Student Name:QuaiiAR, CONRERIN Unit: Q2 20 Pt. initials: X< @ . Date: A4 30 (3.0

PSYCHDSOCIAL

Fontanel: (Pt < 2 years) o Soft o Flat
o Bulging o Sunken o Closed
Extrepdities:
Able to move all extremities
o Symmetrically 0 Asymmetrically
Grips: Right S __ Left S

Socla :zws:}{c-lm/aeuxed ¥aulet
Friendly ¥ Cooperative o Crying
0 Uncooperative 0 Restless
o Withdrawn o Hostile/Anxious

Socylanatloml bonding with family:
Present O Absent

IVACCESS

GENERAL APPEARANCE CARDIOVASCULAR
Ap?ahnce: YHealthy/Well Nourished | Pulse: ™ Regular o lrregular
Neat/Clean oEmaciated o Unkept o Strong 0 Weak o Thready
pmental age: o Murmur 0 Ophter
Normal 0 Delayed Edema: 0 Yes WNo Location _&)[a_
01+ 02+ 03¢ X4+
_NEUROLOGICAL Caplllary Refill: W< 2 sec o> 2 sec
LOC: WAlert o Confused O Restless Pulses:
o Sedated o Unresponsive Upper R X LZX
Oriented to: Lower R X L2k
& oPlace o Time/Event 4+ Bounding 3+ Strong 2+ Weak
X ;A ppropriate f " 1+ Intermittent 0 None
P\?A'momz Equal OUnequal ELIMINATION
Reactive to Light oSize _ & Urine Appearance:

Stool Appearance:

Site:_ N O oINT ¥None
o Central Line
Type/Locatlon:
Appearance: o No Redness/Swelling
o Red 0 Swollen
o Patent 0 Blood return
Dressing Intact: 0 Yes oNo

Pushes:Right _ S Left S

S=Strong W=WeakN=None
EVD Drain: oYes WNo Level
Selzure Precautions: O Yes Y No

Nausea: oVYes

o Dlarrhea o Constipation Flulds: N) ! P\
aBloody 0 Colostomy
SKIN
GASI'BOINTESTINAL Color: v Pink o Flushed, o Jaundiced
Abdomen: ' Soft o Firm o Flat o Cyanotic pPale A Natural for Pt
0o Distended 0 Guarded Condition: \@Warm o Cool o Dry
wy&umds: X&mx _Ac quads | O Diaphpretic
‘Active 0 Hypo s#Hyper o Absent Turgor: 5 seconds 0> 5 seconds
Skin: Wintact o Bruises O Lacerations

0 Tears oRash o Skin Breakdown

Instructional Module 5

Pediatric Assessment Tool

Vomiting: O Yes
e L N P ) S
g Tube: oYes ¥No Type NN embranes: Color:
?ﬂﬂﬂk’m {type) _&LB__ Location Inserted to pN{® cm Moist 0Ory o Ulceration
. Labored ) o Suction Type: __ N [ PAIN
reath Sounds: Scale Used: o Numeric gFLACC o Faces
Clear ofeht O Location: k
Crackies Right ft NUTRITIONAL e -
Wheezes ORight oOleft Diet/Formula: Pdn;c«e-
Diminished oRight O Left Amount/Schedule: 0800 D 1200 O\ 1600
‘/ﬂsent oRight oteft Chewing/. ing difficulties: WOUND/! "
Room Alr 0 Oxygen oYes Yo e /INCISION
Oxygen Delivery: .
o Nasal Cannuta:AY/\ L/min MUSCULOSKELETAL hidam:
0 BIPap/CPAP: oPain oJoint Stiffness o Swelling Desdptbn'
o Vent: ETT size p‘@Am.“" o Contracted 0 Weakness 0 Cramping Oreselng: g
o Other: \ oS T -
Trach: ©Yes Who . . TUBES/DRAINS
Slle_LB._TYP‘ﬂ&\—VL ORA OLA ORL 0YNAL Whone
Obturatgrat Bedside O Yes ¥No Brace/Appliances: Xoue O Drain/Tube
Coy-. Yes oNo Type: [INWAAY Site:
Productive O Nonproductive MOBILITY Type:
> 7
Secretions: Color, Dressing:
Conslstency, . % | ¥ Ambulatory o Crawl 0 ln Arms Suction:
suction: o Yes ¥ No Type _©) o Ambulatory with assist Dralnage amount:
pulse Ox Site X N0 Assistive Device: o Crutch o Walker Drainage color:
Oxygen Saturation: o Brace 0 Wheelchalr oBedridden
Covenant School of Nursing




Student Name: Unit: Pt. initials: Dwe: —_
INTAKE/OUTPUT
PO/Enteral Intake 07|08 )09 )10 11/12|13|14]| 15|16 17 18 Total
PO Intake
Intake = PO Meds ]
Enteral Tube Feedin ¥
Enteral Flush
Free Water
IV INTAKE 07]08|09)|10({11] 1213 14 | 15 | 16 | 17 | 18 Total
IV Fluid
IV Meds/Flush
OUTPUT 07108 09| 101112 13 114 |15 (16| 17 | 18 Total
Urine
# of immeasurable
Stool
Urine/Stool mix
Emesis
Other
k Children’s Hospital Early Warning Score (CHEWS)
{See CHEWS Scoring and Escalation Algorithm to score each category)
the appropriate f .
\ Behavior/Neuro ; : : score for this category:
: le the a t .
Cardiovascular R € score for this category:
Al
S L E R
i the a riate score for this category: e
Respiratory 0] 1. 2. %3 ﬁ\\/\
fo—— g il A
_Staff Concern | 1 pt- concerned \
—Family Concemn | 1 pt-concerned or stemns %
CHEWS Total Score
Total m (ﬂﬂ!ﬁ! s;
C Score 0-2 (Green) - Continue routine assessments D)
m, treatment plan with team, Consider higher
CHEWS Tota) Score | 'evel 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
i = | wm/oisws/assessmm Document Interventions and notifications

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool



Student Name;mwmmumnggmﬂ initials: & .@~. Date: g [20 /A6

GENERALAPPEARANCE WDIOVASCULAR PSYCHOSOCIAL B
~Hlealthy/Well Nourished | Pulse: \6 Regular 0 Irregular Socf(auuws: wCalm/Relaxed \eQulet
3 Neat/Clean cEmaciated o Unkept o Strong 0 Weak o Thready Friendly o Cooperative O Crying
mental age: o Murmur 0 Ogher a Uncooperative O Restless
Normal o Delayed Edema: OYes Location®) [\ o Withdrawn o Hostile/Anxious
01+ 02+ 03+ &4+ Social, onal bonding with family:
_NEUROLOGICAL Capillary Reflll: < 2 sec 0> 2 sec resent 0O Absent
LOC: WAlert 0 Confused O Restless Pulses: IV ACCESS .
aSedated © Unresponsive upper R X L 3K e YRX CONO INT o None
Oriented to: tower R2X LZX o Central Line
o pérson o Place o Time/Event ;’ 'Boundk;gé :t’ z":o"l 2+ Weak Type/Location;
Appropriate for Age r . Appearance: VG Redness/Swelling
Puy’m= o€Equal O Unequal ELIMINATION aRed o Swollen
Reactive to Light 0Size_2ec®\  ["yrine Appearance: o Patent o Bloogeturn

Fontanel: (Pt < 2 years) o Soft oFlat stool Appearance: Dressing Intact: YfYes o No

o Bulging o Sunken o Closed 0 Diarrhea o Constipation Flulds:
E':?'"’"‘ oBloody 0 Colostomy 3 -

Able to move all extremities SKIN

trically 0 Asymmetrica
?;nsgmm 5 L,fgS = GASTROINTESTINAL Color: 0 Pink offushed o Jaundiced
Pushes: Right _ S Left _ N\ Abdomen: ¥ Soft o Firm o Flat o Cyanotic YPale o Natural for Pt
s=Strong W=Wea” N=None o Distended :?uzrded Condition: «@Warm o Cool o Dry
EVD Drain: oYes ¥ No Level Present X ¢ quads oDia
Seizure Precautions: O Yes ¥NoO ‘Active 0 Hypo p-Hyper O Absent | Turgor: Sseconds o> 5 seconds
Skin: fintact o Bruises O Lacerations

Nausea: oYes e el
Vomiting: O Yes oTears oRash o Breakdown
RESPJRATORY passing Flatus: Y{Yes o No Location/Description: _)

Respirations: «fRegular O Irregular Tube: OYesefho Type_ PR M?sMembram Color: AIS
Moist 0 Dry o Ulceration

o Retractions (type) Location pJ[Py Inserted to
glabowed. o'Suction Type: mmﬂmm PAIN
e Scale Used: o Numeric ofFLACC o Faces
Clear ORight O Left
Crackles O oleft NUTRITIONAL Tmmu“‘ b i
Wheezes Right oeft Diet/Formula: 2 2 N
e s Tt | Ao DAY | "5 18 o
Absent oRight oleft Chewing/ ing difficulties: 1600
o Room Alr  C Oxygen oves Who _~ WOUND/INCISION
o Delivery: WNone
Nasal Cannula: © %, L/min MUSCULOSKELETAL Type: _

oBiPap/cPAP:__(NIB  [Spain oJoint Stiffness o Swellin, :
g
o Vent: ETT sizeN /B @ rfficm o Contracted © Weakness o Cramping m’;b"‘

o Other: {N A\ oSpasms o Tremors
Trach: ©Yes ¥No Movement: . TUBES/DRAINS

SuN_m_Tvm_blLﬁ?c— ORA OLA ORL OLLWAI Whone

Obturator at Bedside o Yes I No Brace/Appliances: o None 0 Drain/Tube
Cough: oYes ONo Type: Site:

o Productive O Nonproductive T Type:
Secretions: Color, / Mos! ngg.

Consistency__ - Ambulatory o Crawl olnArms " of
suction: o Yes o Type o Ambulatory with assist g -
s iite B | istive Device: 0 Crutch © Walker g:"‘"’ g
bpomiorreoe o Brace ©Wheelchalr CBedridden g ploss

Covenant School of Nursing
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Student Name: S\ SN\ Unit: Do :
Qkﬂ \Q QQL& Unit:Qed 20\ pt. initials; . . Date: %) / 3\0! 23

| PO/Enteral os——— INTAKE/,
[ POintake 2108 | 09 [0 [ 13

07
Intake ~PO Meds |
—teral Tube Feeding | |

Enteral Flush B

Free Water :*—
R —— e
\

IV INTAKE

Family Concern 1 pt - Concerned or absent

07 | 08 | 09
Ny 10 [ 11
IV Fluid
e — A%Li4%mL Mo
IV Meds/Flush
%‘.m‘" 070801070
s EN
# of immeasurable &
Stool
Urine/Stool mix
Emesis
Other ‘i
Children’s Hospital Early Warning Score (CHEWS)
(&eﬂlﬁWSSeoﬂngand%mtomud:ntegory) 7
e the appropriate score for this category:
Behavior/Neuro ﬁ 2 1+3 :I’
oo |
2
Clircle the appropriate score for this category: —’
Cardiovascular o) (1) 23 —]
|
_— i
rcle the appropriate score for this category: o N — i)
Respiratory (D = ST o 1
P‘{‘ =
Staff Concern 1 pt - Concerned (\ =
™
CHEWS Total Score o
Total Score (points \ I |
< 0-2 (Green) - Continue routine assessmen TN |
tment plan with team, Conslider higher

, Increase frequency of vital ns/&:uiws/assuyncnu, Document interventions and
CHEWS Total Seora-] 12191 ot even: nersnse frequmncy of vt 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
s, Document Interventions and notifications

frequency of vital signs/CHEWS/ass

Covenant School of Nursing
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student Name: Clatdsie  Co A A0 pawnit=Q\C S\ Pt. initials: & .S . Date: A2\ [S0d3>

PSYCHOSOCIAL

Ry

GENERAJ/APPEARANCE CARDIOVASCULAR
Nvﬁm«: Healthy/Well Nourished | Pulse: WRegular o irregular Soclal Status: W Calm/Relaxed o Qulet
Neat/Clean cEmaciated o Unkept o Strong 0 Weak o Thready o Friendly o Cooperative o Crying
Developmental 3de: o Murmur O Q[& 0 Uncooperative O Restless
oNormal Y Delayed Edema: O Yes ¥iNo Location AN/Px 0 Withdrawn o Hostile/Anxious
01+ 02+ 03¢ onal bonding with family:
_NEUROLOGICAL C::;(cll:q Reflll: ¥ <2 sec 0> 2 sec Present O Absent
X P s
o | Ny itk paees 7
site: o INT ~&None
Oriented to: Lower R DY L_ZX 0 Central Line S\ W
PO o Mscs & TiosEvant 4+ Bounding 3+ Strong 2+ Weak e /Loatlon'\‘\ pa
0 Appropriate f 1+ Intermittent O None by i N‘o Redness/Swelling
P ponse: ¥ Equal 0 Unequal ELIMINATION o Red o Swollen
Reactive to Light o Size 1% rine Appearance: E ﬁ% %EEE o Patent 0 Blood return
Fontanel: (Pt < 2 years) o Soft oFla stool Appearan Dressing Intact: 0 Yes O No
0 Bulging o Sunken o Closed 0 Dlarrhea ¥ Constipation Flulds: [ #
::Abh to move all extremities 2 T SKIN
2::;‘""&" °: W: %) o GASTROINTESTINAL Color: O Pink o Flushed a Jaundiced
Pushes: Right \n)_ Left \n) Abdomen: 4 Soft o Firm o Flat nCymo?Palc tural for Pt
s=Strong W=Weaje N=None DDIWD rded Condition: WWarm o Cool o Dry
EVD Drain: o Yes ¥ No Level [ no? PresentX_A quads | D Dlaphgretic
Selzure Precautions: O Yes MNo ‘Active G Hypo pHyper 0 Absent | Turgor: Y= 5 seconds o > 5 seconds
Nausea: 0 Yes ?? Skin: wintact o Bruises O Lacerations
o Tears aRash o Skin Breakdown
RESPJRATORY VM:' ovu:, ves oo Location/Description:
Respirations: ¥ Regular o Irregular Tube: “f¥es_o No_ Type M Membranes: Color: QAN
o Retractions (type) b@%zmd to cm mlst 00ry o Ulceration
b i B o Suction Type: PAIN
» Clasr %“m m‘ Scale u’?i’: oNumeric OFLACC O Faces
Crackles  ORight oLeft NUTRITIONAL e
Wheezes o Right O Left Diet/Formula: % ':lp:m
Diminished o Right O Left Amount/Schedule: A 0800 > 1200 1600
nt oRight o Left Chewing/! Ing difficulties: ]
Room Alr 0 Oxygen oYes PRALS LR WOUND/INCISION
Oxygen Delivery: AY oo O QNone -
e |t |l (i
aBIPap/CPAP: __ AW ["5pain o joint Stiffness o Swelling D;u?;lon. :
0 Vent: ETT size @___cm 0 Contracted © Weakness o Cramping | o “:“?n'
0 Other: L oSpasms o Tremors o
Trach: n Yes Y1 Movement: OO\ X0 W\ 00f _~  TUBES/DRAINS
Slize TV"“NLBKO‘ ORA OlA ORL O (X e
obtumor at Be Yes Brace/Appliances: one 0 Drain/Tube
. o‘:‘ :;‘SI 4 T Type: Site:
oPr e onpri ve Type:
Secretions: Color, ~n) :ﬂ{QBIUTY D:ep:slng:
Conslstency. o Ambulatory ¥ Crawl o In Arms Soetlons
suctlon: cYes¥No T 0 Ambulatory with assist Drainage amount:
Pulse Ox Site Assistive Di » 0 Crutch o Walker Drainage color:
Oxygen Saturation: !ar‘ a’-i . o Brace Y Wheelchalr oBedridden

Covenant School of Nursing
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CHEWS Total Score

Student Name: Unit: Pt. initials: Date:
INTAKE/OUTPUT
PO/Enteral Intake 07 |08 | 09|10 11 {12 | 13| 14| 15| 16 | 17 | 18 Total
PO Intake S
Intake - PO Meds
Enteral Tube Feeding \gO
Enteral Flush
Free Water
IV INTAKE 07 |08 )09 )10 11|12 |13 | 14| 15| 16| 17 | 18 Total
IV Fluid
IV Meds/Flush
OUTPUT 07 |08 |09 |10 1112|1213 |14 | 15| 16| 17 | 18 Total
Urine
# 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 0 )"2u e a3 ,l
|
the appropriate score for this category:
Cardiovascular 0.1 T2s e
S AN
Sy S
Ty cle the appropriate score for this category: AR
Respiratory oya-3 3 T
Gt 1.1
Staff Concern 1 pt - Concerned A\
Family Concern 1 pt—Concerned or absent 1
CHEWS Total Score
Totalscore {polgtad—€

Score 0-2 (Green) - Continue routine assessments \

Score 35 [YENOW] — Nty charge MUTsE Or-tiP; DISTUTS treatment plan with team, Consider higher

level of care, Increase frequency of vital signs/CHEWS/assessments, Document Interventions and
notlfications

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

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool




