IM5 Clinical Worksheet - PICU

Student Name: V~B‘N\W\Q .
Date: 0|7 | 25

Patient _Age:wq“o
Patient Weight: 77.9 kg

1. Admitting Diagnosis and Pathophysiology
(State the pathophysiology in own words)

UWT\ lerhavga

2. Priority Focused Assessment R/T Diagnosis:
GU [uvine  assessmeniys

3. Identify the most likely and worst possible
complications.
SePSIS [Wroseesis

CAnyy

4. What interventions can prevent the listed
complications from developing?

00\ CAkheken Cave :
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identify these complications early?
UnNhe talyaye ; Ylood Garhare

5. What clinical data/assessments are needed to

6. What nursing interventions will the nurse
implement if the anticipated complication
develops?
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7. Pain & Discomfort Management:

List 2 Developmentally Appropriate
Non-Pharmacologic Interventions Related to
Pain & Discomfort for This Patient.
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2. pore\ proyence
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8. Patient/Caregiver Teaching:
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Any Safety Issues Identified:
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Please list any medications you administered or procedures you performed during your shift:




GENERAL APPLARANCE
Appearance whfloalthy/Well Nourished
wNeat/Clean 11 maciated 1 Unkept

Developmental age
1 Normal Jnlaw-‘

NEUROLOGICAL
LOC) 0 Alert o1 Contuxed L Restleny
1 Sedated v Unresponsive
Orlented to
1 Person 11 Place | Lime/lvent
WAppropriate for Age
Pupll Response; W qual o Unequal
eacthive to Light whize
Fontanel (P« years) o Soft o Ilat
L Rulging 0 Sunken wfClosed
Extremities
(L ADBle to move all extremities
FrSymmetrically Asymmetiically
Grips: Right ¥\ Left _y\
Pushes: Right @ Left N
SeStrong. WeWeak N«None
EVD Draint (1 Yes #'No Level e
Selrure Precautions: (1 Yes oNo

____ RESPIRATORY
Respirations: I(T(vaulm lrregular
L Retractions (type)

U Labored

Breath Sounds:
Clear L Right (1 Left
Crackles wRight s eft
Wheezes 11 Right (1 Left

Diminished 01 Right 11 Left

Absent LRight 1 Left
(1 Room Air () Oxygen
Oxygen Delivery:
(1 Nasal Cannula L/min
O BiPap/CPAP,;
cVent: ETT size @ cm
1 Other )
Trach: wYes 1 No
Size .0 Type ddu\k Wivend

Obturator at Bedside «Yes (1 No
Cough: 0 Yes wNo
Productive munpuulmnvn
Secretions: Color_ \yhi\e
Consistency
Suction: ®Yes 11 No Type
Pulse Ox Site L\l\h\_ B{\(‘“
Y.

Oxygen Saturation:

Pey

CARDIOVASCULAR
Pulye! ﬂlnlnlm lrieplag
whtrong 11 Weak 1) Ihieady
O MU o Othey
Udemar wYes (1No Location face
Wi o2 o o
Capillary Rofill o™ ) sor (1 s 2 ve
Pulsos)
Upper 1t 8% | 3
lower N3 1 %
A Bounding 3 Strong 2+ Weak
Lemtermittent 0 None

LLIMINATION

Urine Appearance wellow
Stool Appearance; [TTA S AR R |
CEDIarthea o Constipation

L loody o Colostomy

GASTROINTESTINAL

Abdomen: w0l R o lat

LDIstended 1 Guarded
Bowel Sounds: wProsent X 4 quads

Active 11 Hypo 11 Hyper 1) Absent

Nausea: () Yoy who
Vomiting: 11 Yes wNo
Passing Flatus: () Yos wio
Tube: w¥es (1No Type (3 ZWoe

Location QA tnserted to cm
Lrsuction Type

NUTRITIONAL
Diet/Formula: Wape fecdd

Amount/Schedule: o
Chewing/Swallowing difficulties:
Ml": No
Reek( Lompuae QLU ¢
WILSCULOSKELETAL
P nEstness 0 Swelling
e cted o ‘'vakinesy 1 ( ramping
idasin remnumrs
Mowvemant
RA 1A CRL 6 UL 0 AN
Brace/Appllances: " None

lype

MOBILITY
FTAmbulatory o Crawl v’fu/\nm
o Ambulatory with assist
Assistive Device: 11 Crutch ) Walker
0 Brace ¥Wheelchalr whedridden

PSYEHOSOCIAL
Soclal Status o Calin/Helaverl wfl el
| 'lllnmllv eLoopealive 1t tylig
CUNcoaperative 1 fastless
CCWII i awine O Hostile /Ansions
Soctal/emotional onding with famlly:
ewenl 1) Alwent

IV ACCESY
Suu.@ frssh CHINT 1 Nuiye

freentral Line
Type/Location

Appearaince who Medness/Swelling
U Red () Swollen
EEPatent cmlood et

Dressing Intact: vf'Yes (1 N

Fluddds

SKIN
Colori 11 Pink o Flushed o Jaundiced
CrCyanotic o Pale sefataral for Py
Condition: wwWarm 11 Cool whiy
L Diaphoretic
Turgor < b s onds s S seconds
SKine o mtact o raises 1 La erations
(- Tears o Rash 1 Skin Breakdown
Location/Description
Mucous Membranes: (olo ATH
VMOt 11Dy 1 Uleeration
PAIN
Scale Used: 0 Numeric wfTACC (1 Faces
Location;

Type!
Paln Score;
0800, 0 12000 1600 O
WOUND/INCISION
11 None
Type:
Location:  aniy
Description:
Drossing v\ - R
TUBES/DRAINS
11 None
11 Drain/Tube
Site
lype

Dressing
Suction

Drainage amount
Drainage color




PICU

- ~ INTAKE/OUTPUT
_PO/Enteral Intake 07 108 |1 09|10 (11|12 13|14 [15]16] 17 18 Total
PO Intake/Tube Feed 0
Intake = PO Meds
| IVINTAKE 07 |08 |09 |10 |11]|12|13]|14[15[16] 17 ] 18 Total
IV Fluid
IV Meds/Flush
Calculate Maintenance Fluid Requirement (Show Work) | Combined Total Intake for Pt (mL/hr)

\Ox\LL

O 50 LAmL Iy EOmL.

7.4x29

\\l‘)‘/zq
OUTPUT 07 |08 |09 |10 11|12 13| 14 | 15 16 | 17 | 18 Total
Urine/Diaper na
Stool
Emesis
Other A
Calculate Minimum Acceptable Urine Output Average Urine Output During Your Shift
UHmiL| ¥qlwr )

V3.95 mL [ hy

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:

0o 1 2 f3

Cardiovascular

Circle the appropriate score for this category:

Respiratory

*_,__
|

ie tre appropriate score for this category:

[¢ERE

Staff Concern

1 pt—Concerned

Family Concern

1 pt - Concerned or absent

CHEWS Total Score

CHEWS Total Score

Total Score (points) Y

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

_-—————————




NICU Disease Process Map

D.0B. ¥/Z/Z5

APGARatbirth: __ 3 [ 7 1%

Gestational Age_ 3l /7 w Adjusted Gestational Age__ 27w

Birthweight_ 8 Ibs. 27 oz./ 57059 grams

Current weight 7 1bs. 139 0z./  3%70qg grams

Disease Name: 2V S ACHARA\ UpTure VF Membrancs
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What is happening in the body?
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What am | going to see during my assessment?

e snalew breating . Aiaphorexc bna»v\‘m@

What tests and labs will be ordered?
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What trends and findings are expected?
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What medications and nursing interventions/treatments will you anticipate?
Corh oSy emoidd, SW AN (Asulin L Prophulachc An o ohnes

PYone  positaimn | high Fow NC | 5u(k'\or\'mcj

How will you know your patient is improving?

Monitenng - For deveased Spirato efork anA
Improved  OXY4en \evels

What are risk factors for the diagnosis?

being MAlE, Marernal disneyedy MWL
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What are the I=ng-ferm complications?

NYD ] LAY ‘ v VN A y €

What patient teaching for management and/or prevention can the nurse do?
Mmanidge tup | diaoeye 8, Lo lo Ao\ A m\em&ms
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