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

D5NS with 20 mEq KCI @ 40

Isotonic (1

Hypotonic [
Hypertonic X

F&E Maintainence

CMP

Head trauma, renal failure, etc.

mL/hr
Student Name: Unit: Patient Initials: Date: Allergies:
Raleigh Sullivan PF3 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 Pneumonia 510 mg Yes 30mg/mL in sterile water | C. difficile, oral 1. May experience N/V/D, abdominal pain,
IVPB g6h Click here to | 15mins (68mL/hr) blistering, rash
entertext. pallor, SOB 2. Report any ADRs
3. Take with a full glass of water and on an
empty stomach
4. Monitor renal and liver function
Acetaminop | Analgesics Fever 150.4 mg Yes N/A Hepatotoxicity 1. Contraindicated for patients with liver
hen management | PO g4h Click here to failure
PRN entertext. 2. Monitor for s/s of hepatotoxicity
3. Frequently assess pain and fever
4. Report any dark colored urine or clay
colored stools
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.
enter text. 4, Click here to enter text.
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/ Student Name: ﬁllég;éh:ﬁj éé’_/{_l/m Unit: Wl 3

vete:_ 2/ 14 /25

GENERAL APPEARANCE

CARDIOVASCULAR

PSYCHOSOCIAL

Appearance: ’“ealthy/Well Nourished
¥ Neat/Clean nEmaciated o Unkept
Developmental age:
}( Normal o Delayed

NEUROLOGICAL

LOC: ¢fAlert o Confused o Restless
a ated o Unresponsive
Oriented to:
F‘ Person ){ Place ;( Time/Event
;:’Appropriate for Age
Pupil Response: # Equal 0 Unequal
O Reactive to Light o Size __Q[ﬂm
Fontanel: (Pt < 2 years) o Soft o Flat
0 Bulging o Sunken o Closed
Extremities:
Able to move all extremities
rically

Pulse: g Regular o Irregular
}( Strong 0 Weak « Thready
o Murmur o Other
Edema: oYes }f No Location
ol+ 02+ 03+ 04+
Capillary Refill: / <2sec 0> 2sec
Pulses:
Upper R o R - 1 4
lower R %t L_3¥
4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent 0 None

o Friendly operative o Crying
o Uncoopérative o Restless
o Withdrawn o Hostile/Anxious
Social/emotional bonding with family:
/ Present 0 Absent

Social Status%galmlkelaxed/Quiet

IV ACCESS

N

ELIMINATION |

Urine Appearance:

Stool Appearance:
o Diarrhea o Constipation
o Bloody o Colostomy

Site: oINT o None

o Central Line
Type/Location:

Appearance: A No Redness/Swelling
o Red o Swollen

o Patent o Blood return

Dressing Intact: £Yes oNo
e ﬁﬁn_rﬂlmwﬁﬂl‘
oL Iy

SKIN

GASTROINTESTINAL

/ Symmetrically o Asymm
Grips: Right Left
Pushes: Right Left ,S

S=Strong W=Weak N=None
EVD Drain: oYes gfNo Level
Seizure Precautions: o Yes gfNo

Abdomen: @ Soft o Firm o Flat
0 Distended 0 Guarded
Bowel Sounds: g Present X _‘/_ quads
Active 0 Hypo o Hyper o Absent
Nausea: oYes #No
Vomiting: #Yes 0 No

Color: # Pink o Flushed o Jaundiced
o Cyanotic o Pale }(Natural for Pt
Condition: arm o Cool o Dry
o Diaphoretic
Turgor: # <5 seconds 0> 5 seconds
Skin: ¢fIntact o Bruises 0 Lacerations

o Tears 0 Rash o Skin Breakdown

MK

Suction: O Y, NG “Type. —wid e
Pulse Ox Site
Oxygen Saturafion: _ 94 %,

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

- RESPIRATORY Passing Flatus: p( Yes o No Location/Description: ¢
Respirations: 2 Regular o Irregular Tube: o Yes #No Type Mucous Membranes: Color:
J Retractions (type) —_— Location Inserted to cih _}f Moist o Dry o Ulceration
Bre;tL:t;Zr:: s {%Nﬂddw o Suction Type: PAIN
Gt Scale Used: o Numeric oFLACC #f Faces
Clear o Right o Left X /
Crackles  gRight #fleft NUTRITIONAL ;°‘a'_‘°“-
Wheezes ‘o Right o Left Diet/Formula: i D P:?:.Score-
Diminished o Right o Left Amount/Schedule: 0800 s) 1200 1600
Absent o Right o Left Chewing/Swallowing difficulties:
o Room Air y{Oxygen aYes /No WOUND/INCISION
Oxygen Delivery: / None
;iN.asal Cannula: _l_1/min MUSCULOSKELETAL Type: :
a BiPap/ CPAP: o Pain o Joint Stiffness o Swelling It.,ocatl.on.. 7
O Vent: ETT size L 0 Contracted o Weakness o Cramping Seupon:
0 Other: oSpasms 0 Tremors Dessing:
Trach: oYes fiNo Movemsnt: TUBES/DRAINS
Size Type ORA OLA ORL oLl Al / None
Obturator at Bedside ©Yes o No Brace/Appliances: /None 0 Drain/Tube
Cough: #Yes oNo Type: Site:
/ Productive o Nonproductiye MOBILITY Type:
sécretions: Color‘('.g}‘_géﬂ%)_ Dressing:
Consistency H m Ambulatory o Crawl o In Arms SizcHlon:
o Ambulatory with assist

Drainage amount:
Drainage color:

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool
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wudent Name:

Unit: Date:

PO/Enteral Intake

> INTAKE/OUTPUT

PO Intake

07 {08 |o9/{10|11]12][13]14

15 | 16

Intake — PO Meds

17 | 18

| Enteral Tube Feeding

18

\ Enteral Flush

\ Free Water

\
\
\
|
|
|

-

| IV INTAKE

| IV Fluid

{07 ]08] 09|10

11 |12 |13 114 ]| 15|16 | .17 | 48

| IV Meds/Flush

[ {40 {4 {yp

490 1Yo

\

| 1

| outpPUT

17

07 | 08 | 09 | 10

\ Urine

11 12 }. 13

L# of immeasurable

14 [ 1516 [ 17 | 18 | Total
245

\ Stool

| Urine/Stool mix

i 755
|

|

|

\ Emesis

LOther

\
\

Children’s Hospital Early Warning Score (CHEWS)

(See CHEWS Scoring and Escalation Algorithm to score each category)

Behavior/Neuro

-(jrcle the appropriate score for this category:
oy 1 2 3

Cardiovascular

|
|
|

/Eircle the appropriate score for this category:
o))l 1 2 3
s

CHEWS Total Score

Circlefe appropriate score for this category:
Respiratory o 1) 2773
L 4
[ 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

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool

Total

Total




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

N/A

Isotonic (1
Hypertonic (]

Hypotonic [

Click here to enter text.

Click here to enter text.

Click here to enter text.

Student Name: Unit: Patient Initials: Date: Allergies:
Raleigh Sullivan PF3 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 | H2 Agonist GERD 6 mglV Yes Diluent: NS, 10ml, 2min Seizures, 1. May experience HA, dizziness, or
BID Click here to tachydardia, constipation
enter text. F
dizziness, 2. Report any ADRs
muscle pain 3. Report changes in LOC
4. Monitor stools
Metoclopra | Antiemetic To increase 1 mg NGT Yes N/A Tarditive 1. May experience restlessness,
mide gastric motility | q8h Click here to dyskinesia, drowsiness, N/V, or HA
enter text. :
anxiety, 2. Report any ADRs
swelling, SOB 3. Take on an empty stomach
4. Use with caution in patients with
stomach or intestinal blockages
Metronidiaz | Amebicide Intra- 100 mg Yes IVPB: 5mg/mL/hr Dysuria, 1. Monitor for dysphagia, oral blistering,
ole abdominal IVPB BID Click here to | (20mL/hr) confusion, and other ADRs
: enter text. ; P P . - .
Infection vaginal itching, | 2 May experience difficulty sleeping, N/V,
oral blistering or | 3nd mouth sores
difficulty 3. Take with juice to decrease metallic
swallowing, and
taste
neurological s/s _
4. Avoid unnecessary use

