IM5 Clinical Worksheet — PICU

Student Name: °\\(\(/\) (RN \AY Patient Age: |
Date: Q- A0S Patient Weight: (| Zkg

2. Priority Focused Assessment R/T Diagnosis:
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4. What interventions can prevent the listed
complications from developing?
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1. Admitting Diagnosis and Pathophysiology
(State the pathophysiology in own words)
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3. ldentlfy themost likely and worst possible

complications. g1 \ T\ e pt
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3. What clinical data/assessments are needed to
identify these complications early?

"IMOWe One kS « Vita) SN

100 puptis Ly BP, 07, Fomp
Movor gunCH0N

\WEOALY QUAP (At

7. Pain & Discomfort Management:
List 2 Developmentally Appropriate
Non-Pharmacologic Interventions Related to
Pain & Discomfort for This Patient.
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6. What nursing interventions will the nurse
implement if the anticipated complication

develops? ~mm -H()b. ) Q\‘(C OIL
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8. Patient/Caregiver Teaching:
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Any Safety Issues Identified:
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+ S'Regular o Irregular

J.5trong o Weak Thready

Dcyopmontal age: O Murmur - her

0 Friendly - Cooperative
{Normal - Delayed

0 Uncooperative ~ Restless

Edema: - vac 0 Location . 0 Withdrawn - Hostile/Anxious
01+ D24 034 04 Social/emotional bonding with family:
Capillary Refill: < 2sec 0>2sec s/Present 7 Absent

fAlert o Confused -~ Restless

-

O Sedated n Unresponsive
Oriented to:

6X’erson rv/Place Ngime/Event

Appropriate fo Age

Pu::I/lResponsc: Equal 0 Unequal

Reactive to Light 0 Size
Fontanel: (Pt <2 years)

0 Seft n Flat
01 Bulging Sunken f‘%l:)sed
Extremities:

'Able to move gl| extremities

FSymmetricall ' O Asy etrically
Grips: Right )E Lef.
Pushes: Right _S Left S

S=Strong W=Wega N=None
EVD Drain: OYes &No Leve|

——
Seizure Precautions: O Yes o

Pulses:

site: 1S€4+ \ang

A_CINT o None
4+ Bounding 3+ Strong 2+ Weak J Sentra Line. ; b
1+ Intermittent O None Type/ Locat:on.._E\ﬂ_Q_ﬁ.L_

Appearance: Q/NO Redness/Swemng
WE_ o Red 1 Swollen
Urine Appearance: NCWOW 0 Patent 0 Blood return

Stool Appearance: B Oressing Intact: vTes 7 No

0 Diarrhea mConstipatior : Fluids: devvt (QS Y N\l &\ Q‘
) 00

\

0 Bloody A Colostomy

-

Color:

O Pink O Flushed O Jaundiced
O Cyanotic 0 p3je Pmatural for Pt
Condition: # Warm 0 Cool Dry

O Diaphoretic

Turgor: o< Séconds 0 > 5 seconds

Skin: &Intact 0 Bruises r Lacerations

0 Tears o Rash - Skin Breakdown
Location/Description:

Respirations: # Regular o Irregular
0 Retractions (type)

— e i S,
0 Labored

Breath Sounds:
Clear 5/ Right |eft

Scale Used: Numeric
Location:

Crackles O Right 0 Left
Wheezes A Right 0 Left
Diminished - Right 0 Left
Absent O Right o Left
Room Air - Oxygen

Chewing/s llowing difficulties:
0 Yes t#\:)

Oxygen Delivery:
0 Nasal Cannula: e SN
7 BiPap/CPAP: R e T Joint Stiffness Swelling
0 Vent: ETT size @___cm O Contracted o Weakness - Cramping
7 Other: T\ oSpasms 0 Tremors
Trach: [ Yes 0 Movement:
Size Type
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Obturator at Bedside 7 Yes ;No Brace/Appliances: INone
Cough: - Yes &/No Type:
0 Productive o Nonproductive

BILITY
Secretions: Color MO
Consistency ¥ Ambulatory o Crawl o In Arms

et
Suction: 1 Yes ;No Type &/Ambulatory with assist Ocrﬁog

Assistive Device: 0 Crutch 0 Walker
g:'eg;::ﬁaﬁon- V [ Brace 0 Wheelchair nBedridden

:\_\—
Drainage amount:
Drainage color-
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Intake — PO Meds

Children’s Hospital Early Warning Score (CHEWS)
See CHEWS Scoring and Escalation Algorithm to score each catego

Circle the appropriate score for this category:
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Circle the appropriate score for this category:

Cardiovescilar - YOITY - TSR SR SRS e e T e e

jrcle the appropriate score for this category: NG R
Respiratory \0

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
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