 

Management 

Book picture Patient picture 

Nursing, medical and surgical Write detailed treatment given to 



management your patient according to this three 

categories  

 

XVI. Nursing management 

Needs and problems (Day 1st, Date______) 

Problems Needs  

 Abdominal pain Pain killers 

fever tepid sponging 

unable to walk without support Provide assistance  

  

  

 

List of nursing diagnosis 

1. Refer NANDA nursing diagnosis 

2.  

3.  

4.  

5.  

 



NURSING CARE PLAN (Day 1st care plan, Date________) 

Nursing 

Assessment 

Nursing diagnosis Goals/ EOC planning Implementations Rationale Evaluation 

       

       

       

       

       

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



XVII. Prognosis- day wise progress report of the patient’s condition 

XVIII. Health education 

1. Diet. 

2. Exercises. 

3. Medications. 

4. Rest and sleep. 

5. Personal hygiene. 

6. Follow up. 

7. Others, if any specify_____________. 

 

XIX. Bibliography 

Follow Vancouver style of writing bibliography 

 

 

 



Manikaka Topawala Institute of Nursing 

A constituent of CHARUSAT 

Nursing Care Plan 

1. Introduction: 

2. Baseline data 

 Name of the patient:- 

 Age: 

 Gender: 

 Address: 

 Diagnosis: 

 Date of Admission: 

 Ward: 

 Marital Status: 

 Education: 

 Occupation: 

 Name of the surgery: 

 Date of the surgery: 

 Day of the care started: 

 Family income: 

 

3. PATIENT’S CHIEF COMPLAINTS: 

4. HISTORY OF PRESENT ILLNESS: 

5. PAST MEDICAL HISTORY: 

6. PAST SURGICAL HISTORY: 

7. SOCIO ECONOMIC STATUS: 

8. PERSONAL HISTORY: 

 

9. FAMILY HISTORY OF ANY ILLNESS: (EXPLAIN THROUGH FAMILY TREE) 

Sr.NO. Name of family 

member 

Age Sex Relation 

with HOF 

Education Occupation Health 

status 

        

        



        

        

 

 Physical Examination: 

     Date and time                              : 

     Height : 

     Weight : 

10. Vital Signs:                                   Temperature:                         Pulse: 

                                                    Respiration   :                       B.P: Systolic/Diastolic 

  

  - General Appearance 

     Consciousness               : conscious/ Semi- conscious/Unconscious 

     Body Built                      : Thin/Moderate/Obese 

     Activity                          : Active/Dull 

 -   Skin   

     Colour : Fair/ Brown/ Dark in complexion                           

     Texture  : Normal/ Dry                                                      

     Skin Turgor   : Normal / Decreased 

     Lesions/ Masses : Absent/Macule/Papule/Nodule/Vesicle/Pustule 

     Discolouration  : Yellowish/Cynosis/Pallor/Increased 

pigmentation/absent 

      Head 

Shape                           : Normocephalic/Micro/Macro/Hydrocephalic 

Scalp                            : Clean/ Pediculosis/Dandruff presence/ Any Scar 

Face                             : Puffiness/ Moon Face/ Bell’s palsy/No complaints 



Hair                             : Colour           - Black/ Brown/ Red/ White  

                                          : Grooming       - Not Groomed/ Well Groomed 

                                          : Distribution   -  Normal/ Scanty/ Bald/ Alopecia  

- Eyes 

Eye Brows                   : Symmetrical/ Equally Distributed/ Scanty / 

Asymmetrical 

Eye Lashes                   : Absent/ Equally Distributed/Presence of Dandruff 

Eye Lid                             : Oedmatous / Ptosis / Normal 

Pupil Shape                 : Round/ Oval /Irregular/ Pin pointed 

Sclera                          : White/ Raddish/ Yellowish 

Vision                          : Normal/ Abnormal  

Pupillary Reflex : Reacting to light/Unequal Reaction  

Corneal Reflex   : Absent/ Present 

 

- Ears 

Pinna                           : Normally Placed/ Anotia / Microtia/ Macrotia/ Melotia 

Capillary Refilling         : Immediate/ Delay 

Discharge                    : Absent/ Present  

Hearing                       : Normal/ Actively/ Decreased 

 

- Nose 

Nasal Septum              : Midline/ Deviated 

Nasal Pathway            : Patent / Obstucted / Nasal Polyp 

Discharge                         : Present/ Absent (Amount, Colour) 

Nostrils  : Dry/ Symmetric / Nasal Flaring 

 



- Mouth  

Lip    : Dry/ Cracked/ Symmetrical / Asymmetrical 

          - Colour                : Pink/ Pale/ Dark 

Tongue                    : Moist/ Dry/ Coating / Lesions  

                  - Colour  : Pink/ Pale/ Dark/ Reddish 

Teeth                       : Dental Caries/ Decay/ Dentures 

          - Colour                  : White/ Yellowish/ Stains 

Voice                       : Clear/ Harsh/ Aphonia/Dysphonia 

Breath odour  : Halitosis – Present / Absent 

Gag Reflex  : Present/ Absent   

 

- Neck 

Range Of Motion    : Possible/ Painful /Absent  

Lymph Nodes         : Enlarged/ Not enlarged / Painful  

Jugular Vein           : Distended / Not distended 

 

- Chest  ( In Male) 

Shape           : Barrel/ Funnel/Pigeon/Oval 

Inspection : Breathing – With Efforts/ Normal without efforts 

Palpation : Symmetry/ Asymmetry/ Flail chest 

                     Curvature – Scoliosis/Kyphosis  

Percussion : Tone – Resonance/ Hyperresonance/ Hyporesonance 

Auscultation : Normal/Wheezes/Crackles/Stridor/ Pleural friction rub  

 

     - Breast & Axilla  (In Female)     