Adopted: August 2016
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ik Student Name: k “ ngz’{} { MM\/&M( Unit: EEZ Date: 21/ ! (// 2 5

GENERAL APPEARANCE

CARDIOVASCULAR

PSYCHOSOCIAL

Appearance: ;{Healthy/Weﬂ Nourished
I Neat/Clean oEmaciated o Unkept
Developmental age:

yf Normal © Delayed

NEUROLOGICAL

LOC: # Alert o Confused i Restless

Pulse: fRegular 0 lrregular
o Strong 0 Weak 0 Thready
0 Murmur o Other
Edema: o Yes ¢/ No Location
ol+ 02+ o3+ o4+
Capillary Refill; f< 2sec 0> 2sec
Pulses:

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

S=Strong W=Weak N=None
EVD Drain: 1 Yes fNo Level
Seizure Precautions: © Yes f No

RESPIRATORY

Respirations: ;( Regular o Irregular
o1 Retractions (type)

r Labored

Breath Sounds:
Clear )( Right 9( Left
Crackles o Right o left
Wheezes 0 Right o Left
Diminished © Right o Left
Absent o Right o Left
Room Air 0 Oxygen

Oxygen Delivery:
o Nasal Cannula: ___L/min
o BiPap/CPAP:
o Vent: ETT size,
0 Other:

Trach: o Yes ﬁ No
Size Type
Obturator at Bedside 0 Yes 0 No

Cough: o Yes ){ No

o Productive D r roducfjve
Secretions: Cola/r\'
yi

@ cm

0 Distended o Guarded

Bowel Sounds: # Present X _q_ quads

Active 0 Hypo © Hyper o Absent

Nausea: ©Yes fiNo

Vomiting: 0 Yes ¢ No

Passing Flatus: fYes o No

Tube: fYes ofNo Type N AT
Location Inserted to NJ& cm
o Suction Type:

IV ACCESS
0 Sedated o Unresponsive Upper R+ L 3% Site: INT © None
Oriented to: lower RH ¥+ L3+ ﬁl oo el
o Person o Place o Time/Event 4+ Bounding 3+ Strong 2+ Weak (}ent;:.zgiion‘ C
prpropriate for Age 1+ Intermittent 0 None P 4 ;
b : Appearance: §f No Redness/Swelling
pi Re(:sc;t:?ns:. Gu{ E,?uals' 0 Unegqual ELIMINATION : o Red o Swollen
ve 10 ug 1ze P
i Urine Appearance: {|(\f ifPatent ff Blood return
F°“;3é‘:l'~i(npt ; 25 Yeifs) z:)ft Flat Stool Appearance: Dressing Intact: pf Yes oNo
St t?esg unken © Closéd o Diarrhea o Constipation Fluids: N!o\i
’ : o Bloody o Colostomy
Able to move all extremities
ZSymmetrically 0 Asymmetgrically SKH
rips: Right E Left GASTROINTESTINAL Color: ¢ Pink o Flushed o Jaundiced
Pushes: Right _3_ Left § Abdomen: d'Soft o Firm o Flat o Cyanotic o Pale # Natural for Pt

Condition: #f Warm © Cool 0 Dry
o Diaphoretic
Turgor: l <5seconds 0> 5 seconds
Skin: J Intact o Bruises o Lacerations
o Tears 0 Rash o Skin Breakdown
Location/Description:
Mucous Membranes: Color:
J Moist o Dry o Ulceration

PAIN

Scale Used: o Numeric fFLACC o Faces

Consistency. &
g2
Suction: 0 Yes %ISO TIPS, i
pulse Ox Site 10

Oxygen Saturation:

NUTRITIONAL Location: M/
: Type: N/&J
Diet/Formula: S oo
Amount/Schedule:
Chewing/Swallowing difficulties: 0800 Q 1200 1600
o Yes /No WOUND/INCISION
o None Ve
MUSCULOSKELETAL m:ﬂ‘%%— Uy Qv
o Pain o Joint Stiffness o Swelling S 7
; Description: 1d
r Contracted 0 Weakness 0 Cramping N
Dressing: /[ Qv
oSpasms O Tremors ==
Movement: TUBES/DRAINS
DRA olA ORL oLl £Al one
Brace/Appliances: 01 None 0 Drain/Tube
Type: Site:
MOBILITY mz—;mg
Ambulatory @ Crawl o In Arms SR

