(

fever

Yain

Nawnseq

Nomiting

Not able +o meve hand

Signs & Symptoms

Pathophysiology
Bacteria enters the bodg ) He
immane system send WRC o
-ﬁ‘ah-l— inPecHon C‘aus:‘ns i€ laymmay
ot the si+e and daxth of nearby
Hissue. & cavity is craxted
Which is fFilled with pus Porming

Diagnostics/Labs

X-mys of youncl
labs Show elevotad WBC

o q+ admission

&lema
‘\
/

Aoscess of dorsunm
OF Pight owd

!

an dbscess
!

Treatment/Medication

acetominophen (poin)
Tbuprofen  ( Pain)

A-rim ednoprim | subbmetho xazole
(onti ~infeckives)

Nursing Interventions
« Monitor pein
* Change dressing as neeted
(keep dressirg Clean)
* (3Sess pulse and Capillary
reFill distol 4o the surgica)
wound

/

\

Patient Teaching
Mainrfaining ePtimal Nurition

and hydration
keeping +he wound clean

GeHHng enough Sleep and rest-

Other

Reute pain

Priority Nursing Diagnosis

Q/{\&O\dalu@e Cgr rillo




/ am‘//d

Student Name

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

1. Dighackion (going to +een+c>m)
212 loxetHon (nc+ mowr_g-ﬂ‘ghard
as much )

*List All Pain/Discomfort Medication on the
Medication Worksheet

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

8. Calculate the Maintenance Fluid Requirement
(Show Your Work):

Patient wt: 2.4/ kg s /52?’"’-/&:\)(
O Y 160 = 1000 (03-Lolem|hr 21.4 ¥ 0.5 :ylg;‘? mL/hr
oYX ©0 =500 e B 24
LUy Zo=28 2ot & mb/ 24hs

Calculated Fluid Requirement: (.0‘4 mli/hr Calculated Min. Urine Output: “)-'-’ ml/hr

Actual Pt MIVF Rate: Ilﬂ I-_mi/hr ,

Is There a Significant Discrepancy?-\N 0

Actual Pt Urine Output: \‘{Oid XS —mifhr

Why?

No Fluids gong

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: Mf s old

Erickson Stage: Idush- NG, Tn Fer‘ion"i“_-j |
1 wanted 4o g.&oqm< et T YiTS, Pules b 68 by himselF

2. When cleaning the wound he hated he woas Not veady +psee He

Piaget Stage: ( an¢rete OPCM‘\‘\OM' Per iocl

e wos awle +o undestund the surgical weund will Close and
o, NS hand wound, qp loeck to normal

N \oiced out tred- he wons ready +o 9 vack 4o <cheol
ond s¢e his Friends

wourdal.

Adopted: August 2016



Student Name (;;l“ag !Qlﬂg ( gzn’//b

11. Focused Nursing Diagnosis:

Rcute Poin

12. Related to (r/t):

qui(’al incision ard drainag(’

13. As evidenced by (aeb}:

Pohient report a S oud of
10 poin in a Scate oF O-10 -

14. Desired patient outcome:

A ceeprable poin control
and €unctioral albrlity

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

1. gowve Ty lenol For pain

Evidenced Based Practice:

2. distrackion

Evidenced Based Practice:

RAsked what made +he poin
> fesl wefter (relax) ot phyingon

Evide&ie%i Bgiegt?gt%coe:

16. Patient/Caregiver Teaching:

L Bllow wp with Primary cone
Providan

2
Avoid Futher Traumo to the
3 hand.

Montor for any Signs ard Symptgms
of Infecton

17. Discharge Planning/Community Resources:

L meniter site for infection

2. keep suigical incision Clean anpl

dry
> Avernode T\lenol and iouprofen

for Pun or fever as needed.