        Inspection : Size , Shape , Symmetry  



                                                    Skin- Colour , Pigmentation 

                                                    Nipple – Symmetry, Intactness, Discharge, Bleeding    

        Palpation                    : Breast & Axilla – Nodules , Tenderness   

     -  Heart   

         Thorax : Symmetrical / Asymmetrical / Flat 

         Edema  :  

         Auscultation    : S1, S2 / Murmur / Gallop   

 - Abdomen 

Inspection : Skin colour  - Redness/ Pink/ Purple/ Discolouration 

                                           Any Scar / Lesion  

Palpation : Tenderness- Present / Absent  

Percussion : Tone – Tympany/ Dull 

                                            Fluid / Mass / Air 

       Auscultation : Bowel Sound – Increased/ Decreased  

       Abdominal Girth : 

       Abdominal reflex  : Present / Absent 

 

- Genital 

Scar : Present / Absent 

Discharge / Infection  : Present / Absent 

Color Of Urine :  

Voiding : _________ no. of time / Catheterization 

Burning Micturation  : Present / Absent 

Incontinence : Present / Absent 

 



- Extremities 

Symmetry                 : Symmetrical / Asymmetrical 

Range Of Motion       : Possible/ Painful /Absent 

Reflex                       :    Superficial   reflexes                Right                         Left 

 :    Deep tendon reflexes 

11.  Investigation 

Sr No Name Of Investigation Patient Value Normal Value Remarks 

1 Haemoglobin 

 

14.2gm 11.0-14.5 Normal 

Note: Don’t write short form of investigation 

12. Medication 

Sr 

No 

Name Of       

   Drug 

Dose Route 

 

Frequency Action Side 

Effect 

Nursing 

implication 

1. Inj. 

Cefotaxime 

Brand Name: 

Taxim 

 

1gm/vial 

Patient 

Dose: 

1gm/500mg 

Iv OD/BD/TID SPECIFIC  

 

Specific 

side 

effects 

Nursing care 

of drug 

 

13. Application of Nursing Theory: 

14. Nursing Diagnosis (As Per Priority Base) 

15. Nursing Care Plan 

Assessment Nursing 

Diagnosis 

Eoc Planning Implementation Rationale Evaluation 

Subjective 

Data 

Objective 

      



Data 

 

16. Health Education 

1. Diet. 

2. Exercises. 

3. Medications. 

4. Rest and sleep. 

5. Personal hygiene. 

6. Follow up. 

 

17. Bibliography: (Follow Vancouver style) 

 



 MENTAL HEALTH NURSING 
 
 

Clinical Presentation Format Case Study  Format 
   

1. History collection 
2. Mental status examination 
3. Physical examination 
4. Neurological examination  
5. Investigations  
6. Description of disease 

condition 
6.1. Definition 

     6.2. Etiological factors 
     6.3. Psycho pathology 
     6.4. Clinical manifestation 

 In general/in book 
 In patient 

6.5. Prognosis 
6.6. Management 

 Pharmaco therapy and 
somatic therapy 

 Psychosocial approaches 
6.7. Nursing management 

a. General approaches 
b. Nursing 

approaches/Care plan 
6.8. Rehabilitation 
6.9. Bibliography  

a. Book reference 
b. Research article 

7. A.V Aids 
 

 
1. History collection 
2. Mental status examination 

     3. Physical examination 
     4. Neurological examination  

5. Investigations  
6. Description of disease condition 
6.1. Definition 

     6.2. Etiological factors 
     6.3. Psycho pathology 
     6.4. Clinical manifestation 

 In general/in book 
 In patient 

     6.5. Prognosis 
6.6. Management 

 Pharmaco therapy and 
somatic therapy 

 Psychosocial approaches 
6.7. Nursing management 

a. Nursing approaches/Care plan 
b.  Theory application 

6.8. Rehabilitation 
7. Bibliography  

a. Book reference 
b. Research article 

 

` 
 
Note: Nursing diagnosis should be completely psychiatric related. 
 
 
 
 
 
 
 



 

MANIKAKA TOPAWALA INSTITUTE OF NURSING, 

CHARUSAT, Changa. 

MIDWIFERY AND OBSTETRICAL NURSING 

CASE STUDY FORMAT 

I. BASELINE DATA: 

A. Name: 

B. Age: 

C. IP no: 

D. Address: 

E. Religion: 

F. Education: 

G. Occupation: 

H. Date & time of admission: 

I. Obstetrical score: 

J. Period of gestation: 

K. LMP: 

L. EDD: 

II. PRESENT OBSTETRICAL HISTORY: 

III. PAST OBSTETRICAL HISTORY: 

Sr. 

no. 
Year 

Period of 

gestation 

Mode of 

delivery 

Condition of baby at 

birth 
Condition of 

mother 
Remarks 

Sex Health status 

        

        

        

 

IV. PAST MEDICAL/SURGICAL HISTORY: 

V. MENSTRUAL HISTORY: 

A. Age of menarche: 

B. Cycle: 

C. Flow: 

D. Duration: 

E. Any accompanying ailments: 

VI. FAMILY HISTORY(3 generation family genogram/tree with any important specification): 

VII. SOCIO-ECONOMIC HISTORY: 

VIII. MARITAL HISTORY: 

A. Age at marriage: 

B. Duration of married life: 

C. Use of any contraceptive techniques: 

IX. PERSONAL HISTORY: 

A. Built: 

B. Nutrition: 

C. Rest & sleep: 



D. Elimination pattern: 

E. Bad habits: 

 

X. ANTENATAL EXAMINATION: 

A. Physical examination: 

 General examination: 

 Nourishment: 

 Body built: 

 Posture: 

 Appearance: 

 Activities: 

 Height: 

 Weight: 

 Mental status: 

 Level of consciousness: 

 Vital signs: 

 Temperature: 

 Pulse: 

 Respiration: 

 Blood Pressure: 

 Skin condition: 

 Colour: 

 Moisture: 

 Texture: 

 Edema: 

 Any skin changes: 

 Any abrasions/cuts: 

 Hair & scalp: 

 Colour: 

 Distribution: 

 Any dandruff: 

 Pediculosis/knits: 

 Any abnormalities: 

 Face: abrasions/scars/edema/etc. 

