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Student Name

7. Pain & Discomfort Management: List 2
Developmentally Appropriate
Non-Pharmacologic Interventions Related to Pain
& Discomfort for This Patient.

1. Yeiney veid by family memper

2. SAATON WASAE MULOUE t0 Clear
MYWAY

*List All Pain/Discomfort Medication on the
Medication Worksheet

- auH WMNIpn V)

8. Calculate the Maintenance Fluid Requirement
(Show Your Work):
Patient Wt: q'ﬁ kg

7.9410) = 900
2

Calculated Fluid Requirement: 249 mi/hr
Actual Pt MIVF Rate: ___ 240 ml/hr

Is There a Significant Discrepancy? N

Why?

9. Calculate the Minimum Acceptable Urine
Output Requirement (Show Your Work):

1.2 wgliegInr
<o

Calculated Min. Urine Output: ,)"1” mi/hr

Actual Pt Urine Output: 4” L@ ml/hr

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:

Patient age:

Erickson Stage: WMYDVIO Wl

1. NI © N0 (WhgN Qskd about Suchon

VS Shamg w boupt

2. e oF CONTYOl: VICKING SomiS 10 &f s WAIGN Oes Were gust piaired With

Piaget Stage: ProOpeYdiIoN u penpd

1. \Teveysibility: one SUCHTON Staried B WONT Stop tendifg fo semper antuim
2. Egyenyyism: Wanid ail o mom’s argntion wi W)Wl'lllgmﬂ fo Snare Wy with Sibli Ngs
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Student Name

11. Focused Nursing Diagnosis:

\wpaired gas exomange

12. Related to (r/t):

\WAAMMATION P Mutous
bufin wp

13. As evidenced by (aeb):

plsevier chinical piutions. com

14. Desired patient outcome:

MaRIN Nrwag | APpIY pridie 0 Sars
o BA ThOUINOUT The aw)

15. Nursing Interventions related to the Nursing
Diagnosis in #11:

L. MINIY 04 SIS COMINOUS

Evidenced Based Practice: &|oV10Y

2. Ui o id-up

Evidenced Based Practice: g |sp\ip, |

3. POPEY POSTTIONIAG

Evidenced Based Practice: ¢{Sovi€Y

16. Patient/Caregiver Teaching:

1 0rNeflnids v mantaty)
PAR elipw Uing
2. m\ﬂewfuu aose. af antibloros

3. wt\%q modiung used w
mubie sietprng

17. Discharge Planning/Community Resources:

1. anf bt WeSOYiptTon

2.YMCR  OATE foy Simiings (o)

3.00p WSE v fiuid/ numh Mrke
(tuve W exaur barim)
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Student Name: ‘Pi\u\(Q HMW\MW)Y\

Unit: \F72

Date: 7,!]4!277

GENERAL APPEARANCE

CARDIOVASCULAR

PSYCHOSOCIAL

Appearance: #Healthy/Well Nourished
/Neat/Clean oEmaciated o Unkept
Developmental age:
ZNormal o Delayed

NEUROLOGICAL

LOC: # Alert o Confused T Restless
0 Sedated o Unresponsive
Oriented to:
A Person #Place zTime/Event
JZAppropriate for Age
Pupil Response: #Equal 0O Unequal
JZ Reactive to Light jSize
Fontanel: (Pt < 2 years) o Soft o Flat
0 Bulging o Sunken o Closed
Extremities:
2 Able to move all extremities
o Symmetrically o Asymmetrically
Grips: Right S Left

Pulse: zRegular o lrregular
#Strong 0 Weak o Thready
0 Murmur o Other

Edema: 0 Yes zNo Location
ol+ o2+ o3+ 04+

Capillary Refill: )z(< 2sec O>2sec

Pulses:

Upper R @ L Q
Lower R fz L &

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

Social Status: )z'falm/Relaxed O Quiet
o Friendly @Cooperative o Crying
0 Uncooperative O Restless
o Withdrawn o Hostile/Anxious
Social/emotional bonding with family:
J#Present o Absent

IV ACCESS

Site:&[umm_ oINT o None
o Central Line

Type/Location: @ Vla “d

Appearance: Z'No EEdness/SweIIing

ELIMINATION

o Red o Swollen

Urine Appearance: WPII0IA

Stool Appearance: bl2%H

o Diarrhea o Constipation
0 Bloody o Colostomy

A Patent 0 Blood return
Dressinglntact:)eres o No
Fluids:_() 47 NG

SKIN

GASTROINTESTINAL

Color: o Pink o Flushed o Jaundiced

Pushes: Right _ S Left S

S=Strong W=Weak N=None
EVD Drain: O Yes ;(No Level
Seizure Precautions: 0O Yes )szo

RESPIRATORY

Respirations: g Regular o lrregular
O Retractions (type)
0 Labored
Breath Sounds:
Clear o Right o Left
Crackles o Right o Left
Wheezes  gRight wleft
Diminished o Right o Left
Absent O Right O Left
JZRoom Air T Oxygen
Oxygen Delivery:
o Nasal Cannula: ____ L/min
0 BiPap/CPAP:
o Vent: ETT size @ cm
o Other:
Trach: oYes #No
Size Type
Obturator at Bedside o Yes o No
Cough: #Yes o No
o Productive  pNonproductive
Secretions: Color
Consistency

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

Bowel Sounds: }{Presentx "l' quads

)zfActive ;nypo O Hyper o Absent
Nausea: #VYes o No
Vomiting: yf?es o No
Passing Flatus: #Yes o No
Tube: oYes No Type

Location Inserted to cm

O Suction Type:

O CyanotiC)zf Pale ;(Natural for Pt
Condition: j#Warm o Cool 0O Dry
o Diaphoretic
Turgor:)z(< 5 seconds 0O >5 seconds
Skin:/zflntact O Bruises O Lacerations
o Tears o0 Rash o Skin Breakdown
Location/Description:

Mucous Membranes: Color: ﬂmf

#Moist o Dry o Ulceration

PAIN

Scale Used: o0 Numeric oFLACC y’Faces

NUTRITIONAL

Location: V\hM

Diet/Formula: %@\M(]Y’

Amount/Schedule: __ TIQD

Chewing/Swallowing difficulties:

o Yes ;’No

Type: _Y10¥1L
Pain Score:
0800 1200 () 1600 0

WOUND/INCISION
/a/None

MUSCULOSKELETAL

Type:
Location:

o Pain o Joint Stiffness o Swelling
o Contracted o Weakness o Cramping
oSpasms o Tremors
Movement:

ORA OLA ORL oLLAl
Brace/Appliances: /one

Type:

Description:
Dressing:

TUBES/DRAINS

None
o Drain/Tube

Site:

MOBILITY

Type:

Suction: 0 Yes ZNo Type
Pulse Ox Site
Oxygen Saturation: __ 94G /.

)z’AmbuIatory o Crawl O In Arms

0 Ambulatory with assist
Assistive Device: o Crutch o Walker
0 Brace o Wheelchair oBedridden

Dressing:
Suction:

Drainage amount:
Drainage color:

Covenant School of Nursing

Instructional Module 5

Pediatric Assessment Tool




Student Name: M(,Q % Unit: ’PP/@ Date: 2,“'{)%

INTAKE/OUTPUT
PO/Enteral Intake 07 |08 | 09 | 10 | 11 |12 | 13 | 14 | 15 | 16 | 17 | 18 Total
PO Intake 120 \20mML
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 40 | 40 o m
IV Meds/Flush 2 17 1ZmL
OUTPUT 07 | 08 |09 |10 | 11 | 12 | 13 | 14 | 15 | 16 | 17 | 18 Total
Urine |7 [77) 2% WM,

# 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)

Behavior/Neuro

Circle the appropriate score for this category:

[0y 1 2 3

Cardiovascular

Circle ghe appropriate score for this category:

o )2 3

\

Respiratory

ircle the appropriate score for this category:

0) 1 2 3
A4

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

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool



Pediatric Medication Worksheet — Current Medications & PRN for Last 24 Hours

Primary IV Fluid and Infusion Rate (ml/hr)

Circle IVF Type

Rationale for IVF

Lab Values to Assess Related to IVF

Contraindications/Complications

0.9% NS

Isotonic X

Hypertonic []

Hypotonic [J

Fluid replacemnt

Electrolytes

Fluid Overload: monitor 1&0's

Student Name: Unit: Patient Initials: Date: Allergies:
Alice Hamilton PF2 AM 2/14/2023 NKDA
Generic Name | Pharmacologic Therapeutic Dose, Route Is med in IVP - List diluent solution, Adverse Effects Appropriate Nursing Assessment, Teaching,
Classification Reason & Schedule therapeutic volume, and rate of Interventions (Precautions/Contraindications, Etc.)
range? administration
If not,
why? IVPB - List concentration and
rate of administration
ampicillin penicillins Respiratory 510 mg Yes 30mg/mL in sterile water | C. Diff 1. Report watery/bloody stools
Tract Infection | IVPB 15mins (68mL/hr) N/V/D 2. Monitor for allergic reaction, 15min post
Qé6hrs Thromocytopnia | 3dmin
rash .
3. Ambulate patient to prevent blood clots
4. Report any skin changes
Acetominop | Analgesics Fever 150.4 mg Yes N/A BBW: IV dosing 1. Contraindicated in pt. with liver
hen management PO ONCE | Clickhereto errors problems
enter text. i . \ ..
hepatoxicity 2. Monitor LFT's for toxicity
N/V/ 3. Monitor for stool changes
Constipation ] o
HA 4. Report behavioral changes/ irratibility
irritability
Click here to Click here to Click here to Click here Choose an Click here to enter text. Click here to 1. Click here to enter text.
enter text. enter text. enter text. to enter item. enter text. 2. Click here to enter text.
text. Click here to 3. Click here to enter text.
ter text.
entertex 4. Click here to enter text.
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Student Name: \Pﬂ/\@ H

Unit: PF;

Date: 0}! 1‘”%

GENERAL APPEARANCE

CARDIOVASCULAR

PSYCHOSOCIAL

Appearance: pfﬁealthy/WeIl Nourished
#Neat/Clean OEmaciated o Unkept
Developmental age:
#Normal o Delayed

NEUROLOGICAL

LoC: A Alert o Confused o Restless
0 Sedated o Unresponsive
Oriented to:
o Person o Place o Time/Event
J# Appropriate for Age
Pupil Response: y/EquaI o Unequal
#Reactive to Light 17Size
Fontanel: (Pt < 2 years) A Soft oFlat
0 Bulging o Sunken o Closed
Extremities:
Able to move all extremities
o Symmetrically o Asymmetrically
Grips: Right S Left S

Pulse: Regular o lrregular
#Strong 0 Weak o Thready
0 Murmur o Other
Edema: o0 Yes pfNo Location
ol+ o2+ o3+ 04+
Capillary Refill: ;(< 2sec O>2sec
Pulses:
Upper R 6 L 9
Lower R :L L j&
4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent 0 None

Social Status: #Calm/Relaxed o Quiet
# Friendly j#Cooperative o Crying
0 Uncooperative O Restless
o Withdrawn o Hostile/Anxious

Social/emotional bonding with family:
ZPresent O Absent

IV ACCESS

ELIMINATION

Site: 2\(;1, O INT o None

o Central Line
Type/Location: .

Appearance: No Redness/Swelling
o Red o Swollen

Urine Appearance: WIIDW p’Patent 0 Blood return
Stool Appearance: M L“a!’l% Dressing Intact: i/ Yes o No
o Diarrhea o Constipation Fluids:
0 Bloody o Colostomy
SKIN

GASTROINTESTINAL

Pushes: Right _S Left S

S=Strong W=Weak N=None
EVD Drain: o VYes g#No Level
Seizure Precautions: 0O Yes yNo

RESPIRATORY

Respirations: # Regular o Irregular
O Retractions (type)
0 Labored

Breath Sounds:
Clear )Z(Right )Z(Left
Crackles o Right o Left
Wheezes o Right o Left
Diminished o Right o Left
Absent O Right O Left

y/Room Air 0O Oxygen

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

Abdomen: j#Soft o Firm o Flat
o Distended o Guarded

Bowel Sounds: }Z(Present X i quads
y(Active m] Hypy(Hyper o Absent

Nausea: oOYes @No

Vomiting: 0 Yes pNo

Passing Flatus: jYes o No

Tube: j4Yes oNo Type
Locationw Inserted to cm
O Suction Type:

Color: pPink o Flushed o Jaundiced
o Cyanotic o Pale j#Natural for Pt
Condition: #"Warm o Cool o Dry
o Diaphoretic
Turgor: )z/< 5 seconds 0O >5 seconds
Skin: )Z(Intact O Bruises O Lacerations
o Tears o0 Rash o Skin Breakdown
Location/Description:

Mucous Membranes: Color: mHE

# Moist o Dry o Ulceration

PAIN

Scale Used: o Numeric ;rT:LACC o Faces
Location: YXON\Q

NUTRITIONAL
- UTRITIO Type: ___ VDN
Diet/Formula: .
Pain Score:
Amount/Schedule: [} 0800 1200 0 1600 D
Chewing/Swallowing difficulties:
O Yes nyo WOUND/INCISION
0 None
Type: \W\(A
MUSCULOSKELETAL Location: DV) '

o Vent: ETT size @ cm
o Other:

Trach: o Yes J{No

Size Type

Obturator at Bedside o Yes o No
Cough: ©VYes #No

0 Productive o Nonproductive
Secretions: Color

o Pain o Joint Stiffness o Swelling
o Contracted o Weakness o Cramping
oSpasms o Tremors
Movement:

ORA OLA ORL OlLL gfAll
Brace/Appliances: /£ None

Type:

Description:gixiﬁ “ﬂl l'Mﬂﬂ
Dressing: n

TUBES/DRAINS

MOBILITY

Consistency

Suction: o0 Yes_ o No Type
Pulse Ox Site
Oxygen Saturation:

au/.

o Ambulatory # Crawl o In Arms

0 Ambulatory with assist

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

O None
Drain/Tube

P st NG jzgunun!
Type: NEXT". Hed adunN
Dressing: (\CAN WHAL
Suction:
Drainage amount:
Drainage color:

Covenant School of Nursing

Instructional Module 5

Pediatric Assessment Tool




Student Name: W(Q 'H

Unit: W?,

Date: D’?/”LH77)

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 Feeding

|0

Enteral Flush

1oL

Free Water

IV INTAKE

07 108 |09 |10 |11 | 12 | 13 | 14 | 15 | 16 | 17 | 18 Total

IV Fluid

ok (o4 |94 |94 Ulg mu

IV Meds/Flush

OUTPUT

07 108 |09 |10 |11 |12 |13 |14 |15 | 16 | 17 | 18 Total

Urine

119 g ml

# 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)

Behavior/Neuro

Circle the appropriate score for this category:

b) 1 2 3

Cardiovascular

Circle the appropriate score for this category:

foy 1 2 3

S

Respiratory

Circle the appropriate score for this category:

[Vo)lz3

Staff Concern

1 pt - Concerned

Family Concern

1 pt — Concerned or absent

CHEWS Total Score

CHEWS Total Score

Total Score (points) O

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

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool




Pediatric Medication Worksheet — Current Medications & PRN for Last 24 Hours

Primary IV Fluid and Infusion Rate (ml/hr)

Circle IVF Type

Rationale for IVF

Lab Values to Assess Related to IVF

Contraindications/Complications

Click here to enter text.

Isotonic [
Hypertonic []

Hypotonic [J

Click here to enter text.

Click here to enter text.

Click here to enter text.

Student Name: Unit: Patient Initials: Date: Allergies:
Alice Hamilton PF2 ADL 2/14/2023 NKDA
Generic Name | Pharmacologic Therapeutic Dose, Route Is med in IVP - List diluent solution, Adverse Effects Appropriate Nursing Assessment, Teaching,
Classification Reason & Schedule therapeutic volume, and rate of Interventions (Precautions/Contraindications, Etc.)
range? administration
If not,
why? IVPB - List concentration and
rate of administration
Famotidine | Ulcer Drugs | Active ulcer 6mg IV Yes IVP: NS, 10ml, 2min Constipation 1. Monitor stools
BID Click here to Diarrhea 2. Monitor respiratory function in order to
enter text Rhabdomyolysis | prevent pneumonia
Seizures 3. Report any changes in behavior or LOC
Pneumonia
4. Monitor LFT's for liver dysfunction
Metoclapra | Prokinetic Gastroesophag | 1mg Yes N/A BBW: Tardive 1. Monitor for S/S of Tardive Dyskinesia
mide Agents eal Reflux NG Tube Click here to Dyskinesia and discontinue with occurance
enter text. ; ! . . .
Q8hrs Parkinson's S/S | 5. Report behavioral changes, twitching or
HTN any other S/S of Parkinson's disease
Electrolye- 3. Monitor 1&0's/ Daily weights
imbalances )
4. Monitor BP and lab values
Metronidaz | Antiprotozo | Intra- 100 mg Yes 5mg/mL Seizures 1. Avoid unnecessary use
ole als abdominal IVPB Clickhere to 1 1hr (20mL/hr) rash 2. Monitor for sezuire activity/ behavioral
Infection BID enter text. Electrolyte- changes
imbalance 3. Report any skin changes
4. Monitor electrolytes due to increased
sodium content

Adopted: August 2016




Signs & Symptoms
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Student Name: W(,Q H’.

uni:_PICY

Date: Z/}g/Z a

GENERAL APPEARANCE

CARDIOVASCULAR

PSYCHOSOCIAL

Appearance: gHealthy/Well Nourished
)z(Neat/CIean oEmaciated o Unkept
Developmental age:
ZNormal 0 Delayed

Pulse: )Z’Regular O Irregular
o Strong 0 Weak o Thready
0 Murmur o Other

Edema: 0O Yes j#No Location
ol+ o2+ o3+ 04+

NEUROLOGICAL

Capillary Refill: <2 sec o> 2sec

LOC: #Alert 0 Confused O Restless
0 Sedated o Unresponsive
Oriented to:
/szerson /Place y/Time/Event
/ Appropriate for Age
Pupil Response: ZEqual o Unegqual
7 Reactive to Light o Size
Fontanel: (Pt < 2 years) o Soft o Flat
0 Bulging o Sunken o Closed
Extremities:
Able to move all extremities
o Symmetrically o Asymmetrically
Grips: Right S Left
Pushes: Right 5 Left
S=Strong W=Weak N=None
EVD Drain: o VYes g'ﬂlo Level
Seizure Precautions: O YeS){No

Social Status: jzCalm/Relaxed o Quiet
#Friendly g Cooperative o Crying
0 Uncooperative O Restless
o Withdrawn o Hostile/Anxious
Social/emotional bonding with family:
Z Present O Absent

Pulses:
Upper R_% L 2

lower R_% L_=
4+ Bounding 3+ Strong 2+ Weak

1+ Intermittent 0 None

ELIMINATION

Urine Appearance:

Stool Appearance: J@%%MM

o Diarrhea z(Constipation
0 Bloody o Colostomy

IV ACCESS
site: _POYt oINT o None
o Central Line
Type/Location: t

Appearance: No Redness/Swelling
0O Red o Swollen
# Patent 0 Blood return

Dressing Intact: es 0O No

Fluids: DG Y2 NS tEC0L 201iéq

@ o/ hy
SKIN

GASTROINTESTINAL

RESPIRATORY

Respirations: ){Regular O Irregular
O Retractions (type)

O Labored

Breath Sounds:
Clear Right yfeft
Crackles o Right o Left
Wheezes o Right o Left

Diminished o Right o Left

Absent O Right O Left

Room Air 0O Oxygen
Oxygen Delivery:

o Nasal Cannula: ____ L/min

0 BiPap/CPAP:

Abdomen: oft o Firm o Flat
o Distended o Guarded

Bowel Sounds: /szresent X i‘L quads
A Active O Hypo I;Ayper o Absent

Nausea: O Yes j#No

Vomiting: o Yes ,@’No

Passing Flatus: »Yes 0 No

Tube: ©Yes #No Type

Location Inserted to cm

Color: jzPink o Flushed o Jaundiced
o Cyanotic o Pale y#Natural for Pt

Condition: # Warm o Cool o Dry
o Diaphoretic

Turgor: #<5seconds 0 >5 seconds

Skin:)zflntact O Bruises o Lacerations
O Tears O Rash o Skin Breakdown
Location/Description:

Mucous Membranes: Color: Q[N
#Moist o Dry o Ulceration

O Suction Type:

PAIN

NUTRITIONAL

Diet/Formula:
Amount/Schedule:

Scale Used: #Numeric oFLACC o Faces
Location: _VIQNQ
Type: __ VIO,

Chewing/Swallowing difficulties:

DYeslfNo

MUSCULOSKELETAL

o Vent: ETT size @
o Other:

cm

Trach: O Yes y’ﬁlo

Size Type

Obturator at Bedside o Yes o No
Cough: o Yes @No

0 Productive o Nonproductive
Secretions: Color

Consistency

o Pain o Joint Stiffness o Swelling
o Contracted o Weakness o Cramping

Pain Score:
0800 1200 0 1600 O
WOUND/INCISION
o None
Type: WUZLON
Location: @_ma‘

Description: _Eutl pMF I ('AI)SM
Dressing: IOV,

oSpasms o Tremors
Movement:

TUBES/DRAINS

ORA OLA ORL OLL AAl
Brace/Appliances: /ﬁNone
Type:

MOBILITY

Suction: O Yes
Pulse Ox Site
Oxygen Saturation:

No Type

AL/

/Q’Ambulatory o Crawl O In Arms
0 Ambulatory with assist
Assistive Device: o Crutch o Walker
0 Brace o Wheelchair oBedridden

)?None

o Drain/Tube
Site:
Type:
Dressing:
Suction:
Drainage amount:
Drainage color:

TA7¢

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool




Student Name: W(,Q H’ Unit: 'P’CM Date: 2/,9/2;

INTAKE/OUTPUT

PO/Enteral Intake 07 |08 | 09 | 10 | 11 |12 | 13 | 14 | 15 | 16 | 17 | 18 Total
PO Intake | | 2Mud|
Intake — PO Meds i
Enteral Tube Feeding

Enteral Flush

Free Water

IV INTAKE 07 |08 | 09| 10 | 11 12 | 13 14 | 15 | 16 | 17 | 18 Total
IV Fluid U2 L UD[UD [ DD [UD (1D 770 mv
IV Meds/Flush 2 1224 119U mL
OUTPUT 07 | 08 |09 |10 | 11 | 12 | 13 | 14 | 15 | 16 | 17 | 18 Total
Urine

# of immeasurable | | 7

Stool -
Urine/Stool mix

Emesis

Other

Children’s Hospital Early Warning Score (CHEWS)
(See CHEWS Scoring and Escalation Algorithm to score each category)
Lircle the appropriate score for this category:
Behavior/Neuro I\O/} 1 2 3

_Circle the appropriate score for this category:
Cardiovascular o) 1 2 3
\J

(Cir¥le the appropriate score for this category:

Respiratory \o/ 1 2 3
Staff Concern 1 pt - Concerned
Family Concern 1 pt — Concerned or absent

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

CHEWS Total Score

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool