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

Drainage amount:
Drainage color:

o

Covenant School of Nursing

Instructional Module 5

Pediatric Assessment Tool

1%
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Student Name:

-

Unit: Date:

\ PO/Enteral Intake

INTAKE/OQUTPUT

\ PO Intake

| 07

t

0809|1011 12|13 |14 (15|16 | 17 | 18 Total

\ Intake — PO Meds

\ Enteral Tube Feeding

\ Enteral Flush

\ Free Water

\

| IV INTAKE

{07 |08 |09 |10]11

| v Fluid

12 (13|14 | 15| 16 | 17 | 18

| IV Meds/Flush

Total
\ 5y |59 [SV [9Y

2l
\ V)

| outpPuT

12
07

mme

09 11 |12 | 13 [ 14 | 15 [ 16

| # of immeasurable

17 )18 Total

10
102

l Stool

2

| Urine/stool mix

\ Emesis

\ Other

\
\
\
\
\
|
|

(See CHEWS Scoring and Escalation Algorithm to score each category)

Children’s Hospital Early Warning Score (CHEWS)

Behavior/Neuro

Sjrcle the appropriate score for this category:
N0 1”91 73

Cardiovascular

%{de the appropriate score for this category:
0\TAREDE =8

CHEWS Total Score

e the appropriate score for this category:
Respiratory N i O T
[ Staff Concern 1 pt - Concerned
[ Family Concern 1 pt — Concerned or absent
( CHEWS Total Score
Total Score (points) ()
Score 0-2 (Green) — Continue routine nents

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




Signs & Symptoms Pathophysiology Diagnostics/Labs
- i it ooyl CARmping | | \ngucke Reasin ot Sinolt e gy | |~ Phiphitad &xom
- Loy U PPttt W\lﬂV\ AL ack VMAIUM 0w | |- Qlo0iminaly
- CONEApaKin dnd vomuiting o) Foug HurDugh the echim - (T feom
- |\t ML B O P o - Qlodmwinl uirapiund
- lpd0vinal R8AMa - Qv O biwm tnoma
pmall Bl Obktrucki ow
Treatment/Medication Nursing Interventions Patient Teaching
-V fuidy ~(onitor oyt It I Y ey tnfohy
- \04040uefube - w(ﬁ\dpm 0p dducphiopy %dmmxm ¢tniChG
- Pwrtical i VUt - Unjurt 0dLQuKe Huidy W mwmgwmowwmwv
- DRN P oakione - bt i T —
INAOA c@mwmumw (gt

Other

Priority Nursing Diagnosis

cehydirodiop




Student Name

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

= Holding oy, poutd
2 Plaing, withtoyy

*List All Pain/Discomfort Medication on the
Medication Worksheet

- PN OCURMiNOphIp,

8. Calculate the Maintenance Fluid Requirement

9. Calculate the Minimum Acceptable Urine

(Show Your \‘I\‘Io‘rlI;): Output Requirement (Show Your Work):
Patient Wt: \\ .10 kg I\ x‘ M c "“'W\L W
50 ¢ ' Lo - sq

Hx — =0

A
\OSQW\”

Calculated Fluid Requirement:

Calculated Min. Urine Output: “ “. mi/hr

Actual Pt MIVF Rate: 90 ml/hr Actual Pt Urine Output: (ﬂ -’S

s There a Significant Discrepancy? moﬁ"w IV\“CWNMMIM s Writ
Y o Ui 0y |02 moLy

ml/hr

ml/hr

Why?