 Eyes: 

 Eye lids: 

 Eye lashes: 

 Pupils: 

 Sclera: 

 Conjunctiva: 

 Any discharges/edema/infection: 

 Vision: 

 Ears: 

 External ear: 



 Hearing: 

 Any discharges/infection: 

 Cerumen: 

 Mouth: 

 Lips: 

 Buccal mucosa: 

 Tongue: 

 Teeth: dental carries: 

 Gums: 

 Any abnormalities: 

 Nose: 

 Shape: 

 Deviated nasal septum: 

 Nasal polyp: 

 Discharges: 

 Epistaxis: 

 Neck: 

 Shape: 

 Lymph nodes: 

 Thyroid gland: 

 Range of motion: 

 Chest: 

 Heart sounds: 

 Air entry: 

 Respiration: 

 Any abnormalities: 

 Breast: 

 Inspection:  

Size: 

Primary areola: 

Secondary areola: 

Nipples: 

Montogomerry’s tubercle: 

Dilated veins: 

 Palpation: 

o Any masses: 

o Breast engorgement: 

o Colostrum: 

 Abdomen: 

Abdominal girth: 

Fundal height: 

 Inspection: 

o Size: 

o Shape: 



o Linea nigra: 

o Stria gravidarum: 

o Umbilicus: 

 Palpation: 

o Fundal palpation: 

o Lateral pa;pation: 

      - Right lateral palpation: 

      - Left lateral palpation: 

o Pelvic palpation: 

      - Pelvic grip I: 

      - Pelvic grip II: 

 Auscultation: 

o Fetal heart sound: 

o Fetal heart rate: 

 Inferences: 

o Lie: 

o Position: 

o Attitude: 

o Presentation: 

 Extremities: 

 Pulse: 

 Edema: 

 Range of motion: 

 Capillary refilling: 

 Any deformity: 

 Back: 

 Posture: 

 Bed sore: 

 Any deformity: 

XI.       DISEASE CONDITION: (BOOK PICTURE AND PATIENT PICTURE)  

XII. INVESTIGATIONS: 

XIII. TREATMENT & MEDICATION: 

XIV. LIST OF NURSING DIAGNOSIS ACCORDING TO PRIORITY: 

XV. NURSING CARE PLAN: 

XVI. HEALTH EDUCATION: 

 



CHAROTAR UNIVERSITY OF SCIENCE AND TECHNOLOGY [CHARUSAT] 

Manikaka Topawala Institute of Nursing 

Year: 6th Semester B.Sc Nursing/ 3rd year GNM  

CHILD HEALTH NURSING 

PROFORMA FOR CASE STUDY  

I] Identification data of the baby 

Name: 

 Age: 

 Sex: 

 Religion: 

 Marital status 

 Occupation 

Source of health care,  

Date of admission,  

Provisional Diagnosis: 

Final diagnosis: 

Date of surgery if any. 

II] Chief complaints 

Describe the complaints with which the child has been admitted to the ward. 

III] History of Illness 

i) History of present illness – onset, symptoms, duration, precipitating/aggregating factors 

ii) History of past illness – Illnesses, hospitalizations, surgeries, allergies. 

iii) Family history – Family tree, family history of illness, risk factors, congenital problems, 

psychological problems. 

IV] Socio-economic status of the family: 

Monthly income, expenditure on health, food, education 

V] Child’s Personal data: 

1. Obstetrical history of mother 

2. Prenatal & natal history 

3. Growth & Development (compare with normal) 

4. Immunization status (table format) 

5. Dietary pattern including weaning 

6. Nutritional status 

7. Play habits 

8. Toilet training habits 

9. Sleep pattern 

10. Schooling 

VI] Case comparison should include 

1. Physical Examination of Patient 

Clinical features present in the book present in the patient 

2. Investigations:-Date Investigation done Result Normal value Inference 

3. Management - Medical / Surgical 

Medical Management should include Following items  



S.No/ Drug (Pharmacological name)/ Dose Frequency / Time/Action/Side effects & drug 

interaction/Nurse’s responsibility 

4. Complications: Prognosis of the patient  

VII] Nursing management (Use Nursing Process) (Short Term & Long Term  Plans) 

Assessment /Nursing Diagnosis/Objective/Plan of care/ Rationale/ Implementation 

/Evaluation 

VIII] Day to day progress report of the patient 

IX] Health education 

XI] Bibliography: 
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Name of student:………………………………………… 

ID No:…………… 

Ward: ……….         
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no 
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marks  
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1 Identification data of  baby  03  

2 History and assessment 05  

3 Child’s personal data 10  

4 Case comparison 07  

5 Drug  04  

6 Nursing care plan 10  

7 Progress note of the child 03  

8 Health education 05  

9 Bibliography 03  

 Total 50  

 

Grade for Overall Performance: Very poor/Poor/Good/Very good/Excellent 

Remarks by teacher if any: 
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MANIKAKA TOPAWALA INSTITUTE OF NURSING 

