Student Name:CIN\S\® CalARRQ A\ Unit: DA\ Pt. initials: A\ . Date: ﬂ_ﬂ&j_&%&

o%:%u /imelinnt

opriate for Age

Lower R AX LAN
4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent O None

GENERAL APPEARANCE CARDIOVASCULAR PSYCHOSOCIAL
Avanme:%ealthylww Nourished M Regular olrregular Soclaj8tatus: W Calm/Relaxed o Quiet
Neat/Clean oEmaclated o Unkept Strong 0 Weak o Thready Friendly perative 0 Crying
mental age: o Murmur 0 Oper __ND /£ 0 Uncooperative O Restless
rmal o Delayed Edema: o Yes WNo Location N)/Px o Withdrawn 0 Hostile/Anxious
01+ 02+ 03+ D4+ Soclal 1 bonding with family:
_ANEUROLOGICAL Capillary Reflll: W< 2 sec o> 2 sec Present O Absent
LOC: WAlert O Confused o Restless | Pulses:
o Sedated © Unresponsive Upper R AX LAA Site ACCES .

=sz_%‘£47 o None

o Central Line
Type/Locat:';oyﬁm&m

Appearance: Redness/Swelling

ELIMINATION

o Red o Swollen

Pu;llﬁadponu: Equal _& Unequal

eactive to Light vﬁim

Fontanel: (Pt < 2 years) o Soft oFlat
o Bulging o Sunken o Closed

Able to move all extremities
o Symmetrically o Asymmetrically

NUrine Appearance:
Stool Appearance:
o Diarrhea o Constipation

D oPatent oBlood return
Dressing Intact: eYes o No
Flulds: S

g

5. G-

Grips: Right S\ Left |

Pushes:Right __ Left =N
S=Strong W=Wea! =None

EVD Drain: oYes NoLa&ﬂlf\
Selzure Precautions: O Yes WNo

0 Bloody 0 Colgst OO —
xR R BT o A% K
GASTROINTESTINAL Color: 0 Pink o Flushed & Jaundiced
Abdomen: rSoft o Firm o Flat o Cyanotic o Pale wiatural for Pt
a Distended ?r“d Condition: arm o Cool ry
lo?nunns: Present X_2X° quads oDia
Active o Hypo r o Absent | Turgor: seconds o > 5 seconds

Instructional Module 5
Pediatric Assessment Tool

Nausea: 0Yes Skin: intact o Bruises O Lacerations
Vomiting: 0 Yes OTears aRash o Skin Breakdown
RE:,WTORY Passing Flatus: YYes o No Location/Description:

Respirations: ¥ Regular o Irregular Tube: O Yes Type _ (B Mu‘zs Membranes: Color: _@g

o Retractions (type) olst 0Dry 0 Ulceration

Laberedt Location _____ Inserted to cm y

o o Suction Type: _ PAIN

B -Clew' Sounds: Scale Used: WNumeric oFLACC o Faces
o 9 £ Location: \

Crackles ight ﬁ NUTRITIONAL g

Wheezes t Diet/Formula:_CaRQ QD QTORN. Pv::'s:ou-%

Diminished aRight olLeft Amount/Schedule: o 0800 : 1200 1600 \/

nt oRight oleft Chewing/ ing difficulties:

Roe A O e e . WOUND/INCISION
Oxygen Delivery: e

o Nasal Cannula: __L/min MUSCULOSKELETAL Type: _

o B“’a"’/ CPAP: oPain o Joint Stiffness o Swelling Description:

oVent:ETTsize___@___cm O Contracted 0 Weakness oCramping | o ™

o ?‘h'" {/ oSpasms o Tremors 4
Trach: ©Yes ¥WNo Movement: o TUBES/DRAINS

Size Type A ORA OlA ORL W d'None

Obwr‘?x«al Bedside \z¥es oNo | oo Appilances:. shione 0 Drain/Tube
Cougly: \fYes o No Type: Site:

Productive 0 Nonproductive MOBILITY Type:

Secretions: Color — Dressing:

P—— wAmbulatory o Crawl o In Arms Sactioes
Suction: oYesNo Type 0 Ambulatory with assist Dralnage amount:
Pulse Ox Site Assistive Device: 0 Crutch o Walker Drainage color:
Oxygen Saturation: o Brace 0 Wheelchalr oBedridden E
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student NameQ \asdsne. QiR 80 punit: DD Pt initials: S W - Date:_9\ [15 | 3D

INTAKE/OUTPUT

PO/Enteralintake | 07 08 | 09 [ 10| 11 [ 12 [ 13 [ 14 [ 15| 16 | 17 | 18 | Total
PO Intake R0 300 A20
Intake — PO Meds

Enteral Tube Feeding

Enteral Flush [

Free Water [ i

IV INTAKE (07080910 11712[13[14[15]16[17] 18] Total
IV Fluid i ‘ ! if 7{ |

IV Meds/Flush L [ ] L |
| - s
| OUTPUT lo7]o8 0910111213 14]15]16] 17|18 Total '
| Urine | 1 . A,_,_.__;__ | |
| # of immeasurable ) . , { v g | |
I'Stool 7 ! I
1Urlne/SiBomig R i |

| Emesis - | z _I_ 1 i | | ! |

Other | L 1 ] [ [
( Children’s Hospital Early Warning Score (CHEWS)

(See CHEWS Scoring and Escalation Algorithm to score each category)
FHCircle the appropriate score for this category:
Behavior/Neuro o\ 1 2 3
rcle the appropriate score for this category: “\
Cardiovascular ﬁaﬂ\ 1 2 3 R
S WA
AN N
le the appropriate score for this category: [WAN
Respiratory 3/) 1 2 3 &)[\

Staff Concern

1 pt - Concerned

N

Family Concern

1 pt - Cancerned or absent

CHEWS Total Score

C

re {points
Score 0-2 (Green) — Continue routine assessments

CHEWS Total Score

Score 3-4 (Yellow) — Notlfy 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 personne!l 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

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool




Student Name:mmnit:mx% initials: N X\ Date: WA E Y-

GENERALAPPEARANCE

CARDIOVASCULAR

PSYCHOSOCIAL

Appearance: YHealthy/Well Nourished
O Neat/Clean oEmaciated o Unkept
Devgidpmental age:
Normal o Delayed

P\V Y Regular 0 Irregular

Strong 0 Weak o Thready
0 Murmur O r

Edema: o Yes ¥ No Location
al+ 02+ 03+ 04+

. NEUROLOGICAL

SoclajStatus: W Calm/Relaxed O Qulet
Friendly 0 Cooperative o Crying
o Uncooperative o Restless
0 Withdrawn o Hostile/Anxious
emotlonal bonding with family:

LOC: WAlert 0 Confused o Restless
0 Sedated © Unresponsive
Oriented to:
yﬁm o Place o Time/Event
Appfopmuf?rfe
Pu?ynm: Equal 0 Unequal
Reactive to Light\dSize _ &
Fontanel: (Pt < 2 years) o Soft o Flat
0 Bulging 0 Sunken o Closed
Extre: es:
to move all extremities
0 Symmetrically 0 Asymmetrically
Grips: Right Left

4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent O None

Capillary Refill: W< 2 sec 0> 2 sec Present O Absent
Pulsas: CCESS
Upper R A% LAX - VA ‘ﬁr;_r rrew
Lower R XY LAX Slta: 2
o Central Line

TypefLocatio 2ucusal 3o

Appearance: ¥ No Redness/Swelling

S

ELIMINATION o Red o Swollen
Urine Appearance: o Patent O eturn
Stool Appearance: Dressing Intact: \d Yes aNo
o Diarrhea o Co tion Flulds:
_oBloody 0 Colostomy SO\ =X
O AN ORRNR. SKIN O

GASTROINTESTINAL

Pushes: Right = Left S5

Abdomen: ¥ Soft o Firm o Flat

Color: 0 Pink D W Jaundiced
o Cyanotic O Pale tuyor Pt
Vgao Dry

Condition: 0 Warm |

| S=Strong W=Weak, N=None 0 Distended ?uarded .
| EVD Drain: ov.sv'ﬁom. : WPresentx & quads | O Dlaphoretic "
| Seizure Precautions: o Yes WNo Hypo 2 Hyper 0 Absent | Turgor: )< 5 seconds o> 5 seconds
‘ Nausea: 0O Yes Skin: fintact 0 Bruises O Lacerations
Vomiting: O Yes o Tears aRash o Skin Breakdown
R TORY ~ Padilng Flatus: i Location/Description: _ND [\
Respirations:§9Regular Yirregular Tube: o Ves Type _A) /Iy Mu?u Membranes: Color:
£ xt;ons(typel Location Inserted to cm Moist 0Dry 0 Ulceration
Labore
O Suction Type: PAIN
e Scale Used: 0 Numeric GFLACC “Faces
Clear fj“"‘ oLeft Location: A | B\
| Crackles ht NUTRITIONAL -
}l Type: N J B\
Wheezes Right ft Diet/Formula: Pain 0
Diminished ©Right o Left Amount/Schedule: m"‘"" - _— <
sent S Right CLeft Chewing/Sw; ing difficulties: WOUND
Room Alr © Oxygen o Yes o W\t v\, Lz /INCISION
Oxygen Delivery: CLOLL COoONS K. ‘T{""“‘
0 Nasal Cannula: __L/min MUSCULOSKELETAL e __
| oBIPap/CPAP: oPain O Joint Stiffness o Swelling i
| oVent:ETTsize_ @ ___cm o Contracted 0 Weakness o Cramping | o m' - :
o Other: / ; :
oSpasms © Tremors
Trach: ©Yes ¥ No M:vaemnt: A TUBES/DRAINS
Slze&LBLTvpe‘%ég_‘ ORA OLA ORL O \4
Obwryt Bedside YYes oNo Brace/Appliances: 0 Drain/Tube
Cough: fYes Dy/ Type: AN /X Site:
0 Productive W Nonproductive MOBILITY Type:
Secretlons: Color, - : Dressing:
Consistency {/ N[ B ﬂ::::‘:y cnchna‘:sls? Inikems Suction:
Suction: cYes ¥No T AP |© yw nage amount:
ik b Assistive Device: o Crutch o Walker o i
Pulse Ox Site . Drainage color:
Oxygen Saturation: AAX( - o Brace 0 Wheelchalr oBedridden

Covenant School of Nursing
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Student Nameﬁmgg\mumt: 000\ Pt.initials: - X\ .

pate: 1 /12 | 203D,

INTAKE/OUTPUT
PO/Enteral Intake 07 |08 |09 ) 10|11 }12| 13|14 | 15| 16| 17 | 18 Total
PO Intake D 28, K
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
IV Meds/Flush
QUTPUT 07 |08 |09 |10|11|12| 13|14 | 15| 16| 17| 18 Total
Urine 220 8% 3 [\ A0
# 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)
the appropriate score for this category:
Behavior/Neuro 05 )idam 2543
\\
rcle the appropriate score for this category: O )
Cardiovascular 1‘(?) 1. 2753 SO
@ \
NS
Circl appropriate score for this category: \)X
Respiratory 0N 2 '3 NG
NN
Staff Concern 1 pt - Concerned h%)
Family Concern 1 pt - Concerned or absent
CHEWS Total Score
Tatal Score (points) ___\ =
4 Score 0-2 (Green) ~ Continue routine assessments )
Score 3-4 (Yellow) — Notify charge nurse or LIP, Discuss treatment plan with team, Consider higher
CHEWS Total Score nle:!el: :af ;::: Increase frequency of vital signs/CHEWS/assessments, Document interventions and
Score 5-11 (Red) - Activate Rapid Response Team or appropriate personnel per unit standard for
bedside evaluatlion, Notify attending physician, Discuss treatment plan with team, Increase
frequency of vital signs/CHEWS/assessments, Document Interventions and notifications

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool
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Student Name: Q’%\Qm QQ«U)M}\V\ unit: DA\ pt. nitials: - Y pates LIS SNV

| ptinitials: S Qu Room: B e\ DOB: S |&1/3\ Admit Date: Physician:
Admit Wt: Current Wt: Ht: @F
Primary Dx: ©\CIORR Q.QSQ\(Q&OW FO\'\\\\S‘{, Consults (Ex: Speech, PT/OT, Surgery, Neuro)
Secondary Dx: QANANOQNACUS | € QELCOVNNT WS
History Allergies (reactions) Isolation: DO
B Q\QO\ (OO ¥ LIV 3 WS A0 KO Restraints: Y(N) ]
o e Fark
all ris
R/AND Vaccine- PNA Flu
Advance directive: ¥ ()
Neuro: LOC/Hand Grips/Pulls & Pushes/Pupil Rx/ Pupil Size/ GCS ¢ Vital Signs: BP/HR/RR/Temp/Sp02
) = dode 4 "5 d
A PR XK — R WQ&%%
e AN
ATKS [ QuS & QUSRS S NSNS
Al
Cardiac: Peripheral pulses/Edema/Heart sounds/Rhythi Regu! Irregular <g
\\ -
w %ON% i s > i ' b Pain scale
A TLUAC
Location
| @ 0AN
Pulmonary: Breath sounds/Secretions Oxygen: LO2 Accu checks:  Frequency
Q,Q, — A K\“'W"( M“‘S NC 100NRB VM
- Results
QRALRTA RO | OGN OY D - AXTY N
Gl : BS Last BM: 4 NGT OGT 2
‘ é 6‘&3 Diet Q.’\Q_X\&f N Skin: '
AN OO0 R | ekt O
eakfast % eaten: Lunch % eaten:
XA AnSSXANS NIV Wo - Staples /Drains
GUAVoid/ Foley _  FRPlacedon: Loca't\k?n/ ™
RTINS N /&
W% Pmphera@ IV FSgauge Site: |- IV Fluid type: Rate: Psych Social
| Central- type/site (subclavian/port/broviac) b PICC@MP(
l Intake Total: mL Parenteral ~~ Enteral R Pending orders (ex: CBC, specimen)
Qutput Total: mL Void mL Emesis mL
Balance: mL (Positive or negative) What does this mean for your pt?
K ;7 Na cl Bun Gluc Mg Other Labs Hct UA Diagnostic Test Results:
\ \ %% \O\\ ‘QQ Pending: CcT
N RE LS VARSI wa o
QJQ\, K = |cCo o’ |a Phos | Other Cultures | CXR
U\ 0-20 [10.3
N‘Q\'LL N\’Q'd‘b I‘\?Idb » ?: MRI
ANC [WBC x {% Neutrophils + % Bands) x 10} Hgb
Echo
)" ***Nursing Interventions & Teaching: (use your Critical Thinking Map) Shift goals: Met Unmet Revise
R DC Plan. Is pt informed of plan? YN 24 hour orders reviewed Day 1[]  Day2 ]
____ | what does the patient need when they are discharged?

-85 W23 Q3 ~Ave
Adopted: August 2016 KQ - \O
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Ptinitials: S .\

Student Namem A8Q, CQV&M\) Unit: \Eﬁ'\ Pt. lnitials:&

Date: A\ |\ | 503,

S

—

Room: 30 DOB: 4 &2 |aoh Admit Date:
Current Wt: HE: M®
Primary Dx: S40RUS aSANNeSR LS

T DRSOV T US /€ SRSV LS

Admit Wt:

Physician:

Consults (Ex: Speech, PT/OT, Surgery, Neuro)

VRT3 | Sy
e AR,
B Allergies (reactions) Isolation:
LN NN NKOX Restraints: Y@
—t Code status ::rr;sk
i :/ANPQ_ y @ Vaccine- PNA Flu
A Neuro: LOC/Hand Grips/Pulls & Pushes/Pupil Rx/ Pupil Size/ GCS Vital Signs: BP/HR/RR/Temp/Sp02
ONARKR AN W4 T-241.X  ®R-\0\/w0
ANARS /QUNS —S*«b\b% % & - t?f 03.-a%
Cardiac: Peripheral pulses/Edema/Heart sounds/Rhythm — Regular or Irregular Pain %
Q) Sounos %‘«U\\% \5\\9&‘)&‘%/6\ % Paii scale .
NLoR
Location
o . (OSSS Y
Imonary: Breath sounds/Secretions Oxygen: LO2 Accu checks:  Frequency
™ . Ni VM
\(\%Q\QGSQ\\% \»Q/\m‘z,\m P ersud M
NN U U
Gl:BS Last BM: NGTOGT | Diet C¥aa ¢ON Skin:
O&)(\\\& 0\ / & Wounds/Drainage
CoWay | Breakfast % eaten: - Lunch % eaten: NI
— &\ = Q \‘ e M /
GU Void’ Foley ___ FR Placed on: Location A
NS N
IV Péripheral CINT > IV Qo). gauge Site: Sk IV Fluid type: Rate: Psych Social
cu\w;xjé\m& -
Central- type/site (subclavian/port/broviac) PICC@_____
Intake Total: mL Parenteral Enteral Pending orders (ex: CBC, specimen)
Output Total: mL Void mL Emesis mL
Balance: mL (Positive or negative) What does this mean for your pt?
Na Cl Bg{ \%u§ Mg Other Labs Hct UA Diagnostic Test Results:
AN \\O Pending:
nzm\\[\ oLy (MY (AL g AL ending 4 cr
K Co Cr Ca Phos Other Cultures | CXR
2A 0.0 | .= WA
v\ aA[AL | AL m MRI
ANC [WBC x (% Neutrophils + % Bands) x 10} Hgb
Echo
***Nursing Interventions & Teaching: (use your Critical Thinking Map) Shift goals: Met Unmet Revise
R DC Plan. Is pt informed of plan? YN 24 hour orders reviewed Day 1] pay2[]
What does the patient need when they are discharged?

Adopted: August 2016
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