h

Student Name: " EP£n0

Pt. initials:

ENTEVH | Db D

onl Feigynit: Y

{

Date:

GENERAL APPEARANCE

£ 4

PSYCHOSOCIAL

Appearance: OHealthy/Well Nourished
0 Neat/Clean atmaclated o Unkept
Developmental age:
o Normal ©'Delayed

; NEUROLOGICAL

LOC: w/Alert 0 fonfused o Restless
0 Sedated .0 Unresponsive
Orlented to? PT. DVE1 0P, DE) fre
oPerson oPlace oTime/Event
D Appropriate for/Age
Pupll Response: o’Equal o0 Unequal
eactive to Light oSize ' 107
Fontanel: (Pt < 2 years) yoft o Flat
o Bulging o Sunken & Closed
Extremities:
to move all extremities
o Symmetrically o Asymmetrically
Grips: Right ___ left —_——

CARDIOVASCULAR
Pulse: o Regular oirregular
oStrong 0 Weak o Thready
0 Murmur 0 Other
Edema: oYes @'No Location —
01+ 02+ 03+04+
Caplilary Refill: :/< 2sec ao>2sec
Pulses: = p
Upper R_- LS
Lower R L
4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent 0 None

Soclal Status: O Calm/Relaxed 'Qulet
o Friendly & Cooperative o Crying
o Uncooperative O Restless
o Withdrawn o Hostile/Anxious
Soclal/emotional bonding with family:
o Present o Absent
IV ACCESS
site: [1) /18 o INT
o'Central Line

Type/Loca!loJ: PACC ‘
Appearance: o‘io Redness/Swelling

o None

’

o Red o Swollen

ELIMINATION
Urine App e _Lipy T YZLln
Stool/Appearance: LIGUT § AU

larrhea o Constipation
oBloody 0 Colostomy

/) oPatent O Blood return
) Dressing Intact: o/Yes oNo
Fulds: D5 [2 NS 2o Meqg

| YA B

SKIN

GASTROINTESTINAL

Pushes: Right _—— left _——

Abdomen: @/Soft o Firm o Flat
o Distended o Guarded

o Cyanotic O Pale atura) for Pt

Color: oPink O Flus? o Jaundiced
Condition: o Warm &'Cool &Dry

Doy SN

S=Strong W=Wea =None - -
b v oy e | oo s Lt | ST Ot
3 Active o H Hyper o Absent ”
R B Nausea: nyﬁm e Skin: J Intact o Bruises O Lacerations
kdown
Vomiting: O YVes o o Tears oRash o Skin Brea
RES?"‘ATORY Locatlon/Description:
Passin, 5 es 0 No _
Respirations: o/Regular O Irregular fube:‘ es ONo Type 2~ (W22 | Mu us Membranes: Color: 1M
o Retractions (type) ——— Location LJOL_ Insertedto % cm Molst 0 Dry o Ulceration
o Labored o Suction Type: PAIN
Breath Sounds% x ’,{ & Scale Used: o Numeric GFLACC o Faces
Clear ght o'le Location:
Crackles  ORight oOleft NUTRITIONAL Type:
Wheezes O Right o Left Diet/Formula: ! Paln Score:
Diminished o Right o Left Amount/Schedule: - "l:lL Ve 0800 <2~ 1200 & 1600
Absent Right o Left Cheying/Susllowing dicuties: WOUND/INCISION
o Room Alr Oxygen Yes oNo =
Oxygen Delivery: Type:
o Nasal Cannula: L/min MUSCULOSKELETAL -Ion'
of BIPap/CPAP: o Pain mAoint Stiffness 0 Swelling -
e f Description:
o Vent: ETT size_—_—__ @_—__¢m Contracted o Weakness o Cramping -
Othef: T Dressing:
'rr::h: Yes oNo (MFFLECS :::::::ni remers 575 TUBES/DRAINS
su:ﬂ_wnﬁ’%&\(_ ORA OLA DRLc;ya/AII o/None
Obturatpr at Bedside sfYes o No Brace/Appliances: o/None 0 Drain/Tube
Cou;h: Yes o No Ve = Site:
Pmdumc:; oNonprodugve MOBILITY ;Z::;ng-
3 c ‘bl:t‘e. i % o Ambulatory o Crawl oin ArEs Suctlon'.
Suatl::' Yi: ] TYPGE‘_‘\“."_C"'I“I 0 Ambulatory with asslst NIA Dralnag.e amount:
i L) v Asslstive Device: 0 Crutch g Walker
Pulse Ox Site 00 Drainage color:
Oxygen Saturation: A p°/2 o Brace o Wheelchalr ridden
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Student Name: . . d i
Unit: V Pt. initials: Date: __——————
- —
INTAKE/O T
PO/Enteral Intake 07 | 08 [ 09 | 10 uEJ :T,UTB 14 115 ] 16 17 | 18 | Total |
PO Intake ———%——“—_—_’A
Intake - PO Meds % S I -
Enteral Tube Feeding on ——T 1 | |
Enteral Flush —1 J”"“:
Free Water 20 | 20 ==
IV INTAKE 07 ] 08 |09 | 10 11 | 12 ] 13 [ 14| 1516 | 17 | 18 Total
IV Fluid /0 9 2 i dl
IV Meds/Flush i (@ )
OUTPUT 070809 2011121314 [15]16 |17 |18 Total
Urine )
# of immeasurable pre |
Stool D
Urine/Stool mix 430 30
Emesis ) )
Other o)
Children’s Hospital Early Warning Score (CHEWS)
(See CHEWS Scoring and Escalation Algorithm to score each category)
rcle the appropriate score for this category:
Behavior/Neuro ?Ef1 20, .9
‘g;;le the appropriate score for this category:
Cardiovascular 0:f) 1 278
Circle the appropciate 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) 2

Score 0-2 (Green) = Continue routine assessments

notlfications

(| Score 3-4 (Yellow) —INotify charge nurse or LIP, Discuss treatment plan with team, Consider higher
T Tncrease 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 evaluation, Notify attending physician, Discuss treatment plan with team, Increase
frequency of vital signs/CHEWS/assessments, Document Interventions and notlfications

D ————————

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool

\¥

=

.