List of students Participated in SPOURAL 2018 

Sr.No. Students Name Student Id Event Name 

1.  Anjali Ganvit 14BN011 Girls Cricket 

2.  Geeta Bamrotiya 14BN001 Girls Cricket 

3.  Nikita Chauhan 14BN008 Girls Cricket 

4.  Khushbu Malek 14BN015 Girls Cricket 

5.  Megha Patel 14BN039 Girls Cricket 

6.  Himanshini Makawana 14BN014 Girls Cricket 

7.  Vaibhavi Patel 15BN041 Girls Cricket 

8.  Nishtha Prajapati 15BN045 Girls Cricket 

9.  Jalpa Solanki 15BN056 Girls Cricket 

10.  Hiral Ka Patel 15BN005 Girls Cricket 

11.  Unnati N Patel 16BN038 Girls Cricket 

12.  Prachi Patel 16BN033 Girls Cricket 

13.  Krishna Patel 17BN034 Girls Cricket 

14.  Sneha Patel 17BN048 Girls Cricket 

15.  Bansari Brahmbhatt 17BN004 Girls Cricket 

16.  Patel Nihar 15BN035 Kabbadi Boys 

17.  Patel Kamal 14BNO34 Kabbadi Boys 

18.  Ruthva Jayesh 14BN059 Kabbadi Boys 

19.  Vaza Harshad 15BN055 Kabbadi Boys 

20.  Pateldarshan 15BN018 Kabbadi Boys 

21.  Patel Sidharath 13BN049 Cricket Boys 

22.  Pateldarshan 15BN018 Cricket Boys 

23.  Ruthva Jayesh 14BN059 Cricket Boys 

24.  Patel Kamal 14BNO34 Cricket Boys 

25.  Kristi Arpit 13BN010 Cricket Boys 

26.  Patel Akshay 16TBN008 Cricket Boys 

27.  Patel Harshil 16TBN007 Cricket Boys 

28.  Darji Jyoy 13BN005 Cricket Boys 

29.  Rana Sahil 16TBN049 Cricket Boys 

30.  Akshay 15BN044 Cricket Boys 

31.  Panchal Druv 14BN017 Cricket Boys 

32.  Maharshi Jani 14BN034 Fotball Boys 

33.  Shah Yash 13BN048 Fotball Boys 

34.  Patel Kamal 14BNO34 Fotball Boys 

35.  Patel Shreyas 14BN048 Fotball Boys 

36.  Pancha Dhruv 14BNO17 Fotball Boys 

37.  Harshil Patel 16TBN007 Fotball Boys 

38.  Rana Sahil 16TBN049 Fotball Boys 

39.  Akshay 16TBN008 Fotball Boys 

40.  Patel Sidharath 13BN049 Fotball Boys 

41.  Priank Bhanat 16TBN032 Fotball Boys 

42.  Jalpa Solanki 15BN056 Chess Girls 

43.  Patel Sidharath 13BN049 Volleyball Boys 

44.  Akshay 16TBN008 Volleyball Boys 

45.  Pateldarshan 15BN018 Volleyball Boys 

46.  Kristi Arpit 13BN010 Volleyball Boys 

47.  Darji Jyoy 13BN005 Volleyball Boys 

48.  Panchal Druv 14BN017 Volleyball Boys 

49.  Shah Yash 13BN048 Volleyball Boys 

50.  Patel Shreyas 14BN048 Volleyball Boys 

51.  Satasiya Bhavin 15BN051 Volleyball Boys 

52.  Valand Abhay 16TBN027 Volleyball Boys 
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53.  Gurjar Chrsi 16TBN010 Volleyball Boys 

54.  Pandya Kajol 13BN017 Volleyball Girls 

55.  Paramar Ami 13BN018 Volleyball Girls 

56.  Ganvit Anjali 14BN011 Volleyball Girls 

57.  Patel Isha 14BN032 Volleyball Girls 

58.  Solanki Jalpa 15BN056 Volleyball Girls 

59.  Rabari Mamta 15BN048 Volleyball Girls 

60.  Desai Nistha 15BN002 Volleyball Girls 

61.  Patel Shrutika 15BN040 Volleyball Girls 

62.  Prajapati Princy 15BN046 Volleyball Girls 

63.  Patel Bhavya 15BNO15 Volleyball Girls 

64.  Patel Harshil 16TBN007 Basketball Boys 

65.  Shah Yash 13BN048 Basketball Boys 

66.  Patel Sidharath 13BN049 Basketball Boys 

67.  Patel Tirth 16TBN022 Basketball Boys 

68.  Nickson Das 15MNMS004 Chess Boys 

69.  Nickson Das 15MNMS004 Table Tennis Boys 

70.  Patel Darshan 15BN018 Table Tennis Boys 

71.  Pandya Kajol 13BN017 Kabbadi Girls 

72.  Parmar Ami 13BN018 Kabbadi Girls 

73.  Patel Bhavisha 13BN021 Kabbadi Girls 

74.  Gnavit Anjali 14BN011 Kabbadi Girls 

75.  Desai Nistha 15BN002 Kabbadi Girls 

76.  Patel Vaibhavi 15BN041 Kabbadi Girls 

77.  Sindha Nisha 15BN055 Kabbadi Girls 

78.  Patel Mansi 15BN027 Kabbadi Girls 

79.  Patel Shrutika 15BN040 Kabbadi Girls 

80.  Anjaliganvit 14BN011 Table Tennis Girls 

81.  Ekta Malivada 14BN009 Table Tennis Girls 

82.  Vaishalibhabhor 14BN005 Table Tennis Girls 

83.  Vasavapallavi 14BN060 Table Tennis Girls 

84.  Vishruti Patel 14BN053 Table Tennis Girls 

85.  Nikita Golivadiya 15BN003 Tug Of War Girls 

86.  Ektamaliwad 15BN007 Tug Of War Girls 

87.  Hinal Patel 17BN028 Tug Of War Girls 

88.  Jinali Shah 15BN052 Tug Of War Girls 

89.  Shrutika Patel 15BN040 Tug Of War Girls 

90.  Prachi Patel 15BN036 Tug Of War Girls 

91.  Princyprajapati 15BN046 Tug Of War Girls 

92.  Bhavika Patel 17BN024 Tug Of War Girls 

Cultural Activities: 

Sr.No. Students Name Student Id Event Name 

1. Vaibhavi patel 15BN040 Dance Solo 

2. Dhruvesh panchal 14BN018 Singing Solo 

3. Keni patel 17BN031 Singing Group 

4. Pallavi vasava 14BN060 Singing Group 

5. Rachana bhuriya 14BN007 Singing Group 

6. Kumara priya 14BN023 Singing Group 

7. Khushbu malek 14BN015 Singing Group 

8. Jinali shah 15BN052 Singing Group 

9. Isha patel 14BN032 Dumbcharase 

10. Priya parmar 14BN022 Dumbcharase 

11. Hinal parmar 17BN018 Dumbcharase 
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Manikaka Topawala Institute of Nursing 

Faculty of Medical Sciences 

Charotar University of Science and Technology (CHARUSAT) 

Accredited grade "A" by NAAC 

 

Report on Action taken for Students’ Feedback on Curriculum Year 2019-20 

 

Manikaka Topawala Institute of Nursing, a constituent of Charotar University of Science 

and Technology undertook a survey to determine whether or not the curriculum is 

producing the intended results and meeting the objectives that it has set forth for the 

nursing program. 

The feedback was collected from total 60 students of Manikaka Topawala Institute of 

Nursing. Total 20 questionnaire based on the curriculum content, its balance between 

theory and practical, its delivery, communication skills, skills oriented training, problem 

based learning, dealing with real time health care problems in current context, bring 

awareness related to Psychological, Social, legal and cultural issues while Providing 

Nursing Care, academic growth, career oriented,  inculcating research and innovations in 

nursing profession, evaluation methods, meeting need of statutory bodies, and space for 

extra-curricular activities were rated by students. The students believed that the 

curriculum adequately sensitized them about teamwork. The feedback also provides an 

insight that the curriculum was good enough to enhance creativity and critical thinking and 

also satisfactorily helped them in maintaining interpersonal relations with colleagues and 

seniors. also helped the students mould themselves according to the needs of the 

organization and also meets the need of statutory body requirements. By and large the 

design and review of the curriculum followed at Manikaka Topawala Institute of Nursing 

was very good and the students of MTIN were satisfied with existing syllabus. The 

curriculum is very good in all aspects. During this Covid-19 pandemic, The arrangement 

and management of learning by online class is excellent. . Overall arrangement was good . 

 



Action Taken Report; - 

 

The students appreciated the existing pattern of curriculum. Some of the feedback points 

received, which are individually understood, and action taken in below mentioned format.  

 

S.No. Feedback received  Action Taken  

1 

Need to More Focus on Practical 

aspect of Learning. 

 Case base scenario were demonstrated and 

discussed with student through to gain 

practical knowledge. - Annexure-I (Case 

Scenario sample Attached.) 

2 Some sessions about NCLEX-RN for 

students to go abroad should be 

taken.  

An expert session on “NCLEX - RN Session for 

final year students was organized “on 31st 

August 2019.- Annexure-II (Report attached) 

 

 



Case-4 

General objective— 

 To conduct the in depth case study by using nursing process. 

 Specific objectives  

• To collect information regarding the bio-demography and present/past history of the 

case 

. • To obtain detail knowledge about disease condition EA/TEF including signs and 

symptoms causes, medical surgical and nursing management, pharmacological and 

complications 

. • To obtain knowledge upon various diagnostic procedures performed regarding the 

disease. 

To identify child progress and management of case 

. • To perform a physical examination of case.  

• To provide holistic nursing care using appropriate nursing theory.  

• To provide health education to parents 

Patient profile- 

Informants: mother and grandmother of neonate  

Bio-demographical Information:  

Name: B/O Ranu 

Age/Sex: 3 days /Female  

Date of admission: 2012/09/24  

Diagnosis:  ??? 



Ward: Surgical Intensive Care Unit (SICU) 

Chief Complaints  

• Excessive Salivation since birth 

 • Bluish after each feed attempt since birth 

 • Difficulty in breathing since birth  

• Coughing after immediate (1 st ) feeding  

• Abdominal distension after 24 hour of birth 

History of Present Illness – 

According to mother, baby was born at CHC after term gestation. Baby seems normal 

immediately after birth and cry immediately. But after 30 minute of birth when mother 

tries for feeding she observed excessive salivation from baby’s mouths and baby turn to 

bluish when she feed baby. After feeding baby immediately vomits and baby had 

difficulties in breathing. After that they bought baby at MLB hospital, where she 

diagnosed as EA with TEF. Later they bought baby to MLB for further surgical 

management. 

Growth and Development  

Physical development:  

• Failure to gain weight as per age  

• Current weight: 1830 gram  

• Current height: 46cm  

• Head circumference: 34 cm 

 • Chest circumference: 31 cm  

• Abdominal girth: 33cm 



History of Past Illness 

No any other problems except atresia and fistula 

Obstetric and birth history 

Antenatal: 

• Maternal illness during pregnancy: not significant 

• Medication used during pregnancy: Iron and Albendazole 

• Antenatal checkup: 4 times 

• Period of gestation: Completed 40 weeks gestation. 

• The mother had taken two dose of TD vaccine. 

Natal: 

• Place of delivery: PHC delivery 

• Type of delivery: Normal delivery with tear 

• Condition of baby at birth: Immediately cried soon after birth. 

• Birth weight : 2300gm 

Postnatal: 

• Mother had not any visible problems 

• Baby is admitted in hospital. 

Immunizations 

She is 5 days aged newborn and till the date she had not immunized for 

BCG Vaccine due to her congenital anomaly. 

Nutritional History 

• Baby used to vomits immediately after each feeds 

• Baby was kept in NPO 

Family History 

• Type of family: Nuclear family 



• Number of family member: 2 

• Any hereditary disorders in the family: No 

• Any history of TB, HTN, DM or other chronic 

illness in the family: History of TB in the maternal 

family (to the grandfather) and grandfather of 

patient was died due to respiratory problem 

 

Vital signs: 

• Temperature: 96.9°F 

• Respiration: 48/minute 

• Pulse: 136/minute 

Other measurements: 

• Length: 46cm 

• Weight: 1.83Kg 

• Head circumference: 34 cm 

• Chest circumference: 31 cm 

At clinical examination— 

 There was Excessive Salivation 

 Dry skin and decreased skin turgor,  

 Shortness of breathing and abdominal distension. 

 



 

 



 

 

Class group discussion- 

1. Define TEF. 

2. Which are the types of TEF? 

3. What is the prevalence this disease? 

4. Enlist the causative factor? 

5. Which are the common surgery plan for TEF? 

6. What is difference between EA and TEF, GERD?  

 



Community Health Nursing 

Case scenario 

Scenario 1 A 35 year old women is seen for easy fatigue for many months. She is now 

24 weeks pregnant with her 3rd child in 3 years. She does not see any obstetrician and 

does not take any vitamins. Lately, she has developed a taste for eating ice. She has no 

other complaint. Family and past history are negative. She does not smoke or drink. 

Physical examination is positive for pale conjunctiva, mild spooning of nails and an II/VI 

systolic murmur at left lower sternal border. Stools are negative for occult blood. 

 Labs: Complete blood count (CBC) - Hg 7.1 gm/dl, Hct 23%, WBC 5,400/mm3 

(differential is normal), platelets 450,000/mm3; Mean Corpuscular volume (MCV) is 

74 fl (normal 85-95 fl); Red cell Distribution Width (RDW) is 17.1% (normal 13-15). 

 

 What is the daily requirement of iron for a normal adult? Is it different for females 

or pregnant women? 

 How reliable is physical examination in diagnosing anemia? 

 Could she have 'anemia of chronic disorder'? What are the known mechanisms of 

anemia of chronic disorder? 

 What is your therapeutic strategy for treatment of iron deficiency anemia? 

 In which part of GI tract is iron absorbed? What else is necessary for iron 

absorption? 

 Are there any problems associated with iron therapy? 

 Is there a role for Blood transfusion? 

 How you can promote the health of women, explain with valid example. 

 

 

 



Scenario 2 Alan is 34 years old. He works as a salesman and travels extensively. He is 

admitted to hospital for investigation of acute abdominal pain. He has a 6 week history of 

nausea and vomiting and is feverish with abdominal pain and tenderness on admission. He 

says that he had a chest infection 4 months ago, and on examination he is found to have 

oral thrush. 

Following tests and investigations, Alan’s abdominal pain is found to be caused by 

cytomegalovirus (CMV) colitis. 

After counselling, he is tested for HIV and found positive. He is to start on anti-viral 

treatment. 

You are providing Alan nursing care during this hospital admission. Alan’s wife visits and 

asks you to explain his condition and treatment. 

Another patient in the ward asks you if Alan has AIDS and expresses concern about Alan 

being in the next bed. 

 Explain about the disease. 

 Write Nursing Diagnosis. 

 Describe the Nursing process. 

 Write the Health education on specific prevention. 

 How you can do the counselling for another patient in the ward. What else needs to 

be done? 

 Elaborate the treatment strategies for Mr.Alan.   

 

 

 

 

 

 

 

 

 



Scenario 3 A 34-year-old male patient names Chaganbhai comes for collecting 

medicine. A drug dispenser ask patient for prescription but patient forgot prescription 

and asking for medicine verbally for the health problem. A drug dispenser gave 

medicine on patient request and patient left after collecting medicine.  

 What are the points need to follow by drug dispenser before dispensing drug to 

patient?  

 How will you improve drug dispensing practice of dispenser?  

 Write the Roles and responsibilities of MLHP to resolve the problem of patients.  

 

Scenario 4 A 60 year old male patients Mr.Kanubhai  who is a known case of Hypertension 

and is on Tablet Amlodipine 5 mg once per day has come to you for follow up. His Blood 

Pressure is 160/90 mm Hg. He doesn't have any other complaints. In his last visit his BP 

was 140/90.  

 What should you do? 

 What should you assess? 

 List out possible diagnosis? 

 What else needs to be done? 

 Describe the Nursing process? 

 Write health education for Mr. Kanubhai. 

 Write Tertiary Prevention on it? 

Scenario 5 Mr.Jigar pokhriyal 23 year old tobacco addict has come to your center for fever 

treatment. You examine his oral cavity and find leukoplakia lesions in his buccal mucosa. 

What will be your next step?  

 What should you assess? 

 What should you do? 

 List out possible diagnosis? 

 Describe the Nursing process? 

 Write health education for Mr. Jigar Pokhriyal. 

 How will you counsel him? 



Scenario template 

Category: Family planning services 

Theme: Reversible contraception- combine oral contraceptive pills 

Learning 
objectives: 

 

  To understand the process of counselling clients about the 
combined oral contraceptive pill. 

 To understand the common questions expected from the client and 
the expected answer to articulate. 

 To structure the consultation in an ethical and comprehensive 
manner. 

Events:   
           Ms. XYZ, 19 years old university student come to your family 
planning clinic with a request for emergency contraceptive pill from you. 
She has had two prescriptions for emergency hormonal contraception 
dispensed in the past three months. She said that her boyfriend isn’t 
much in favor of using physical barrier method of contraception like 
condoms. What would you cover in your counselling/discussion session 
with her? 

Action points: 

(critical events in 
scenario) 
 

 Opening the consultation: 
o Introducing self 
o Confirming the client’s name and OP number 
o Checks the client’s understanding of types of contraception 

available. 
o Conducts a general assessment of the client. 

 Explore the client’s ideas, concerns and expectations: 
o Explore what the client currently understands about the 

combine oral contraceptive pills. 
o Ask if the client has any concerns about the combine oral 

contraceptive pills. 
o Explore the patient’s expectations of the combine oral 

contraceptive pills. 

 Explaining about combined oral contraceptive pills: 
o Explain what the combine oral contraceptive pills is. 
o Explain the advantages of the combine oral contraceptive pills. 
o Explain the disadvantages of the combine oral contraceptive 

pills. 
o Explain the contraindications of the combine oral contraceptive 

pills. 
o Explain how to take the combine oral contraceptive pills. 

 Closing the consultation/counselling session: 
o Summarise the key points back to the client. 
o Thank the patient for their time 



Scenario template 

Patient 
behavior:(for 
simulated patients 
or operators) 

 Client is tensed and anxious as she had an unprotected 
intercourse within last 15 hours. 

 After brief introduction she is ready to explain herself and 
understand about various contraceptive methods. 

 After receiving information, she is very positive towards accepting 
the use of feasible reversible contraceptive method in future. 

Information to 
participants: 

 The OSCE checklist contains the main areas of the counselling 
session. 

 One point will be assigned for each step of the counselling session 
done correctly. 

 The mode of OSCE evaluation would be through online method. 

 Perform the complete counselling procedure  

 You will have to write the details of the counselling session 
according to the client’s scenario. Add you Name and ID number 
to the note and it should be signed by you. 

  You will have to mail the pdf copy of your written note to 
anjalitiwari.nur@charusat.ac.in. 

 After the completion of the evaluation phase of the OSCE, you 
would have an in-depth discussion regarding the case scenario 
with the evaluator/coordinator. 

SIM info: Type Counselling regarding combined oral contraceptive pill 

Dressing - 

Medical 
equipment 

 Thermometer 

 Sphygmomanometer 

 Weighing machine 

 Height scale 

Medicine  A sample pack of combined oral contraceptive 
pills. 

  

General 
assessment with 
Vital signs: 

Temperature  98.8°F 

Pulse 96 beats/min 

Respiration 28 breaths/min 

Blood 
pressure 

130/80 mm of hg 

Height 156 cms 



Scenario template 

Weight 59 kgs 

Disability Nil 

Menstrual 
history 

 Age at menarche: 15 years 

 Cycle: regular 

 Duration: 4-5 days 

 Interval: 28 to 30 days 

 Associated ailments: Nil 

Contraceptive 
use history 

 H/o use of emergency hormonal contraceptive 
pills (2 times in past 3 months) 

Changes in 
progress: 

 After initial reassurance, client becomes calm and relaxed and 
opens up about herself and shows willingness to understand 
about combined oral contraceptive pills. 

 The client also shares her misconception that combined oral 
contraceptive pills leads to infertility if used for a longer duration 
of time. 

 The client requests for time in decision making regarding use of 
combined oral contraceptive pills. 

Keywords for 
debriefing: 

 Feedback  

 Group discussion  

 Students’ reflection. 

 Take home points. 

References: Alka Kriplani, J.B. Sharma, Seema Singhal. Textbook of Contraception. 
Avichal Publishing Company, New Delhi. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



Scenario- 01  

 

Title: 16 year old female patient admitted with the complains of ear pain, tinitus, mild loss of 

hearing, and diagnosed with Otitis media. 

Learning 

objectives: 

 

 By all patient data student will be able to learn about 

1. How a patient comes to hospital with different complains 

2. How to assess the physical examination. 

3. Critical thinking on given condition and develop critical thinking 

skill. 

4. How to make nursing care plan in priority according to given sign 

and symptoms. 

Events: Past medical history shows the previous admission to hospital due to an 

infection of upper respiratory system. 

History shows no previous ENT infections. 

No surgical history  

Action points: 

(critical events in 

scenario) 

 

Physical examination indicates upper respiratory infection since 2 weeks 

Investigation – investigation shows increased in WBC count. 

Nursing team discussing about infection and how middle ear infection has 

direct link with upper respiratory tract infection. 

One staff think about patient should go for CT scan also, just to confirm 

this infection is not reached up to brain. 

Patient 

behaviour: 

Patient admitted to ENT ward for management of disease. Patient 

admitted since three days. Patient is complaining of  

otalgia,  

hearing loss at right side of ear,  

discomfort,  

nausea and vomiting,  

ringing sensation in both ear, 

fever,  

loss of appetite, or vertigo 

SIM info Medicine  Antibiotics, painkillers, fever, loss of appetite, or 

vertigo and antiemetic drugs are on. 

 Write medication in assignments 

accordingly(refer books)  

  

Vital signs: Airway normal 

Breathing Tachypnea is present- 26 breaths/mint 



Scenario- 01  

Circulation normal 

Disability - 

Changes in 

progress: 

 Patient feel little relief after getting medication 

 Mild ear pain is still present at night time 

 Patient is improving in vitals 

 But patient is complaining of hearing problem 

 Insomnia is present 

 No fever since 1 day 

  

Keywords for 

debriefing: 

1. Risk of brain infection because of ENT infection 

2. How did you prioritize the nursing care plans? 

3. What actions have taken as a part of nursing care? 

4. What if the patient had been 50 years old, would you have 

changed anything? 

5. Take-home messages out of this scenerio? 

*Teacher will discuss with student such questions after completing your 

assignment. 

References:  

 



Scenario template 

Brief Title: Alzemer disease condition (Not to be disclosed to students) 

Learning 

objectives: 

Student will be able to  

 Identify the probable diagnosis of the patients based on DSM-V  

criteria 

 Perform and record verbatum of the patient.  

 Perform MSE. 

 Critical thinking on given condition and develop critical 

thinking skill. 

 How to make nursing care plan in priority according to given 

sign and symptoms. 

