NURSING IMPACT STATEMENT 
This statement must be completed when the study involves an overnight stay or if nursing services BEYOND standard nursing care are requested for an inpatient study.  Submit this form to Carol Cleek or Melanie Simpson in the Department of Nursing Services, Mail Stop #2018.  
Study Title:       
PRINCIPAL INVESTIGATOR (PI):       

EXT and Pager:       
CLINICAL COORDINATOR     


EXT and Pager:      
Preferred E-mail Address:      
1.  Which patient care areas will be utilized in the conduct of this study?        FORMCHECKBOX 
  Clinic

                                                                                                                                   FORMCHECKBOX 
  GCRC

           FORMCHECKBOX 
  Inpatient Unit     

           FORMCHECKBOX 
  PACU                        

2.  Where will the procedures occur?  (specific ward or clinic, lab, x-ray, CT, MRI)       
3.  Are the subjects inpatients, outpatients or both?   FORMCHECKBOX 
  Inpatient   FORMCHECKBOX 
  Outpatient   FORMCHECKBOX 
  Both

4.  Are the subjects able to walk and perform activities of daily living unassisted?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

5.  What is the expected length of the study?       
6.  How many subjects from this organization will be in this study?       
7.  Who is responsible within your research project team to explain the study and provide instruction to the nursing staff?                        Name:
     
                                                                              Title: 
     
                                                                              Phone: 
     
8.  Will interventions in this study represent a change from current standard of practice?

      FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No    If yes, explain      
9.  How will nursing staff be instructed in patient care for this study?   FORMCHECKBOX 
 Inservice, date      
 FORMCHECKBOX 
 Written

                                                 





 FORMCHECKBOX 
 Other



10.  What skill levels of nursing staff are required?  (  FORMCHECKBOX 
 RN,  FORMCHECKBOX 
 critical care,  FORMCHECKBOX 
 chemo-certified,  FORMCHECKBOX 
 other)  If other, explain      
11.  What specific tasks will Department of Nursing staff perform? (Please check appropriate answers for all tasks listed)
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Data collection


 
 FORMCHECKBOX 
Yes
  FORMCHECKBOX 
No
Extra procedures
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No   Specimen collection



 FORMCHECKBOX 
Yes
  FORMCHECKBOX 
No
-more frequent vital signs

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
  -blood



 
 FORMCHECKBOX 
Yes
  FORMCHECKBOX 
No
 -ECG 
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
  -urine



 

 FORMCHECKBOX 
Yes
  FORMCHECKBOX 
No
-additional IV or hep lock

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
  -other 



 
 FORMCHECKBOX 
Yes
  FORMCHECKBOX 
No
-IV or hep lock in longer

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No   Medication administration         
 
 FORMCHECKBOX 
Yes
  FORMCHECKBOX 
No
-other procedures: 

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Is the drug or delivery system 
 
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 
-assessments/observations  
                              new to the unit?



 FORMCHECKBOX 
Yes
  FORMCHECKBOX 
No
-additional monitoring   
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No  Is the drug experimental?

 FORMCHECKBOX 
Yes
  FORMCHECKBOX 
No

     
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Extra time with the patient

 

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
  -chaperone


 
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
  -accompanied off-unit trips

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Extra charting or recording
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
  -assistance with procedures

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Patient education or teaching
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Use of supplies from unit stock
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Obtaining study consent


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Use of unfamiliar equip/supplies
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No 
Other:      
This study involves: 

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Addt’l  #outpatient visits     
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Longer stay in critical care 
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Inpatient stay (# of hours or days     )  

 (# of hours or days      )
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Additional training of nursing staff required:  (If yes, how?  Explain)

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No  Additional training and credentialing required by medical staff:  
If yes, what?  Explain       
11.   Is there any additional information that would assist us in evaluating nursing impact? 

     
Nursing Comments: 

	     


	[  FORMCHECKBOX 
  ] Nursing will support                            
	[  FORMCHECKBOX 
  ] Nursing will not support


Date:__________________


(NAME) _______________________________________

Chris Ruder, RN, MSN, NEA-BC 
Vice President of Patient Care Services
Revised 8/23/10


