IMS5 ( Pediatrics) Critical Thinking Worksheet Patient Age: Patient Weight: kg
Student Name:

Date: Click here to enter a date.
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4. Diagnostic Tests Pertinent or Confirming of 5. Lab Values That May Be Affected: 6. Current Treatment (Include Procedures):
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~ o Bkt K
student Name: NEDUE V2 RULDAY

Unit: Pt. initials:

13115121

Date:

GENERAL APPEARANCE

CARDIOVASCULAR

pPSYCHOSOCIAL

Appearance: oOHealthy/Well Nourished
%Neat/Clean OEmaciated o Unkept
Developmental age:
¥ Normal o Delayed

NEUROLOGICAL

LOC: o Alert o Confused 0O Restless
g{Sedated o Unresponsive
Oriented to:
0 Person O Place o Time/Event
O Appropriate for Age
Pupil Response: $.Equal 0O Unequal =
W Reactive to Light '&Size 7
Fontanel: (Pt < 2 years) o Soft o Flat
0 Bulging o Sunken o Closed
Extremities:
O Able to move all extremities
O Symmetrically o Asymmetrically
Grips: Right Y Left N
Pushes: Right _~/  Left i~
S=Strong W=Weak N=None
EVD Drain: oYes f{No Level
Seizure Precautions: oYes cfNo

Pulse: 1§ Regular olrregular
& Strong 0 Weak o Thready
0 Murmur o Other
Edema: oYes No Location
Ol+ 02+ 03+ o4+
Capillary Refill: ¥ < 2 sec o> 2 sec

Social Status: Calm/Relaxed O Quiet
a Friendly o Cooperative O Crying

0 Uncooperative O Restless‘
Withdrawn o Hostile/Anxious

Social/emotional bonding with family:
¥ Present O Absent

Pulses:
M

[V ACCESS

Llower R L
4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent O None

Upper R L
hH

ELIMINATION

Urine Appearance: \;\,&.\.\“ W=
Stool Appearance: _ VL1 & (\ X W B
0 Diarrhea o Constipation
o0 Bloody o0 Colostomy

site:(Y AL, 21cC HINT oNone

pi-Central Line

Type/Location: .
Appearance: ZNo Redness/Swelling

o Red o Swollen
0 Patent o Blood return

Dressing Intact: Yes ONoO |
Fluids: D © ‘/?.F(j_\‘f‘i-‘ 2 0% (N %

SKIN

GASTROINTESTINAL

RESPIRATORY

Respirations: o Regular B Irregular
O Retractions (type)

l;i Labored

Breath Sounds:
Clear o Right o Left
Crackles o Right O Left
Wheezes P Right M Left
Diminished o Right oOleft
Absent o Right o Left

o Room Air i Oxygen

Oxygen Delivery:
o Nasal Cannula: ____ L/min
KljiPap/CPAP: eppp-\ \pup-\l

0 Vent: ETT size @ cm

0 Other:
Trach: O Yes “pdlo
Size Type

Obturator at Bedside O Yes B No

Cough: }{Yes o No
o Productive ﬁNonproductive
Secretions: Color
Consistency
Suction: oYes il
Pulse Ox Site

0

[
.~
-
|

\ {

Type
X

Abdomen: pSoft oFirm oFlat
o Distended o Guarded
Bowel Sounds: }é\Present X X quads
B.Active o Hypo o Hyper o Absent
Nausea: 0OYes PWNo
Vomiting: o Yes ¥.No
Passing Flatus: O Yes gé\lo

Tube: o VYes Qo Type
Location Inserted to

cm

Color: i;(Pink o Flushed o Jaundiced
o Cyanotic O Pale ti)(Natural for Pt
Condition: p{Warm o Cool o Dry
o Diaphoretic
Turgor: < 5 seconds O > 5 seconds
Skin: O Intact o Bruises 0O Lacerations
o Tears o Rash o Skin Breakdown
Location/Description:
Mucous Membranes: Color: ?3 W\
& Moist o Dry o Ulceration

0O Suction Type:

PAIN

NUTRITIONAL

Scale Used: o Numeric WFLACC o Faces
Location:

Assistive Device: o Crutch o Walker
0 Brace 0 Wheelchair quedridden

Diet/Formula: ___ WYV Type:
Pain Score:
Amount/Schedule: e Q i D
Chewing/Swallowing difficulties: 1600
oYes oNo WOUNDY/INCISION
# None ¥
Type:
MUSCULOSKELETAL :
: : : : Location:
0 Pain O Joint Stiffness O Swelling =
; Description:
0 Contracted o Weakness o Cramping :
Dressing:
oSpasms O Tremors
Movement: TUBES/DRAINS
OoRA OLA oRL oLl oAll fiNone
Brace/Appliances: O r\‘long : 0 Drain/Tube
| Type: gx \3 (C0) AT €0 Site:
MOBILITY gvpe{
ressing:
o Ambulatory o Crawl o In Arms i
0 Ambulatory with assist _?i L iiﬂm Suc?\on.
Drainage amount:

Drainage color:

Oxygen Saturation:
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Student Name- NKDI

# of immeasurable

N BALDG hAS . ~ 4 —
A BALD V12 Unit: Pt. initials: Date: M[Zéj l .
PO/Enteral Intake N TAKE/OUTPUT Total
07 | 08 18 s
PO Intake 09 110 ] 11 | 12 [ 1314 [ 15[ 16 | 17 |
Intake - PO Meds
Enteral Tube Feeding
Enteral Flush
Free Water
:\\; ll:';luTcAlKE 07 1 08| 09 | 10 11 | 12 | 13 | 14 | 15 | 16 | 17 18 %zo}fl
' AL Al et Ut 2
VvV MedS/FIUSh 3 A\ 60\ 2 6\ ?)g\ LDO m \ A w
Ol.JTPUT 07108 109 | 10|11 |12|13[ 1415 16| 17 | 18 Total
Urine 10| Wi 1\& 15 4o |4k 0 4%

Stool

Urine/Stool mix

Emesis

Other

Children’s Hospital Early Warning Score (CHEWS)

(See CHEWS Scoring and Escalation Algorithm to score each category)

Behavior/Neuro

TQrcle the appropriate score for this category:
| 9 § ~. 2.9

Cardiovascular

Circle the appropriate score for this category:

0 1 2 3

\/

Circle the appropriate score for this category:
; |
Respiratory 40 1 (g) 3
1 d
Staff Concern | 1 pt-Concerne
Family Concern 1 pt - Concerned or absent

CHEWS Total Score

CHEWS Total Score

Total Score (points) L

s
I Score 0-2 (Green) - Continue routine assessments

Score 3-4 (Yellow) - Notify charge nurse or LIP, Discuss treatment plan with team, Consider higher
level of care, Increase frequency of vital signs/CHEWS/assessments, Document interventions and

Lnotiﬁcations

Score 5-11 (Red) - Activate Rapid Response Team or appropriate personnel per unit standard for
bedside evaluation, Notify attending physician, Discuss treatment plan with team, Increase
frequency of vital signs/CHEWS/assessments, Document Interventions and notifications
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IM5 (Pediatrics) Critical Thinking Worksheet Patient Age: Patient Weight: :

Student Name:

Date: Click here to enter a date.
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1. Disease Process & Brief Pathophysiology 2. Factors for the Development of the :" 5‘5"5 E:,ng Syn;ptom\s M y e et 0¢ \'\Uld

(Identify Key Concepts to Your Patient and Disease/Acute llIness: AVnLYnevl on ] \-VY

Include Reference): Wil \“SWH 0 - QOfr (Pt o TUYP VT WA
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4, Diagnostic Tests Pertinent or Confirming of
Diagnosis:

- (T Jnw
- ME\

5. Lab Values That May Be Affected:

- N|A
v fied o witw Myr. twg\eu}

6. Current Treatment (Include Procedures):
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Student Name:

NADIA “AVD L LA

Date: Click here to enter a date.

19 (5]

7. Pain & Discomfort Management: List 2
Developmentally Appropriate

Non-Pharmacologic Interventions Related to Pain
& Discomfort for This Patient.

1,LD\U\}\\(D

2. W AR L\\\\r\&d (A XU\ S

*List All Pain/Discomfort Medication on the
Medication Worksheet
Click here to enter text.

wuwyipwhwwwne .0\ w\r{

1 \,3\{\\\\ 7, 07V \M&A/

8. Calculate the Maintenance Fluid Requirement
(Show Your Work):

IJURNLD = LoV |

20 K 4. L1 197

-—"’"/14 o \’/‘/.r?