Significant 

Events: 

NS 

Case scenario 

(highlighting the 

critical aspect of 

the scenario) 

 

Ms. X aged 58 years old having the complaints of repetitiveness, 

memory loss, and executive function loss. Identify the symptoms and 

diagnosis. 

 

Patient’s 

condition on 

admission 

The patient was referred to the specialty memory clinic at the age of 

58 with a 2-year history of repetitiveness, memory loss, and executive 

function loss. Examples of functional losses were being slower in 

processing and carrying out instructions, not knowing how to turn off 

the stove, and becoming unable to assist in boat docking which was 

the couple’s pastime. She stopped driving a motor vehicle about 6 

months before her memory clinic consultation. Her past medical 

history was relevant for hypercholesterolemia and vitamin D 

deficiency. She had no surgical history. She had no history of smoking, 

alcohol, or other drug misuse. Laboratory screening was normal. 

There was no first-degree family history of presenile dementia. 

Neurocognitive assessment at the first clinic visit revealed a Mini 

Mental State Examination (MMSE) score of 14/30; poor verbal fluency 

(patient was able to produce only 5 animal names and 1 F-word in 

1 min) as well as poor visuospatial and executive skills She had fluent 

speech without semantic deficits. Her neurological examination was 

pertinent for normal muscle tone and power, mild ideomotor apraxia 

on performing commands for motor tasks with no suggestion of 

cerebellar dysfunction, normal gait, no frontal release signs. Her 

speech was fluent with obvious word finding difficulties but with no 

phonemic or semantic paraphrasic errors. Her general physical 

examination was unremarkable without evidence of presenile 

cataracts. She had normal hearing. There was no evidence of 

depression or psychotic symptoms. 

Other relevant 

information 

Magnetic resonance imaging scan at age 58 revealed mild generalized 

cortical atrophy. She is white with 2 years of postsecondary education. 

Retirement at age 48 from employment as a manager in 

telecommunications company was because family finances allowed 

and not because of cognitive challenges with work. Progressive 



Scenario template 

cognitive decline was evident by the report of deficits in instrumental 

activities of daily living performance over the past 9 months before 

her initial consultation in the memory clinic. Word finding and literacy 

skills were noted to have deteriorated in the preceding 6 months 

according to her spouse. 

At the time of the initial assessment, her mother was deceased at age 

79 after a hip fracture with a history long-term smoking and 

idiopathic pulmonary fibrosis. Her family believes that there is 

possible German and Danish descent on her father’s side. Her father 

was alive and well at age 80 at the time of her presentation with a 

history coronary artery disease. He is still alive and well with no 

functional or cognitive concerns at age 87 at the time of writing this 

report. Her paternal grandfather died at approximately age 33 of 

appendicitis with her paternal grandmother living with mild memory 

loss but without known dementia or motor symptoms until age 76, 

dying after complications of abdominal surgery. Her paternal uncle 

was diagnosed with Parkinson disease in his 40s and died at age 58. 

Her maternal grandmother was reported to be functionally intact, but 

mildly forgetful at the time of her death at age 89. The maternal 

grandfather had multiple myocardial infarctions and died of 

congestive heart failure at age 75. She was the eldest of 4 siblings 

(ages 44 to 56 at the time of presentation); none had cognitive 

problems. She had no children. 

 Progress: After treatment with a cholinesterase inhibitor, her MMSE improved to 

18/30, tested 15 months later with stability in function. Verbal fluency 

improved marginally with 7 animals and 3 F-words. After an additional 18 

months, function and cognition declined (MMSE=13/30) so memantine was 

added. The stabilizing response to the cholinesterase inhibitor added some 

degree of confidence to the diagnosis. 

Points for 

discussion 
 Probable diagnosis of the patients based on DSM V criteria  

 Precautions to minimize side effect of anti psychotic drugs 

 How to overcome resistance of the patients in psychotherapy 

 Prioritize the nursing care plans  

 Identified specific nursing intervention  

 Take-home messages out of this scenerio  

 



Scenario template 

Brief Title: Borderline personality disorder (Not to be disclosed to students) 

Learning 

objectives: 

Student will be able to  

 Identify the probable diagnosis of the patients based on DSM-V  

criteria 

 Perform and record verbatum of the patient.  

 Perform MSE. 

 Critical thinking on given condition and develop critical 

thinking skill. 

 How to make nursing care plan in priority according to given 

sign and symptoms. 

Significant 

Events: 

She has made two suicide attempts by overdosing on prescribed 

medications, one as a teenager and one six months ago; she also 

reports chronic suicidal ideation, explaining that it gives her relief to 

think about suicide as a “way out.” 

Case scenario 

(highlighting the 

critical aspect of 

the scenario) 

 

Mary is a 26-year-old who presents with a history of non-suicidal self-

injury, specifically cutting her arms and legs, since she was a 

teenager.Identify the symptoms and diagnosis. 

 

Patient’s 

condition on 

admission 

During the time admission , she has symptoms as below: 

 Anger 

 Anxiety 

 Concentration Difficulties 

 Emotion Deregulations 

 Impulsivity 

 Mood Cycles 

 Risky Behaviours 

 Self-Injury 

 Suicidal thoughts 

 

Other relevant 

information 

When she is stressed, Mary says that she often “zones out,” even in the 

middle of conversations or while at work. She states, “I don’t know 

who Mary really is,” and describes a longstanding pattern of changing 

her hobbies, style of clothing, and sometimes even her job based on 

who is in her social group. At times, she thinks that her partner is “the 

best thing that’s ever happened to me” and will impulsively buy him 

lavish gifts, send caring text messages, and the like; however, at other 

times she admits to thinking “I can’t stand him,” and will ignore or 

lash out at him, including yelling or throwing things. Immediately 

after doing so, she reports feeling regret and panic at the thought of 

him leaving her. Mary reports that before she began dating her 

current partner she sometimes engaged in sexual activity with 

multiple people per week, often with partners whom she did not 
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