Adopted: August 2016



Student Name: éluaclq\upe Cqm’lio

Unit: %[

Date: B/ZQ /23

GENERAL APPEARANCE

CARDIOVASCULAR

PSYCHOSOCIAL

Appearance: YHealthy/Well Nourished
*Z(Neat/CIean CFmaciated o Unkept
Developmental age:
\?fNormaI o Delayed

NEUROLOGICAL
LOC:

C: a(Alert o Confused O Restless
0 Sedated o Unrespaonsive
Oriented to:
~gPersc:m ¥ Place g(Tsme/Event
¥ Appropriate for Age
Pupil Response: ¥ Equal o Unequal
i Reactive to Light o Size
Fontanel: (Pt < 2 years) o Soft o N\at
0 Bulging o Sunken o Closed
Extremities:
W Able to move all extremities

Grips: Right

Pulse: Regular o Irregular
A Strong 0 Weak o Thready
0 Murmur o Other
Edema: oYes @No Location
D1+ 02+ 03+ o4+
Capillary Refill: =% 2 sec 0> 2 sec
Pulses:
Upper R "—3 L1+3
Lower RT3 L3
4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent O None

Social Status: 5 Calm/Relaxed o Quiet
N Friendly & Cooperative 0 Crying
0 Uncooperative o Restless
o Withdrawn o Hostile/Anxious
Sacial/emotional bonding with family:
\g Present o Absent

IV ACCESs

ELIMINATION

sitd; L) (HC Z% YINT oNone

o Central Line
Type/Location:

Appearance: § No Redness/Swelling
0 Red o Swollen

Pushes: Right _ S
S=Strong W=Weak N=None

Urine Appearance: W X Patent o Blood return
Stool Appearance: Dressing Intact: \:{Yes o Ne
o Diarrhea o Constipation Fluids:
0 Bloody o Colostomy
¥ Symmetrically o Asymmetrically : SKIN _
S left GASTROINTESTINAL Color: Y Pink oFlushed olJaundiced
Left S Abdomen: ™\Soft o Firm & Flat o Cyanotic o Pale ™\ Natural for Pt
O Distended o Guarded Condition: y Warm o Cool o Dry
Bowel Sounds: X Present X quads o Diaphoretic

EVD Drain: ©Yes ¥No Level
Seizure Precautions: 0 Yes &No

RESPIRATORY

Respirations: QRegu[ar o Irregular
O Retractions (type)

O Labored
Breath Sounds:
Clear #Right #left
Crackles o Right o Left
Wheezes 0 Right o Left
Diminished o Right o Left
Absent O Right o Left
JRoom Air  © Oxygen

Oxygen Delivery:
o Nasal Cannula:
o BiPap/CPAP:

L/min

- )y Active 0 Hypo o Hyper o Absent
Nausea: 0O Yes N No
Vomiting: 0 Yes \g No
Passing Flatus: o Yes o No
Tube: 0Yes W No Type

Location Inserted to
01 Suction Type:

cm

Turgor: B\< 5 seconds O > 5 seconds

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

Mucous Membranes: Color: _ Pinhe
W Moist 0 Dry o Ulceration

NUTRITIONAL

Diet/Formula: E\ﬂ%“ lar

Amount/Schedule:

Chewing/Swallowing difficulties:
o Yes l; No

MUSCULOSKELETAL

O Vent: ETT size
o Other:

@ cm

Trach: oYes @aNo

Size Type

Obturator at Bedside o Yes o No
Cough: O Yes g#No

O Productive o Nonproductive
Secretions: Color

Consistency

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

ORA OLA OoRL OLL oAll
Brace/Appliances: %s.None

Type:

PAIN
Scale Used: fNumeric oFLACC o Faces
Location: __nané
Type: nent
Pain Score:
0800 1200 1600 O
WOUND/INCISION
0 None

Type: Tnc, @
Location: -l‘.'!'."

Description: QP oxr maed

Dressing: Egg«da.

