IM5 (Pediatrics) Critical Thinking Worksheet

Patient Age: 3y/o

Patient Weight: 16.6kg

Student Name: Briana Marin

Unit: PICU  Pt. Initials:

Date: 3/22/2022

1. Disease Process & Brief Pathophysiology
(Identify Key Concepts to Your Patient and
Include Reference):

Obstructive hydrocephalus, it is when there is an

excess amount of cerebralspinal fluid in the

ventricular system. This leads to the swelling in the
intracranial cavity causing the cerebralspinal fluid
to be blocked along the narrow passages that
connect to the ventricles.

(Hockenberry, page 926 - 930)

2. Factors for the Development of the
Disease/Acute llIness:
Development malformation
Neoplasm

CNS infections

Trauma (P)
Myelomeningocele
Intrauterine infection
Intracranial masses
Hemorrhage(P)

(Hockenberry, page 926 - 930)

3. Signs and Symptoms:
Vomiting(P)

Seizure(P)

Unconscious(P)

Headache

Papilledema

Strabisums

Irritable

Confused

(Hockenberry, page 926 - 930)

4. Diagnostic Tests Pertinent or Confirming of
Diagnosis:

CT scan(P)

MRI

fetal ultrasonography

Head circumference

(Hockenberry, page 926 - 930)

5. Lab Values That May Be Affected:

CBC(P), UA(P), RBC,(P) PTT(P), CSF(P), Protein(P),
Glucose(P), Sodium(P), Phospherus(P),
magnesium(P), INR protein(P), Fibrinogen(P)
(Hockenberry, page 926 - 930)

6. Current Treatment (Include Procedures):
Neurosurgery(P)

EVD (P)

Shunt system

ETV

(Hockenberry, page 926 - 930)

Adopted: August 2016
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Student Name: Mﬂmﬂ- Unit: M_ Pt. initials: Date: DQ’ &‘3&

GENERAL APPEARANCE

CARDIOVASCULAR

PSYCHOSOCIAL Qe ated

Appearance: OHealthy/Well Nourished
Neat/Clean cEmaciated o Unkept

Developmental age: Sedaied, Pogr-0P

o Normal D Delayed

NEUROLOGICAL

LOC: o Alert o Confused o Restless
of Sedated Unresponsive
Oriented to: ¥ 05r-0P
o Person o Place o Time/Event
o Appropriate for Age
Pupil Response: o Equal o Unequal
o Reactive to Light WSize 4 S fi‘#td
Fontanel: (Pt < 2 years) o Soft oFlat
o Bulging 0 Sunken oClosed
Extremities:
D Able to move all extremities
o Symmetrically o Asymmetrically

Pulse: o Regular o irregular
o Strong 0 Weak o Thready
0 Murmur 0 Other d‘ﬂ

Edema: o Yes ofNo Location _Nl_ﬂ_
01+ 02+ O3+ D4+

Capillary Refill: o <2 sec of>2 sec

Social Status: o Calm/Relaxed o Quiet
a Friendly o Cooperative o Crying
o Uncooperative 0 Restless
o Withdrawn o Hostile/Anxious
Social/emotional bonding with family:
o Present 0 Absent

Pulses:
Uoner 7 3¥ L 3%  IVACCESS
Lower R DY L 3¥ Site: KAy &INT o None
4+ Bounding 3+ Strong 2+ Weak o Central Line ‘
Type/Location: (V2 N N

1+ Intermittent 0 None

ELIMINATION

Urine Appearance: ((\NCAVY
Stool Appearance: M | E
0 Diarrhea o Constipation
o Bloody 0 Colostormy

