Things to get from the patient record

The night before clinical can be daunting.  Going to the floor to prepare for your clinical day can make or break a successful clinical rotation.  This may be a useful guide to aid your chart review and assist you in preparation for safe competent care of your patients.

1. Check the assignment for your patient and be sure he/she has not been moved or discharged (check with unit secretary, primary nurse or even the patient themselves).

2. Read the H & P.  This may be printed in the written chart or posted on the computer system at your facility.  Before logging onto the computer, you must have completed the paperwork to access private patient information prior to accessing the records.

3. Review the labs.  These will either be in the patient hard copy of the chart or on the computer (or both).  ALWAYS get the CBC, BMP or CMP, any appropriate drug levels (ie. Seizure meds, digoxin etc.)  Anything specific to pt admission.



Ex. Liver pts need LFT’s



       COPD pts ABG, CO2 Etc.

4. When you are at home, write the reference for your lab values, know if they are high or low and WHY.  This is the most important piece of tying in the patho with how your patient looks.

5. MEDS:

A. Get a copy of the MAR from your nurse or however the meds are listed for your unit.  You may make a copy of this ONLY if it is placed in the shredder after you have written them down.  At no time is it ever acceptable to remove private patient information from the hospital.  This action will not only jeopardize your standing in the ADN program but also any potential employment you may seek in the future.  It is important for you to understand what meds your patient is taking, why and if it is safe and appropriate for your patient.  You must have a way to reference all meds you will be giving during your shift.  This includes PRN’s.  If it is scheduled for your patient at 2200, there is no need for you to do a TACTIS on it.

B. Now that you have a list of what meds your patient is taking, you need to find the original order for that dose and medication.  This can be somewhat tricky as you are familiarizing yourself with the chart.  A few hints:  

1.  Some hospital formularies print the date of the order on the MAR for the medication to be given, this will help you find it.

2. Always look at the list of patients home medications to see if it is something they have been taking a while at home and the MD continued it.

3. Always check the dose to see if what is on the MAR is actually what is ordered.  Several fellow nursing students found errors and helped avoid serious adverse drug events.

C. For your abbreviated care plan in preparation for the clinical time, you may choose which format to use as far as looking up your meds.  You can do a TACTIS on each one, or you may use the medication sheet revised available on the website.

D. Understand what affect, if any the medications will have on your lab values.  ie. What will Coumadin do to the PT?  What will antibiotics do to the platelet count?

6. Complete your patho concept map from your primary diagnosis.  Some patients may have more than one.

7. Finally, plan your day.  Based on the disease process, the physician orders, and the medications and treatments you will be giving, what are your priorities for your patient care? (Hint: these should look a lot like your interventions)
NOTE: sometimes the best laid plans get shot out of the water.  If you show up, with a plan, you are way ahead of the game.  Sometimes patient conditions will not allow us to go through with our plan and we must be able to assess the needs of our patients and adjust accordingly.

8. Get some rest.  Do not stay up all night preparing for your patient.  If you have put in more than 3 hours go to sleep.  Some answers can wait until morning.

The day of patient care:
1. Arrive early enough to take an initial set of vital signs.  Why? It is good nursing practice, plus, it allows you to see your patient, establish a brief relationship and they know that you will return after you receive morning report.

2. Check the physician orders to see what was added, discontinued or changed since you were last in the chart.

3. Review todays labs.  How are they different from yesterdays?  Any intervention needed to add to your plan? (Ex. Do you need ot replace the potassium?)

4. Use your plan to organize your day.  Should be similar to #7 above.
5. Spend the rest of the time with your patient.  Talk to them, fill in any blanks or questions you may have to complete your care plan.