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: 20 INUNHWY

Erickson Stage: (JUUINOIMU \I.- H\m Md M“b{'
. U thdy o Cime TVphou ol e g

2. OUKAL WO L and i 10HE playroom

Plaget Stage: mw

1. RaptoRd AchOng ma%hngamv;badgz i)
> Lkt WAV ERINL Yy OiliGhot 04 (i Chvoulir Haofion)

Adopted: August 2016




Student Name

11. Focused Nursing Diagnosis:

Ohydratithy

12. Related to (r/t):

fimot Buwed Oitructiown

13. As evidenced by (aeb):

U WAng Qupwi

14. Desired patient outcome:

D i
ooy

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

LTeN

Evidenced Base Practice:ﬂﬂ.w" .
T e

2 PrYiCk 1 +08 oondl cli by bei gty

Evidenced Based Practice:wwﬂimm
Pluid 1ogr

s Ertqui Loby

T

T

1. \ n (5

DY ATRItOrivG Lok, 1+ O ound daly, Wighty
3-Wehowt i Dnonkiekiop o tHar i
nPCON Hak i Hed frim e ObiruckiOn,

17. Discharge Planning/Community Resources:
1-Tvonﬁﬁwm(\ﬁumvm(lwdﬁpmm
2.\ keing A VUYL i8 Dtin)
%wﬁ and\MMWap,n{f ;Jubmzdm
ok 0ck 0 Fockod WO Oipowt Qhing
BnanCiol FMOFOrt v cisvgd price
g 49 \ony

Adopted: August 2016




Student Name: MM%M(/WQ Unit: E“ M

Date: -7//5/23_

GENERAL APPEARANCE

CARDIOVASCULAR

PSYCHOSOCIAL

Appearance: #Healthy/Well Nourished
;{Neat/Clean DEmaciated o Unkept
Developmental age:
o Norma 0 Dela

MA0ed L Wnabie 10 wess

NEUROLOGICAL

LOC: o Alert o Confused 0 Restless
Sedated o Unresponsive
Oriented to:
o Person o Place o Time/Event
o Appropriate for Age
Pupil Response: )ﬂ Equal © Unequal
){ Reactive to Light o Size
Fontanel: (Pt < 2 years) o Soft o Flat
0 Bulging © Sunken o Closed
Extremities:
o Able to move all extremities
o Symmetrically o Asymmetrically
Grips: Right Left

Pulse: @Regular oIrregular
[ Strong 0 Weak o Thready
o Murmur D Other
Edema: / Yes o No Location B—I_.E—
ol+ o2+ 03+ 04+
Capillary Reﬁll:/f< 2sec 0> 2sec
Pulses: o
Upper R_2 {55
lower R_2 L 2’7
4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent 0 None

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

IV ACCESS

ELIMINATION .

Urine Appearance: CU/Y %M YI2W

Stool Appearance:
o Diarrhea o Constipation
oBloody o Colostomy

Site: aINT o None
# Central Line .
Type/Location@Mu_\u[}_w
Appearance: 0 No Redness/Swelling
o Red o Swollen

A Patent #Blood return
Dressmplnt Yes o No
Fluids: mL s

SKIN

GASTROINTESTINAL

Pushes: Right _____ Left

S=Strong W=Weak N=None
EVD Drain: 0Yes fNo Level
Seizure Precautions: o Yes pfNo

Abdomen: }(Soft o Firm o Flat
o Distended o Guarded

Bowel Sounds: #f Present X Y quads
0 Active @ Hypo 0 Hyper O Absent

Color: }mek o Flushed o Jaundiced
o Cyanotic o Pale if Natural for Pt
Condition: ;/Warm o Cool O Dry
o Diaphoretic
Turgor: ﬁ< 5 seconds 0> 5 seconds
Skin: o Intact o Bruises z(Laceratnons

Oxygen Saturation: A4 °[:

o Brace 0 Wheelchair oBedridden

Nausea: 0 Yes #No 4
Vomiting: o Yes # No w Tears 0 Rash A Skin Breakdown
: RESPIRATORY Passing Flatus: 4 Yes o N Location/Description:
Respirations: 4 Regular O Irregular Tube: aNo Type N& Mucous Membranes: Color:
O Retractions (type) J Insertedto_US cm #Moist o Dry o Ulceration
o Labored
P o Suction Type: PAIN
Elar .p{Right - Scale Used: 0 NumerichACC o Faces
Crackles o Right o Left NUTRITIONAL % :_ocaet.ion:
Wheezes o Right o Left Diet/Formula: [@ UWV\ L P:?n .Scor "
Diminished o Right pleft Amount/Schedule: 25 NL ceonl) = 950, - 3e6h
Absent o Right o Left Chewing/Swallowing difficulties:
o Room Alr o Oxygen /Yes o No WOUND/INUS'ON
Oxygen Delivery: o None o
o Nasal /%aPT:'a —H/min MUSCULOSKELETAL onf::.ﬁ : '
o BiPap o Pain 0 Joint Stiffness o Swellin 2
g cin s
D H
?(Vent ETsize3S @ ].5 em o Contracted o Weakness o Cramping Df:'::u??\, A
o Other: oSpasms o Tremors stng: N[
Trach: ©Yes ]fNo S TUBES/DRAINS
Size Type ORA OLA ORL oLl DAl None
Obturator at Bedside 0 Yes o No Brace/Appliances: /4 None 0 Drain/Tube
Cough: oYes / o Type: Site:
ducti :
o Productive O UWF uctive MOBILITY Type:
Secretions: Color{’ Dressing:
Consisten o Ambulatory o Crawl 0 In Arms e
e o Ambulatory with assist Alietion:
Suction: # Yes o No Type gk{ S . Drainage amount:
Pulse Ox Site Assistive Device: o Crutch o Walker Dralciage color:

Covenant School of Nursing

Instructional Module 5

Pediatric Assessment Tool
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Student Name: Unit: Date:
INTAKE/OUTPUT

PO/Enteral Intake 07108 |09 10]11]12]13]1a] 13 [ 16 [17 [ 18 | Total

PO Intake ] [

Intake — PO Meds ‘ l
Enteral Tube Feeding 35 |35 | 50 ’l ,’
L

Enteral Flush ’

Free Water I ’

|

-

=

| 12 ] 15 | 16 | 17 [ 18 | Total |

:\\/Im:KE ,1 07 | 08 | 09 ][ 10 II 11 | 1 ’ 13 | 14 He e —
IV Meds/Flush [ b5 £ . bl 1 | GG S.q
| ouTPUT 07108 0910111213 ] 14 |15 ] 16 17 | 18 | Total |
| Urine 20 S0 | 7o l’

|

# of immeasurable I
Stool l
I

|

l

Urine/Stool mix

Emesis

Other

Children’s Hospital Early Warning Score (CHEWS)
(See CHEWS Scoring and Escalation Algorithm to score each category)
Circle the appropdate score for this category:
Behavior/Neuro 0.9 2

|

|

]

o

i)

—]

%

Cardiovascular F(%%’e agprop;iate score for this category: t]l
q

=

q

j

j

j

——

Sy

Circle the appropeigte score for this category:
Respiratory 0. A 38 )

. O

Staff Concern \L 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

Bis e

CHEWS Total Score

bedside evaluation, Notify attending physician, Discuss treatment plan with team, Increase

notifications
Score 5-11 (Red) — Activate Rapid Response Team or appropriate personnel per unit standard for
frequency of vital signs/CHEWS/assessments, Document interventions and notifications

—

Covenant School of Nursing
Instructional Module 5
Pediatric Assessment Tool
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Signs & Symptoms

Pathophysiology

Diagnostics/Labs

-t §08 Fluid, from tha Capillarite ok i -0
-Tochgpto. \l,\[mw|iﬂﬂd%)'ﬂiﬂm&ﬁlmgz - O SO0y
-m)mdbmwny ob LY.
-mnhﬁm'
- ORfvomd Fakifit
(cuse Woapirodovy Dipadt
'Qh\l(mf ,hrea amﬁnwdication -FH NNursiriglnt eeeee tions ) Patient Teaching
- Pndinawvicol Wkl asion - mmv%%w «m&mﬁmw
- Fc{a\lyimdi\)nsm(unoxgmwtuw faumgwwd |+0¢ «%am&t pfmy)mwmmm
m@%\g - Frtiunk| (\Ilg:lu swgcmm@\g FEbldanet.
- INCO0 ulonty T
CINRrmASCI P Py Haam
| 7P 02 G QXN [ g
& mmlwm%m




