Student Name_____________________________________   Date of Care  ________________

Firelands Regional Medical Center School of Nursing

CLINICAL PREPARATION TOOL

Student Name_____________________________
Date(s) of Care______________

Firelands Regional Medical Center School of Nursing

CLINICAL PREPARATION TOOL


Age   58___
Sex   F___
Height  58”  _
  Weight   110.2 kg.__ BMI    50.8 kg/m2________
Code Status __FULL__



 Allergies PENICILLIN; SULFA
	Admission Date & Diagnosis(es):  
03/29/12
rIGHT TOTAL HIP ARTHROPLASTY

	History of present illness:
     This is a 58 year old female who is status post right total hip, presenting with chronic foot drop gait and self-care deficits.  Preliminary RICs, ORJ.  She lives in a multilevel home with spouse, two steps to enter.  Prior to surgery she was independent.  Currently min to mod for supine to sit, ambulation and toilet transfers.  Mod for sit to spine and lower bathing; min for bed mobility and  lower body dressing, toileting.
     Patient can tolerate intensive three hour daily program requiring the physician’s supervision at least 3 times weekly:  physical therapy 1 and ½ hours daily for bed motility, transfers, ambulation stairs; occupational therapy 1 and ½ hours daily for self-care, and activities of daily living.



	Past medical history/surgeries:
Medical
· Osteoarthritis

· GERD / peptic ulcer disease / duodenal ulcer
· Peripheral vascular disease

· Peripheral neuropathy

· Morbid obesity 

Surgical
· Total hip replacement (2012)
· PLIF (2011)

· Partial thyroidectomy (1982)

· Abdominal hysterectomy (1990’s)

· Left TKA (2004)



	


	Baseline VS
	T   97.1
	 P   72 / min
	 R  14 / min
	BP  106/68
	SaO2    98%

	Baseline I&O
	Intake   240 mL
	Output X 3
	IV  250 mL
	BM  0
	Misc     --


	LABS
	Initial(result/date)
	Current(result/date)
	Normal
	Evaluation of Lab Data

	WBC
	4.6             4/4/12
	
	4.0 – 11.0 X 103/ microL
	

	RBC
	2.72L
	
	3.85 - 5.15 X 106/ microL
	anemia

	Hgb
	8.4L
	
	12.0 - 5.15 g/dL
	anemia

	Hct
	25.3L
	
	34.0 - 46.0 %
	anemia

	Platelets
	364
	
	150 – 450 X 103/ microL
	

	Na
	143            3/30/12
	
	136 – 146 mmol/L
	

	K
	4.4
	
	3.5 – 5.1 mmol/L
	

	Cl
	108
	
	95 – 114 mmol/L
	

	Co2
	28.5
	
	22.0 – 30.0 mmol/L
	

	Glucose
	90
	
	70 – 100 mg/dL
	

	BUN
	
	
	9 – 23 mg/dL
	

	Creatinine
	
	
	0.64 – 1.27 mg/dL
	

	Ca
	8.6
	
	8.2 – 10.2 mg/dL
	

	Total protein
	
	
	
	

	Albumin
	
	
	
	

	PT
	
	
	
	

	INR
	
	
	
	

	PTT
	
	
	
	

	Other:
	
	
	
	

	A1C
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Pertinent Diagnostic Test Results/Procedures/Surgeries/Cultures:



	Multidisciplinary Reports (PT, OT, ST, RT, CM, Dietary):

Consultation



	Teaching/Discharge Needs: 


	


Hearing Aid    NO

Feeding: Dependent ⁯ Independent  XX       Foley NO
Glasses            YES

Hygiene: Dependent  XX  Independent  
SCD  NO   TED Hose NO
Fall Risk: Low    High XX 
Diet __REGULAR



Oxygen __NO
Bed Alarm 
YES  

Fluid Restriction  NO



 Incentive Spirometry  NO 
Activity  LIMITED    

FSBS_____N/A__________________
Flutter NO
Assistive Device WALKER   IV Fluids _250 mL Vancomycin @ 250 mL / hr
Telemetry  NO
Wound Care  PULLED DRAINS 
ABNORMAL  ASSESSMENT:
	Neurological
Lumbar disc degeneration

Neurosurgery, 2011, PLIF

History of migraine HAs 
EENT

Neck pain, at times
Seasonal sinus problems

Partial thyroidectomy, 1982

GI/GU

GERD
Stress incontinence

History of ovarian cysts, fibroid tumors

Abdominal hysterectomy, 1990’s

Integumentary

Right hip tissue trauma related to right total hip replacement
Cardiovascular
Respiratory

History of bronchitis
Psychosocial

Anxiety and panic attacks
Pain

Varies with activity
TEXTBOOK RESEARCH  (include Bibliography):

· Pathophysiology of the admitting diagnosis



	

	


