Bedside Interview Guide for Nursing Students
I. Design Notes
This interview guide is designed for the bedside teaching component of nursing rounds. It is used by nursing students under the supervision of clinical instructors to conduct bedside information collection and communication with patients. The interview serves three core purposes: (1) to systematically gather current clinical data and health needs of the patient to inform nursing assessment and diagnosis; (2) to practice communication skills and empathic expression in authentic clinical interactions; and (3) to preliminarily identify patient safety risks (e.g., falls, cognitive impairment, medication safety, communication barriers), thereby laying the foundation for subsequent nursing problem analysis and clinical decision-making.
(I) Opening and Informed Consent
Greeting and self-introduction:
"Hello, Mr./Ms. [last name]. We are nursing students from [hospital name]. With our instructor's guidance, we would like to talk with you for a few minutes to learn about your current situation and hear how you are feeling. Would you be available to chat now?"
Informed consent:
"The information we discuss will be used for our learning and to support your nursing care. All information will be kept strictly confidential. If you feel uncomfortable at any point, please feel free to let us know. We fully respect your wishes."
(Proceed only if the patient agrees.)
Information verification:
(Check the patient's ID band or bedside card.) "Could you please tell me your name? May I see your wristband?"
(II) Interview Content
Current Admission History and Illness Evolution
"What brought you to the hospital this time? How did it start, and has it changed since then?"
"How do you feel compared with when you were first admitted? Have you noticed any improvement or changes?"
"Has the doctor explained your current condition to you? How do you understand it?"
Current Subjective Symptoms and Symptom Experience
"How are you feeling today? Is there anything that is bothering you?"
"What is the most uncomfortable part for you? Could you describe what it feels like? Is it constant or does it come and go?"
"Does this discomfort affect your eating, mobility, sleep, or bowel/bladder function?"
Daily Living Habits and Potential Triggers
"How has your appetite been recently? How is your sleep?"
"Before this illness, were there any changes in your life, such as excessive tiredness, emotional ups and downs, or a cold or diarrhea?"
Psychological State and Emotional Feelings
"How have you been feeling emotionally since you became ill? Have you felt anxious, worried, or irritable?"
"What are you most concerned about right now?"
Family Support and Social Situation
"Does your family visit you during your hospitalization? Who is your main caregiver?"
"Who do you usually talk to when you have concerns?"
Safety Risk Assessment
"Do you feel steady when you get out of bed? Do you ever feel dizzy or unsteady on your feet?" (Fall risk)
"Do you know what medications you are currently taking and what they are for?" (Medication cognition and adherence)
"Do you understand the precautions we have discussed with you? Is there anything that is unclear?" (Communication safety)
Patient Needs and Expectations
"During your treatment and care so far, is there anything you are particularly satisfied with, or anything you think could be improved?"
"What is the most important thing you would like us to help you with right now?"
(III) Closing
"Thank you for taking the time to talk with us. The information you have shared is very helpful for your care. If there is anything else you would like to tell us, or if you need anything, please feel free to let us know or press the call bell. Please rest well."