Appearance: «No Redness/Swelling
o Red o Swollen
o Patent o Blood return

Dressing Intact: u/ Yes oNo

Fluids: \NT

SKIN

D Pain D Joint Stiffness 0 Swelling

Grips: Right Left GASTROINTESTINAL Color: o Pink WFlushed o Jaundiced
Pushes:Right N Left _N Abdomen: ofSoft o Firm o Flat b Cyanotic O Pale g Natural for Pt
S=Strong W=Weak N=None o Distended o Guarded Condition: o Warm WCool o Dry
EVD Drain: ¥Yes oNo Level Bowel Sounds: ofPresent X “'_ quads D Diaphgretic
Seizure Precautions: WYes o No ofActive o Hypo O Hyper o Absent T""BO% 5seconds o> 5 seconds
Nausea: oYes WNo Skin: Wintact o Bruises 0 Lacerations
Vomiting: 0 Yes oNo o Tears aRash o Skin Bgeakdown
RESIRATORY Passing Flatus: o Yes Mo Location/Description: diﬁ_
Respirations: WRegular O Irregular Tube: o Yes o Type Mucous Membranes: Color: DA
E:!:;:ct;ons (type)_lL_ Location hﬂlﬁ Insert ﬂw o Moist WDry o Ulceration
e ; .
Breath Sounds: O Suction Vpe‘m— PAIN ‘
Clear ﬁight Aeit Scale Used:nrﬁmerlc LACC o Faces
Crackles o Right oLeft NUTRITIONAL Location: NNIM
Wheezes o Right D Left Diet/Formula: m Pevl?:;core- 1y
Diminished o Right o Left Amount/Schedule: 0800 y 1200 1600 o
Absent o Right o Left Chewing/Swallowing difficulties:
o Room Air  #Dxygen oYes ofNo WOUND/INCISION
Oxygen Delivery: o None
0 Nasal Cannula: “‘“ L/min MUSCULOSKELETAL Type:
0 BiPap/CPAP: Location:

. : Description:
E ‘c’)::;r ﬁs;ﬁ_‘\l@ﬂﬁcm 0 Contracted © Weakness 0 Cramping | o sl:g- s
- oSpasms o Tremors -

Trach: K isa o No 0 r | Movement: Sedated PorDp TUBES/DRAINS

g;e V_Brzpfd%ﬂ_ ka ne ORA QLA ORL OLL oAl None
Cougl:?rlajtzgsat ;\l: S LACHEILE Brace/Appliances: #None o [:_"_'tai“ﬁ ube

3 Type: ite:

o Productive o Nonproductive Type:
Secretions: Color MOBILITY Sﬁdﬂf\'w Dressing:

Consistency o Ambulatory a Crawl o In Arms Suction:
Suction: o Yes MNo Type ﬂ'_L 0 Ambulatory with assist —ﬂe’n— Drainage amount:
Pulse Ox Site Assistive Device: D Crutch o Walker T
Oxygen Saturation: o Brace o Wheelchair oBedridden B ’

Supine in oed
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Student Name: _ﬁum Mayin

Unit: DM __ Pt initials: Date: _03-2N"AR

INTAKE/OUTPUT
PO/Enteral Intake 07 | 08 )09 |10 11 12|13 | 141{ 15| 16 | 17 | 18 Total
PO Intake
Intake ~ PO Meds
Enteral Tube Feeding
Enteral Flush
Free Water
IV INTAKE 07 |08 |09 )10 (11! 12|13 |14 | 15| 16 | 17 | 18 Total
IV Fluid S0 [SD [0[89 00
IV Meds/Flush
OQUTPUT 07 | 08|09 |10 ) 11|12 |13 14 | 15| 16 | 17 | 18 Total
Urine ws [0 D | U5 210
# of immeasurable
Stool
Urine/Stool mix
Emesis
Other
Children’s Hospital Early Warning Score (CHEWS)
(See CHEWS Scoring and Escalation Algorithm to score each category)
Circle the appropriate score for this category:
Behavior/Neuro 0 1 2

Cardiovascular

0 2 3

Clrclﬁe appropriate score for this category:

ircle the appropriate score for this category:
Respiratory 0 1+ 2 3

Staff Concern

1 pt - Concerned

Family Concern

1 pt — Concerned or absent

CHEWS Total Score

CHEWS Total Score

Total Score {points) &

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
notifications

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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