Stitchess

TUBES/DRAINS

MOBILITY

Suction: 0 Yes No Type
Pulse Ox Site
Oxygen Saturation:

g Ambulatory o Crawl o In Arms

O Ambulatory with assist

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

s None

0 Drain/Tube
Site:
Type:
Dressing:
Suction:
Drainage amount:

Drainage color:

Covenant School of Nursing

Instructional Module 5

Pediatric Assessment Tool



Student Name: @u&_c_\alu?ﬁ Ceri “C)

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

Allergies;

Unit:

N DR

Pedi

Pt. Initials:; ,!l ’ l

Date: 3[29‘[ 23

Primary IV Fluid and Infusion Rate {mi/hr)

Circle IVF Type

Rationale for IVF

Lab Values to Assess Related to IVF

Contraindications/Complications

nNone

Isotonic/ Hypotonic/ Hypertonic

e,

(+F: 294
Lun

Generic Name Pharmacologic Therapeutic Reason Dose, Therapeutic Range? | IVP - List diluent solution, volume, Adverse Effects Appropriate Nursing Assessment, Teaching, Interventions
Classification Route & Is med in and rate of administration {Precautions/Contraindications, Etc.)
Schedule therapeutic range? b . ,
i R
Sukametholxazole TInfection +o Lo~ 12mg [ig/clpy Tachyeardioy LAeport ar loose Steols
R == Diarrk 2. monitor heart rote
trimethoprm _Pokbiotic Yes e et
[misc . (S Alcdominal Pain| 5
an-infeekvgs, favler 4.
eekamindpipn YO 1015 mg ko) /Hose ¢ lehrs hepatotyicity [ 1. Dont give more -than Sdeses/da
bnalaesics 22.5mg (7)5-37] m3 /dese. Skin rash 2monror For Steven hnsen synd
Non X gaiic PRN es Erythemo OF | 37Take over Z2.89 fday can cause by
dwne | ¥ SKiN L
M Ql\ﬂ 4. Qepor+ any cons+ipation
- A Lohirs Decreased 1.%e blood /s Yoo/
Tlouprofen _ vo  {d-lo ”‘3/"9 fose 2 nemoglobin e For any rash
By d 2. Agsess P+ Yy ras
Pheumakid 2000y 85-(.0*21({"13/01052 v Liad
ot PRN yes fYIam(]nraa%ahpu(ar 3Tncrease @F
%ln Quehe Cluid refention | *
1
2.
3
4
1.
2.
3.
4,

Adopted: August 2016



Student Name: Q( mdéluﬂf me'“o Unit: 'Ped( Date: 5!29;23

INTAKE/OUTPUT

PO/Enteral Intake 0710809 | 10|11 |12 |13 |14 | 15| 16 | 17 | 18 Total

PO Intake 200nt). 290m, YD m L

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

OUTPUT 07 | 08 |09 |10)11 |12 |13 | 14 | 15| 16 | 17 | 18 Total

Urine

# of immeasurable Yalt X1 X3

Stool

Urine/Stool mix

Emesis

Other

Children’s Hospital Early Warning Score (CHEWS)
{See CHEWS Scoriﬁg and Escalation Algorithm to score each category)

Eirgle the appropriate score for this category:

Behavior/Neuro 0)1 2 3

icle the appropriate score for this category:

Cardiovascular (0) 1 2 3
il

ktrcle the appropriate score for this category:

Respiratory 0 )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
CHEWS Total Score :?:;;is:gz :;, 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 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




Patient #1 Diagnosis/Chief Complaint

hip pain

Patient #1 Teaching

1. Control painT Tylenol and ibuprofen

2. Encowage rest
3.

Discharge planning/Community Resources

1. Pollow wup with Primary Core physician

2. Gaave mom @ Vist of primary Car physicians

Cloge ‘o their home
3.

Patient #2 Diagnosis/Chief Complaint

Difriculty breath .
(Croup)

Patient #2 Teaching

1. TNonitor heard rate and Oz S

2.Will give recemic epi to help oper

3c1§r way and clear oudt Mmucous

Discharge Planning/Community Resources

1.V hod 4o be admivred due to
Mo than 4 racemic epi was =D
2. : .

Monitor over night

3.

at-s
) wup

jer)

A.. Shep
2. Nira| Cold
3. Bhinovirus

Question #1: What community acquired diseases are trending?

Question #2: How does this unit debrief a traumatic event?

Arter event all awvaiable Nuwse and dnarge Nurse godther
Ground +he NPurse’s Station and Yal edeout wihot cocld oF
been beHer,-}h‘.ngs I weork 0N ; and what wad good albodt:

Dl\[s later 2omeene From an oudside daporment will come o

.

He unt ond ask i fhey need Furiner debriet orossstance .



