IM5 Clinical Worksheet — PICU

Student Name: Joanna laqunq
Date: 0®/ag |23

Patient Age: Y years vid
Patient Weight: 21.,) kg

1. Admitting Diagnosis: Hemelytic Uremic yndrme
Positive e.Coli = oolitis s resulied in kidney
damaqe . Dialysis needed (HUS)

2, Priority Focused Assessment R/T Diagnosis:
Urine/Stool (1R-0) , cardiac. :THP

fodwminal and skin : edema , disiention .pallor

3.Signs and Symptom:s:

Vomiﬁns . Fever , chills , headathe
Bloddy diariheg

Sthmaun pain

rah que , paleness, br\M‘s'mg

High P

4. Diagnostic Tests Pertinent to or Confirming of
Diagnosis:
drine/Blond /stool 1e3ts : Kidney damaged , e.eli
Physical exam and med./¢amily hx. . diet
Kidney iopsy : Kidney damoged

5. Lab Values That May Be Affected:
BUN
ceodnine T
LhH ™ (iissue/srgan damaqge )
rlemo%\-bin T (2ind tansfulin)

(Kidney dmnaat-)

6. Current Treatment (Include Procedures):
Dialysis : Kidney damage

ansfusivas © da t bluod vessels =
gl Rmam (anemia)
PP ¥ meds.

Lo Kidney dacase = 4 pinids £-blckage

7. Pain & Discomfort Management:

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

1. Tyleft-i-ttorpliine  Cuddie with mem .
duriag dvisving dhange

2. Distrackiong : Playiag Games wqm’ma
Mvieg

8. Patient/Caregiver Teaching:

1. Pnperly prepare  weats and veactables |
fuly coved ond snrage
2. nigimfect MOKING ukasils ond uck-Gite(

3. Handwqm'mg. Nulinen andl Auids.

Any Safety Issues Identified:

o L Salt diek 1 praweat- swelhag and) Nign Bp
o Blond-clulfing pablems . b\udins , shoke/se.

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

10 kg % 0D = oo

lokg % 50 = 500 : iS20=@H <63} ml/h(

LU kg ¥ 20 = 29

Combined Total Intake for Your Pt (mL/hr):
unicnewy)

B00ML Huid resti chivn

10. Calculate the Minimum Acceptable Urine
Output Requirement (Show Your Work):
2.4 kg x 0.5mL = 10.F mL/hr

Actual Urine Output During Your Shift (mL/hr):

Ml /e

s :

K Bind-tmdifusiths-ou 01k hday

i

Laberairl o Broasrdetierday . Ao-drakyiit-Nday

Please list any medications you administered or procedures you performed during your shift:

No pracedures dwie thday

NO medieationg adminigtee )




PICU

GENERAL APPEARANCE

CARDIOVASCULAR

PSYCHOSOCIAL

Appearance: #Healthy/Well Nourished
o Neat/Clean nEmaciated o Unkept
Developmental age:
¥ Normal o Delayed

NEUROLOGICAL

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

Pulse: o Regular oIrregular
o Strong 0 Weak o Thready
o Murmur o Other
Edema: ©Yes # No Location
D1+ 02+ 03+ 04+
Capillary Refill: #<2sec 0>2sec
Pulses:
Upper R_3* L _3%*
Lower R 3+ L_%4
4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent 0 None

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

ELIMINATION

Urine Appearance: _(iear , yellow
Stool Appearance: _No¥ 055@$$¢d
o Diarrhea o Constipation
o Bloody o Colostomy

IV ACCESS
Site: Rleq oINT o None
# Central Line
Type/Location:

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

Dressing Intact: #Yes 0 No

Fluids: Npne

SKIN

GASTROINTESTINAL

Grips: Right _S  Left S

Pushes: Right _S  Left_S

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

RESPIRATORY

Respirations: # Regular O Irregular
o Retractions (type)

Abdomen: wSoft O Firm o Flat
o Distended o Guarded

Bowel Sounds: # PresentX _4 quads
#Active 0 Hypo o Hyper o Absent

Nausea: 0OYes #No

Vomiting: o Yes #@No

Passing Flatus: 0O Yes 0No

Tube: oOYes #No Type

Color: oPink o Flushed oJaundiced
o Cyanotic o Pale & Natural for Pt
Condition:  Warm o Cool & Dry
o Diaphoretic
Turgor: ® <5 seconds 0>5 seconds
skin: #Intact o Bruises O Lacerations
o Tears o Rash o Skin Breakdown
Location/Description:
Mucous Membranes: Color: Pink
#Moist 0 Dry o Ulceration

o Labored
Breath Sounds:
Clear #Right #Left
Crackles oRight o Left
Wheezes ORight o Left
Diminished o Right o Left
Absent o Right o Left
# Room Air O Oxygen
Oxygen Delivery:
0 Nasal Cannula: ____L/min
0 BiPap/CPAP:
o Vent: ETT size @ cm
o Other:
Trach: oYes #No
Size Type

Obturator at Bedside o Yes 0O No
Cough: oYes #No

o Productive o Nonproductive
Secretions: Color,

Consistency

Suction: o Yes & No Type
Pulse Ox Site__R Tbe

(004/s

Location Inserted to cm
o Suction Type: PAIN
Scale Used: 0 Numeric OFLACC ¥ Faces
NUTRITIONAL Locations
z ; Type:

Diet/Formula: gena diek péin Scote:
Amount/Schedule: GoamL Quid Ktich 0800 j S0 6 1600
Chewing/Swallowing difficulties:

aYes ofNo WOUND/INCISION

of None
MUSCULOSKELETAL ions
i i iff Swellin, Eoeation:

oPain O Jo;nt S\t‘IN niss o - g' Description:
o
RLCHE ot TUBES/DRAINS

ORA oLA ORL OLL @Al # None
Brace/Appliances: @ None 0 Drain/Tube

Type: Site:

MOBILITY ByrZ:smg

 Ambulatory o Crawl o In Arms Siedan:

o Ambulatory with assist
Assistive Device: o0 Crutch o Walker
o Brace 0 Wheelchair oBedridden

Drainage amount:
Drainage color:

Oxygen Saturation:




PICU

INTAKE/OUTPUT
PO/Enteral Intake o7 losfoala0 a1t 12|13 |24 |15 16 | 17 | 18 Total
PO Intake
Intake — PO Meds
Enteral Tube Feeding
Enteral Flush
Free Water
IV INTAKE o7/ o8|o09| 10| 11|12 |13 |14 |15 | 16 | 17 18 Total
IV Fluid
IV Meds/Flush
OUTPUT o7l o8lo9 | 1011|122 |23 |14 |15 | 16 | 17 | 18 Total
Urine 29 | 9 10 49 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)
Circle the appropriate score for this category:
Behavior/Neuro () e e T

Cardiovascular

Circle the appropriate score for this category:

0 1 2 3

Respiratory

Circle the appropriate score for this category:

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) Q

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




