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Patient Preparation Worksheet

continued >

 Time Meds/Care Priorities Labs/Glucose Initials: _____  Room #: ______  Adm. Date ______  Post op day# _______ 

Diagnosis: ______________________________________________________

Current problem: ________________________________________________

Patient Story: ___________________________________________________

Allergies: ______________________________________________________

PRIORITY Body System to Assess: ________________________________

CV Resp Neuro GI GU Skin VS/Pain Other

Prior Nursing
Assessment

Current
Nursing
Assessment

Abnormal Relevant Lab Tests Current Clinical Significance

Complete Blood Count (CBC) Labs

Metabolic Panel Labs

Misc. Labs

Lab TRENDS Concerning to Nurse?

Hayle CRUZ
4/14/24

B 4/5 10-EGD
NSTEMI ; Supsis

ACHS Blood Glucose ams & ganuralized weakness
Q4 Vitalsigns
/ CT abd/palris wh contrast

Mr.
C is a 78y/ make presenting as a transfer with supsis . Pt

.
has

utl , treated wh Rocephin prior to arrival , also has concerns for gastric ischamia on CT

4/ CT head who contrast Scan. A0 X1
,

but able to move all & extremities who evidence of focal neuro deficit signifying
4/4 ERG ,

CXR Stroke . Ekg demonstrates a rentricular paced Rhythm who evidence of Staleration
,
Ischamia,

416 Who or arrhythmia. Troponin elerated at 195
.

Lactic acid is duscending ,
3

.
4 down to 2. 0

↑/6 Swallowevaluation Codeine
, Gabapentin , Simvastatin

T Stress test Cardiac
, Respiratory , NEURO

-chronic a-fib AYO X 1 - Nausea/vomiting -Urinary ANDL Tamp: 98
.
4oF

Wh paced Rhythm
Cough/soB

I
-Rhunchi present

-Oriented
-abd distention Retention HR : 72

& RAq -UTI
~CHF-IF 40% Hypoactiva RR: 27

- HTN Bowalsounds B/P: 167/92
spoy : 94%

Irregular -crackles noted AWDL DWDL Tamp: 97 ./F BM1-20 .53Enythi -A0X4
NDLExcept: -UT

M (a-fib noted)

bilaterally -Pupils Equal,
round

,

Abd .
distantion -Urinary - Skin Warm HR: 76Pacemaker
~

Retention
Reactive to light b

& DRY RR: 18
-Edama notedon

-POSSI IN BPH
B/P : 137/76

Lower extramities
-HIN Spiz: 97%

WBU (Ref 4. 1-11 .1) 13 . 05 4 WBC was 33 . 5 k/uL on admission-infactionstill present
RBC (Ref 4 .40-6 .0) 4 .12 RBC was normal on admission-↓02 carrying abilities
H (Ruf 137-17. 5

,
·

40 .
0 - 52.4%) 8 .6/25 . 6% were low on admission ,

ihave further decreased

Lactic acid 2
. 0 ↑ Lactic acid was 3.

4 on admission-indicateshypoperfusion
Albumin (Ruf 3 .4-5

.0g/dL) 2.3g/dLf Albumin was 2-2 on admission

ALT/AST (Ref 16-61 ; 10-3/) 884/444 ALT/AST normal on admission

Troponin / (Ref45ng/L) 3
,954ng/L indicates Cardiac damage

RBC tranding t ; H& A trandingI; Albumin tranding ; ALT/AST-normal on admission
,

now trending &



Code Status

O2 therapy

IV site

IV Maintenance

IV Drips

Tubes

Activity

Fall Risk/Safety

Diet

Last BM

Intake:

Output:

Therapies: RT/OT/PT

Dressings
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Medications Pharm. 
Class

Mechanism of Action In 
OWN WORDS

Common Side 
Effects

Assessments/nursing 
responsibilities

Notes:

Pharmacology
List each medication you will administer this shift and the PRNs in the last 24 hours.

Pathophysiology
Interpreting clinical data collected, what is the primary/current medical problem? State the pathophysiology of 
this problem in your own words.

Medical Problem Pathophysiology of Medical Problem

continued >

full
RA-CPAP toStp

· QPariphural--20g , -209
N/A

N/A

Foly-16R ↑ EF 40% on sho
as tolerated
fall Risk

Soft(Bith size &Thin Liquids
4/13

LAST 24 HR- F10ML

Last 24 HR- 1675m/

SLP

Tegaderm onperipheralsites

Aspirin chewable Platelet aggregation used to truatpain, Reduce four a upset stomach - assess skinforbruising
inflammation Heartburn assess forblack, tarry stools/vomit like coffegrounds

Po-along QARInhibitors
drowsiness

-Salicylates usedtotreatpreventangina(m/stroke easy blanding/bruisingassess for use of otherbloodthinkingmedications

DuloxetinDR 20mg ↳ works by the amount of Saratonin Nausa fatigu teach sis of Seratonin SyndromeSNRIs Horapi naphing -constipation I maycan sewrightfluctuation
PO-Q24HR

halp stop themovement ofpainsignals to brain Insomniausis is teach to notstop abruptly

finasterida 5 mg 5-alphaReductase used to trocat BPH PRASH/HIGS I can cause :

NAFLA ·Infertility/DED :
Insulin Resistance ·BaldnessPO-Q2HR Inhibitors Depression ·Kidneydysfunction

Promethazing 12.5mg 1st gan . I
D antihistaming & antiemetic Predation ↑Do nottake with Maoi's

NP-QGH PRN confusion monitor Cardiac Rhythm
antagonist -disorientation is maycanse seizures

dizzines ->Injection siteInsulin glarging zonnits

congacting
isused to control hyperglycemia Reaction Checkglucoslas Priorto administration

SQ-Q2HR AblurredVision monitorforsis of hypoglycemia
Insulin Schust tightness

dizzines ->Injection siteInsulin Lispro 0-bunits
Rapid acting used to control hyperglycemia Reaction Checkglucoslas Priorto administration

SQ-Q6R PRN AblurredVision monitorforsis of hypoglycemiaInsulin Schust tightness

Sapsis Sepsis is the body's response to an infection thathas
moved from the original starting point (UTI) & Spread
throughthe brood stream to all parts ofthebody
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Problem Recognition
To prevent a complication based on the primary medical problem, answer each question in the table below.

Question Most Likely Worst Possible

Identify the most likely and worst 
possible complications.

What interventions can prevent 
them from developing?

What clinical data/assessments are 
needed to identify them early?

What nursing interventions will the 
nurse implement if the anticipated 
complication develops?

Putting it All Together to Provide Safe Patient Care

Most Important Assessment Findings Clinical Significance

Provider Order Rationale Expected Outcome

1. Which findings have you collected that are most important and need to be noticed as clinically significant?

2. Identify the rationale for each provider order and its expected outcome.
Medical Management of Care

Nursing Priority

Goal/Outcome

Priority Intervention(s) Rationale Expected Outcome

1.

2.

3.

1.

2.

3.

1.

2.

3.

3. After interpreting clinical data collected, identify the nursing priority goal for your shift and three priority 
interventions specific for your patient. For each intervention write the rationale and expected outcome.

Nursing Management of Care

Glucose septicShock
↑DIL

BURINARYRUTENTION(RHBPH) Amods
scheduled insulin drip -monitor us

,
Labs

,As, 180
,
daily weight

-02supply,damand

Surgicaltreatment of BPH -nutrition GlycemicControl
- ACHS Gloy Passessments:neuro,

Cardial, Rusp.
BladderScan; 1 & O Clinical data : Lactate, 0, NBC ,

Platelets , PTT,D-DIMER

Prevent/Treat infaction Amonitorlabs-Blood glucosmonitoring closelymaintainTissueoxygenation ATCDB-straight Cath , foley Phamodynamicmonitoring MORAL CARYDambulationfPassive Rom

NUNROL's Dindicates neuro dysfunction
*WBU ↑ (33) indicates major infection
Blacticacid Indicatestissuehypoperfusion
WO Indicates Renal damage, fluid Retention

DSLP qua/treat aspiration PNE after vomiting Ptwillnotbeaspiration Risk
DCBC wh differential Tomonitortreatment of infection WBC willcontinuetoa
Acontinuous telemetry toMonitor Cardiac dyrhythmia Cardiacdysrhythmiawill
is supsis parameters Stay under control

maintain perfusion
organs willmaintainaddnate oxygenation

monitor indicationsforfluid If BP Begins to we could say Bowill stay in normal
Resuscitation progressionto suptic shock Range , SkinWarm

, CapRefill 2
-35.

monitor 10 dailyWright assess organ function 190 willbe adequate
monitorlabs assessmentof organfunction Lab values will continue

to improve
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4. What interventions/nursing responsibilities could be delegated?

Nursing Tasks/Interventions Appropriate Delegation to Whom? Rationale for Delegation

What is the patient likely experiencing/ 
feeling right now in this situation?

What can you do to engage yourself 
with this patient’s experience, and show 
that they matter to you as a person?

5. To provide compassionate holistic care for this patient, answer the following questions.

6. Identify the psychosocial/holistic care priority specifically for your patient based on the findings you 
noticed as most important. List appropriate interventions, rationale, and expected outcomes.

Psychosocial/Holistic Care Priority

Priority Intervention(s) Rationale Expected Outcome

Teaching About Illness Care Rationale How are you going to teach?

1.

2.

3.

1.

2.

3.

1.

2.

3.

7. Identify three priority educational topics that need to be included in a teaching plan to prevent 
complications and prepare this patient for discharge.

EDUCATION PRIORITIES/DISCHARGE PLANNING

continued >

-Bathing/Hygiance/Linen change pap ATimemanagement skill to ensure
↳positioningo ap Pts . are safelycaredfor

nap
DADL's Dap

-

-Reinforcesteaching (notinitial !) DLUN

fear
,Panic , anxiety

treat patientwithRespect ampathy.

optimal comfort wellbeing

PORALCORN Boral care is necessarytomaintainoralhygians smucous membranes willbe moist
S

intact& clean

TCDB TCDBwill help breakup secrations is alsohelp Lungs willbeclear pt
will

offload pressure to skin havy skin intact

-Bathing/Hygian ↳Personal hygians willhelp keepthept. DPt.will feedmorecomfortable
clean will also help them feel batter

RoutingLabwork,monitor;Labvalues/meaningsteach p familystaya homaitahs in

medications Whatthey'refor s safeuserofmess ,
what

their side effects to report,what to avoid

maintain a TO HELP CONTROL HIN Teachexercisesthatare
normal Bml/dist within pt ·capabilities ,

give resources
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8. After implementing the plan of care, interpret clinical data at the end of your shift to determine if your 
patient’s condition has improved, has not changed, or has declined. (NCSBN: Step 6 Evaluate outcomes)

EVALUATION

Most Important Data Improved No Change Declined

Overall Status Additional Interventions to Implement Expected Outcome

9. Has the patient’s overall status improved, declined, or remained unchanged during your shift? If the patient has 
not improved, what other interventions must be considered by the nurse? (NCSBN: Step 6 Evaluate outcomes)

Situation

• Name/age
• Brief summary of primary problem
• Day of admission/post-op #

Background

• Primary problem/diagnosis
• Most important past medical history
• Most important background data

Assessment

Most important clinical data:
• Vital signs
• Assessment
• Diagnostics/lab values

Trend of most important clinical data (stable-increasing/decreasing)

• How have you advanced the plan of care?
• Patient response
• Current status (stable/unstable/worsening)

Recommendation

• Suggestions to advance plan of care 

END OF SHIFT: Professional Communication-SBAR to Primary NURSE

continued >

LOV v
↑WBU v
↑Troponin v
↓RBG -
↓ UO v
↓alumin ~
↑Lactate v

Improved-stable continue antibiotic therapy WBCswill continueto ↓

is continue to monitor Labs Eat lab valueswill move

as needed towards normal
-> continue careplans

Mr .
C-78% make presenting as a transfer wh sepsis

Pt . has UN ,
treated/ Rocephin Prior to Arrival , AMS

Krosepsis , possible aspiration premonia ,
NSTEMI

Chronic a fib , PACEMAKER, H,A ,
DM

,
BPH

WBC COUNt-33 , Lactic acid 3 .4 down to 2. 0 , Troponin 195

- WBC-13 .

05 ; RBC , A

Stable
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To strengthen your clinical judgment skills, reflect on your knowledge and the decisions made caring for this 
patient by answering the reflection questions below.

POST-CLINICAL REFLECTION

Reflection Question Nurse Reflection

What feelings did you experience  
in clinical? 
Why?

What did you already know and do 
well as you provided patient care?

What areas do you need to 
develop/improve?

What did you learn today?

How will you apply what was 
learned to improve patient care?


