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IVP - List diluent solution, volume,
and rate of administration

[VPB - List concentration and rate
of administration
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IM5 Clinical Worksheet — Pedjatric Floor

iStudent Name: 1dnM ThompRN Patient Age: (» Wks.
Date: |l[o4f2025 Patient Weight: 3-37 kg
1. Admitting Diagnosis and Pathophysiology Priority Focused Assessment You Wil/ /
‘ (State the p ‘;th OF;’L:{ Vs‘f;l’;’hg_l(’ ;S{ ?IW" words) Perform Related to the Diagnosis: 7
 Omgenital Adrenad G yeerpatd o S
.. M AfUS
- A genehc dlorder wnere me adrenaf| ‘Z;q{m{%# (hyatratior) /
2lands CaNnot prddte enough | iFy ?[‘:‘r’i‘i > y
and a{doftermy. To Componuoate the body -a’ e 1 /
0Ver¥ Prodveel ACTH, cauring undartd a4504 Nydration G
3. Identify the most likely and worst possible 4. What interventions can prevent the listed |
complications. complications from developing?
- e mdt |{kdy Comnplicahon - Bdminiftering ydrtnhsont al ordered fo \
denydrabon due o o Uik imbalance. | YFIALL W missing Camast
~The Wivdt postile (i plicahion wowld Lot -MMWH \V HW“QI wW| ¢]echolytes » DONS TiCL
Adreniad UnREis ; witn ¥ a4 meddced ~(miinous Vitad Nignt
~STRACT | ¥ Oy and daxly weights
Umergenty.
5.What clinical data/assessments are needed to . What nursing interventions will the nurse
identify these complications early? Emplement if the anticipated complication
- : 1§ A N u lops?
La.bJ RM P (10Hng @ Na, K, glucs ) MERIORRT i 5 v 1N edeont e At
— unﬂt OW (L \lePdlhr) n Polus Y ﬁw'df Ptr order- dehydmhion
~§ignd o dehydrahon
7. Pain & Discomfort Management: 8. Patient/Caregiver Teaching:
List 2 Developmentally Appropriate
Non-Pharmacologic Interventions Related to Pain [1. PAFef}s Mugt pe able 1o Cognie STgns 0{_\\
& Discomfort for This Patient. adrenad s | \
CAH 1§ \LRAONA 4 PO X W ;
: ¥ cS\NO\O\(?\\i'ﬂq $RYOO, W\o\mm&r\k ted aay
: ; - B.NRA hdnin: NEVee SER Stevoids andg
HPOVAL! Fecunhy and tower stvers \evels QIVE “Shress™ AVEES AN Waest, fever, \:r Soress
2.\ ON- Mt MMl ng (PAGR ) ny Safety \ssues identified: |
W §Week- LAgt gecasiionally QAASKS XN AdRAIA (R W SEOMAL dee
.. AV 0WRA SAQRA | o¢ \r\ ANCRRA SR FEA «
Ls So0mes , devveases pan - and eeys R SORE bl
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Student Name: Zane~| Thomvion Patient Age: &ws.
fD ate: i1]o4[rery Patient Weight: 3 31 kg

Abnormal Relevant Lab Tests linical Significance

- = e - il

Complete B_lqod Count (CBC) Labs

il - . |
=
e
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Metabolic Pa_ne? Labs

——

M;sc.jLabsL :
Absolute Neutrophil Cos
(ANC) (if applicabte

= T

Lab TRENDS concerning to Nurse?

N0 Abnormad |AlS
K*'® [0 n £D in 0derlq but nar peen coaretted sitncee tmen .

11. Growth & Development:
*List the Developmental Stage of Your Patient For Each Theorist Below.

*Document 2 OBSERVED Developmental Behaviors for Each Theorist.
*If Developmentally Delayed, Identify the Stage You Would Classify the Patient:

Erickson Stage: TRUST vs M1 §TRUST
1. (N to express needs (FE2ding, Coment, ebc.) o (tAblishing bmd Witn ynom

2. Tum{ roward mom’s vace and ¢ (am¥med by her uoh

Piaget Stage: ¢ n Sovi motw—

1. Bty Follan$ Cloft b)ecks waii md fef

1 TE——

2. Trying o PAEVANAL Tn Wis mouth

|

Please list any medications you administered or procedures you performed during your shift.
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Pediatric Floor Patient #1

GENERAL APPEARANCE

_ CARDIOVASCULAR PSYCHOSOCIAL /
| Appearance: riHealthy/Well Nourished | Pulse: mRegular o Irregular Social Status: 7 Calm/Relaxed 0 Quiet
" wNeat/Clean oEmaciated o Unkept wAStrong o Weak o Thready (7 Friendly 0 Cooperative & Crying
Developmental age: 0O Murmur o Other ¥ 7 Uncooperative s Restless
&'Normal o0 Delayed Edema: o Yes e#No Location o Withdrawn o Hostile/Anxious
0l+ 02+ 03+ 04+ Social/emotional bonding with family:
NEUROLOGICAL Capillary Refill: &< 2 sec 0> 2 sec wPresent 1 Absent
LOC: wAlert o Confused o Restless Pulses:
@ Sedated @ Unres ans-live - Upper R 3f L 3t / Allani ol /
| _ P [ R ! Slte-'_QEﬂ_f' o INT o None
| Oriented to: ower _.Zu"_ ar._ Ry yase
o Person 0 Place o Time/Event 4+ Bounding 3+ Strong 2+ Weak Type/Location:_244 /
Z’Appropriate for Ace 1+ Intermittent O None P ' T
ARpIop g | Appearance: &'No Redness/Swelling |
Pupil Response: orEqual 0 Unequal ELIMINATION o Red o Swollen |
erReactive to Light o Size Urine Appearance: dwr W o Patent 0O Blood return
FontaneI:E(Pt < 2 years) &Soft erFlat Stool Appearance: Dressing Intact: =Yes © No
= BL{Igmg 0 Sunken 0 Closed 0 Diarrhea o Constipation Fluids: D5 NS * Z_D_J‘_-QL._Q_LH_LQ‘_'J.D"
Extremities: 0 Bloody o Colostomy _
wAble to move all extremities SKIN
0 Symmetrically o Asymmetrically : :
Grips: Right §  Left S GASTROINTESTINAL Color: wPink o Flushed o Jm::dlce‘d
Pushes: Right _§  Left Abdomen: ®Soft oFirm o Flat C Cyahotic 1 Pale UCNaT"aDO" Pt
S=Strong W=Weak N=None o Distended 0 Guarded Condition: ® iiuag'n 0 LOO! LILAY
EVD Drain: 0O Yes mNo Level Bowel Sounds: ®Present X ﬁ quads 0 Diaphoretic 4
Seizure Precautions: 0 Yes Mo 0 Active 0 Hypo O Hyper o Absent Turgor: @< 5 seconcfs i seconl .
Nausea: 0O Yes =No Skin: ®&1ntact o Bruises 0 Lacerations
i ' down
Vomiting: 0 Yes @No 0 Tea_rs E’Rash‘ E].Skll“l Break
RESPIRATORY Passing Flatus: O Yes &'No Location/Description: diayey yash
Respirations: m’ﬁegular O Irregular Tube: 0O Yes #'No Type Mucous Membranes: Color:
o Retractions {type) ocation nserted to _om_ | ¥Moist o Dry o Ulceration
0 Labﬂfedd 0 Suction Type: N PAIN
Breath Sounds: , Scale Used: 0 Numeric =FEAEC O Faces |aor N-pPAS S
Clear ' Right o Left Location:
Crackles = ORight O Left NUTRITIONAL Type: " T
Wheezes 0O Right o Left Diet/Formula: ¥(YMW4, wtAtmil K Dain ;mcore* G YL
Diminished 0O Right O Left Amount/Schedule: Q% 0800 1/‘ 1200 1600
Absent o Right O Left Chewing/Swallowing difficulties:
Eﬁioom Air 0O Oxygen aYes @No WOUND/INCISION
Oxygen Delivery: t*None
o Nasal Cannula: ____L/min MUSCULOSKELETAL Type: L
: _ Location:
0 BiPap/ CPAF_" 0 Pain 0 Joint Stiffness o Swelling D::cr? pl:cion'
2 Ve:t: ETT size @ s 0 Contracted 0 Weakness 0 Cramping \ Daassing: )
O Other: aSpasms O Tremors : —
Trach: oYes #fNo ety \ TUBES/DRAINS \
Size Type O RA OLA ORL 0Ll &Rl «None
Obturator at Bedside 0O Yes 0O No Brace/Appliances: 0 None 0 Drain/Tube
Cough: oYes &No Type: Site-
O Pl:oductwe 0 Nonproductive MOBILITY . \ Type: ‘
Secretions: Color Dressing:
Consisten D Ambulatory o Craw! 0 \n Arms . Coch P —
Y _ _ Suction:
Suction: ¥ Yes o No Type Py O Ambulatory with assist N Dransgs avaaie
: 0 Assistive Device: 0 Crutch o \Walker : SR
Pulse Ox Site Vale badadd Drainage color:
Oxygen Saturation: ﬂ!_!'!‘ 0O Brace 0 Wheelchair edridden \
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Pediatric Floor Patient #1

-

N PO .cma, aaw&:git Jam INTAKE/OUTPUT

PO/Enteralntake | 07 | 08 | 09 | 10 | 11 | 12 [ 13 [ 14 [ 15 [16 [ 17 ] 18 Tota/
PO Intake/Tube Feed _

Intake — PO Meds | | /
IV INTAKE |07 *" 08 | 09 | 10 | 11 [ 12 [ 13 [ 14 15 16 | 17 13 Total
'V.Flmd lq“"‘Jr H""—Jr (| 14m | [Hme / ’70””'

1V Meds/Flusb | 4. Um (oMl /0 74mu /
1 24mz. 7'#7»!-

Calculate Maintenance Fluid Requirement (Show Work) | Actual Pt IV Rate

3'5‘“-/5)”@: 14.125 - |4m1.{h|/ I/.’m:_./hr /
Z4hvs. Rationale for Discrepancy (if applicable) /

OUTPUT 07 | 08 | 09 | 10 | 11 | 12 |13 14151617 |18 | Total |

Urine/Diaper 944 M mi!

Stool | | | _l

Emesis

Other

Calculate Minimum Acceptable Urine Output shry | Average Urine Output During Your Shift

\me[ kgl hy -a A4 mL

| x 239 x5 - A5% |11 mL per my sFt (S 94 = 5 nourd = %83 mLpernour v

X339 %12 -0 E% 4 mLyper |2 hour Shu Ft

Children’s Hospital Early Warning Score (CHEWS)

(See CHEWS Scoring and Escalation Algorithm to score each category)
Circle the appropnate score for this category:

Behavior/Neuro |0 1 ’@ - |

—— — ————

- — —

Circle the appropriate score for this category:

Cardiovascular |@ 1 2 3 J

Circle the appropriate score for this category: \
Respiratory 0 2 3 \\
Staff Concern 1 pt — Concerned \
Family Concern 1 pt — Concerned or absent \
CHEWS Total Score \
s S Total Score (points) ) - \AQMO\N \
Score 0-2 (Green) — Continue routine assessments \

Score 3-4 (Yellow) — Notify charge nurse or L\P, 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 persnnne\ per unit standard for
bedside evaluation, Notify attending physician, Discuss treatment plan with team, \ncrease
frequency of vital signs/CHEWS/assessments, Document interventions and notficanions

CHEWS Total Score