2.C
) L7

Actual Pt MIVF Rate: |, ’ A

Is There a Significant Discrepancy? Choose an item

N A
Why?

NV \V §1T¢

9. Calculate the Minimum Acceptable Urine

Output Requirement (Show Your Work):
| < 0 W\H\/'”d Vv

A58 \T 1A 9

Actual Pt Urine Output:

\\ WAAAL AJWNY e d

10. Growth & Development: List the Developmental Stage of Your Patient For Each Theorist Below and
Document 2 OBSERVED Developmental Behaviors for Each Theorist. If Developmentally Delayed,

Identify the Stage You Would Classify the Patient:

Erickson Stage: \\\{ NV IHERTS NAWML & oyw»
BPEOWAW A ook gn B cnHE Wimvels
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Student Name.
~MRO A

m—

Date: Cliaz here to enter a date.

0% |25 (2 |

12. Related to (r/t):

D\'VVW Ll Ny

13. As evidenced by (aeb):

-\,\/\

YA v T V- pPrefrwye
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14. Desired patient outcome:

ovtid AW Valaat
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15. Nursing Interventions related to the Nursing

Diagnosis in #11: o
1. 7V W< o nt Aoy twat giAie
P1. 18 A FaAW VisFK.

Evidenced Based Practice:

Pravewts AU 4 provnotes pt.

S At \-va |

“Eeep ved at Lwert pigitith
Evidenced Based Practice:
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> ¥ad ¥ e vovwwn glwtier {ree.
Evidenced Based Practice:
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16. Patient/Caregiver Teaching: -
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17. Discharge PlanninE/Community Resou::ces:
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Student Name: MAY(A W HALD ¢ i p

—

Developmental age:
#{Normal 0 Delayed

: NEUROLOGICAL

LOC: JAlert o Confused m Restless
0O Sedated o Unresponsive
Oriented to:
O Person o Place o Time/Event
ﬂAppropriate for Age
Pupil Response: ¥ Equal o Unequal
Y;iReactive to Light o Size
Fontanel: (Pt < 2 years) o Soft o Flat
}iﬁ Bulging o Sunken o Closed
Extremities:
y!\AbIe to move all extremities
0 Symmetrically o Asymmetrically
Grips: Right _ 5  Left S
Pushes: Right _<_ Left _ S
S=Strong W=Weak N=None
EVD Drain: oVYes ¥ No Level
Seizure Precautions: $.Yes n No

Ly Unit: Pt. initials:
J—
¥ GENERAL APPEARANCE CARDIOVASCULAR PSY CHOSOCIAL Quiet
Ppe:'ance: fiHealthy/Well Nourished Pulse: FLRegUIar O Irregular Social Status: )éCalm/ Re.laxedctJ ing
d Neat/Clean pEmaciated o Unkept fStrong 0 Weak o Thread o Friendly F{\Cooperahve —
' tive O Restless

0 Murmur o Other
Edema: 0o Yes Mo Location

01+ 02+ 03+ o4+
Capillary Refill: 1;& <2sec O>2sec

0 Uncoopera : .
g Withdrawn O Hoshle/Anxlous

i i ily:
Social/emotional bonding with family

‘}ﬁ‘Present O Absenf//

Pulses:

IVACCESS

Upper R_91 L M\
Llower R_Y% Lo
4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent 0 None

ELIMINATION

Urine Appearance: \{L W

Stool Appearance: (xuL\ Wil /¢ [i,i[o’.’(,\

0 Diarrhea o Constipation

Site: % o INT oNon€

o Central Line

Type/Location: —
Appearance: 0O No Redness/SweIllng

o Red o Swollen

o Patent o Blood return

Dressing Intact: oYes O No

Fluids:
NE Ly 6114

0 Bloody o Colostomy

SKIN

GASTROINTESTINAL

RESPIRATORY

Respirations: W Regular o Irregular
O Retractions (type)

O Labored
Breath Sounds:
Clear WRight tfleft
Crackles o Right O Left
Wheezes 0O Right 0O Left
Diminished oRight o Left
Absent o Right o Left
BRoom Air 0 Oxygen

Oxygen Delivery:
0 Nasal Cannula: L/min
o BiPap/CPAP:

Abdomen: Soft o Firm o Flat
0 Distended o Guarded
Bowel Sounds: p@Present X _4__ quads
WActive o0Hypo o Hyper o Absent
Nausea: wOYes BNo
Vomiting: o Yes A No
Passing Flatus: O Yes ¥WNo
Tube: OYes oiNo Type
cm

Color: {Pink o Flushed O Jaundiced
o Cyanotic o Pale XNatural for Pt
Condition: o Warm o Cool o Dry
o Diaphoretic
Turgor: o< 5seconds 0> 5 seconds
Skin: o Intact o Bruises O Lacerations
a Tears g(Rash o Skin Breakdown
Location/Description: FA(€, A"
Mucous Membranes: Color: _P| N\
frMoist o Dry o Ulceration

Location Inserted to
O Suction Type:

PAIN

NUTRITIONAL

Diet/Formula: __ Y.¢¢ lV\\ VY
Amount/Schedule:

Scale Used: o Numeric ¢ELACC o Faces
Location:

Chewing/Swallowing difficulties:

o Yes *{RNO

MUSCULOSKELETAL

o Vent: ETT size @ cm

0 Other:

Trach: o Yes ‘ﬂNo
Size Type
Obturator at Bedside o Yes p.No

Cough: oYes BNo
o Productive o Nonproductive

Secretions: Color
Consistency

Type:
Pain Score;
0800 V 1200 1600
WOUND/INCISION
0O None

Type: LA\ e |
Location:@ GAL W fuve \wL il

Suction: o Yes r)'(No Type
Pulse Ox Site

Assistive Device: o Crutch o Walker

o Pain O Joint Stiffness O Swellmg. Description:. 5 { +LA'Cne /
0 Contracted o Weakness o Cramping : .
Dressing: aLA

aoSpasms O Tremors
Movement: TUBES/ DRA'NS

ORA OlA oRL olLL RAl t{None
Brace/Appliances: 0O None 0 Drain/Tube

Type: Site:

MOBILITY Type:
Dressing:
Ambulatory o Crawl o In Arms i

o Ambulatory with assist Eialnnt Sttt

g Brace 0 Wheelchair oBedridden

Drainage color:

Oxygen Saturation:
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Student Name: N ‘\VJJS s pUD 4NS Unit: Pt. initials: o

INTAKE/OUTPUT — |
PO/Enteral Inta 18 L
PO Intake : » ’;‘8\)L » 10 L 11]12[13]14 [ 15126 L% T 140
Intake - PO Meds 1 [
Enteral Tube Feeding ] I I i s
Enteral Flush E
Free Water 1 ‘F
IV INTAKE 07 108|109 |10 | 11| 12| 13|14 | 15| 16 | 17 18 Tota
IV Fluid |
IV Meds/Flush i | 2B R 1
OUTPUT 07 |08 | 09| 10 | 11 ;t 12 | 13| 14| 15| 16 | 17 | 18 | Total
Urine
# of immeasurable | j S i 1, I 4 | S
Stool 1 \ E t I ‘
Urine/Stool mix 3| T I 7 t T
Emesis = I 1
Other | % | S

Children’s Hospital Early Warning Score (CHEWS)
(See CHEWS Scoring and Escalation Algorithm to score each category) ]

Circle the appropriate score for this category: ) ﬁ

Behavior/Neuro

— —

e

Cardiovascular

P ——

Respiratory
jStaff Eoncern 1 pt - Concerned — J
Family Concern 1 pt - Concerned or absent
| CHEWS Total Score —

Total Score (points) ()
Score 0-2 (Green) - g_c_[ltinue routine assessments

Score 3-4 (Yellow) - Notify charge nurse or LIP, Discuss treatment plan with tegm, Consider higher
level of care, Increase frequency of vital signs/CHEWS/assessments, Document interventions and
notifications - 45,4 = e

Score 5-11 (Red) - Activate Rapid Response Team or appropriate personnel per unit standard for |
bedside evaluation, Notify attending physician, Discuss treatment plan with team, Increase
frequency of vital signs/CHEWS/assessments, Document interventions and notifications

—

ﬁq

CHEWS Total Score

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool



