IM5 Clinical Worksheet - PICU

Date: 11/19/2025

1. Admitting Diagnosis and Pathophysiology

(State the pathophysiology in own words)
Respiratory distress. This happens when the
infant can’t maintain adequate oxygen due to
increased airway resistance, immature lung
function, mucus buildup, or inflammation. This
causes the baby to work harder to breathe, using
accessory muscles and increasing respiratory rate
to compensate.

Patient Age: 5 weeks
Patient Weight: 4.415 kg

| 2. Priority Focused Assessment R/T Diagnosis:

Respiratory assessment. Breath sounds, oxygen
saturations, work of breathing and chest
movement. Monitor respiratory rate, rhythm,
retractions, nasal flaring, and grunting.

3. Identify the most likely and worst possible
complications.

Most likely: Worsening hypoxia, dehydration due
to tachypnea, fatigue from increased breathing
work.

Waorst possible: Respiratory failure, apnea, cardiac
arrest secondary to hypoxia.

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

Continuous pulse ox monitoring, frequent
respiratory assessments, positioning to open the
airway, suctioning to clear airway, oxygen and
hydration.

5. What clinical data/assessments are needed to
identify these complications early?

Vital signs, breath sounds, cap refill, skin color
changes, level of alertness, irritability, retractions,
grunting, nasal flaring.

6. What nursing interventions will the nurse
implement if the anticipated complication
develops?

Increase oxygen, notify dr, IV access, provide
suctioning and maintain airway, and cluster care.

7. Pain & Discomfort Management:

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

1. Swaddling, non-nutritive sucking

2. Soft talking and rocking

8. Patient/Caregiver Teaching:
1. Signs of respiratory distress (retractions, fast
breathing, color changes)

2. Upright position when feeding to avoid
aspiration

3. Importance of follow up appointments
Any Safety Issues Identified: Risk for aspiration,

risk of accidental removing of oxygen, position
safety risk (no loose blankets, maintain airway)

| took out this pt's IV

Please list any medications you administered or pm&edures you performed during your shift:




PICU

GENERAL APPEARANCE

CARDIOVASCULAR *

PSYCHOSOCIAL

Appearance ealthy/Well Nourished

}’Ne&t}tlean cEmaciated 0 Unkept
Developmental age:

A MNormal 0 Delayed

NEI._I_R_OLOGICAI. .
LOC: ZAlert o Confused 0 Restless
o Sedated O Unresponsive
Oriented to:
o Person 0 Place o Time/Event
#Aopropriate for Age
Pupil Response: #Equal © Unequal
fReactive to Light o Size
Fontanel: (Pt < 2 years) #Soft o Flat
0 Bulging © Sunken o Closed
Extremities:
# Able to move all extremities

Pulse: j#Regular o Irregular
o Strong 0 Weak 0 Thready
o Murmur 0 Other
Edema: 0 Yes @No Location
Oly 02+ 03+ Dd+
Capillary Refill: < 2 sec 0> 2 sec
Pulses: <
Upper R % L
Lower R LI
4+ Bounding 3+ Strong 2+ Weak
1+ Intermittent 0 None

Social Status: f Calm/Relaxed O q.niet
o friendly O Cooperative O Crying
#Uncooperative © Restless
- Withdrawn © Hostile/Anxious
Social/emotional bonding with family:
A Present o Absent
IV ACCESS
Site: If-il Q ‘2l red oINT 0 None
o Central Line

Type/Location ——
A o No Redness/Swelling

o Red o Swollen

ELIMINATION
Urine App e
Stool Appearance:
o) Diarrhea 0 Constipation
0 Bloody 0 Colostomy

o Patent o Blood return
Dressing Intact: #Yes ONo .
Fluids: DS/ (0 4 U0

SKIN

o Symmetrically © Asy ically
Grips: Right S left S
Pushes: Right _ S Left S
S=Strong W=Weak N=None
EVD Drain: 0 Yes o No Level
Seizure Precautions: © Yes g No

GASTROINTESTINAL »

Color: © Pink O Flushed O laundiced—

RESPIRATORY =

Respirations: j#/Regular 0 Irregular
o Retractions (type)

o Labored
Breath Sounds:
Clear o Right o Left
Crackles  oRight olLeft
Wheezes o Right o Left
Diminished #Right left
Absent oRight o Left
o Room Air Oxygen
Oxygen Delivery:

/Na sal Cannula: £_L!min SUmn

0 BiPap/CPAP:

oVent: ETTsize__ @ cm
o Other:
Trach: oYes #No
Size Type
Obturator at Bedside © Yes o No
Cough: #Yes oNo
roductive © Nonproductive

Secretions: Color_Lyv
Consistency

Suction: gf‘re; o r_T\.rp@:\}ﬁ&
Pulse Ox Site 4
| Oxygen saturation: 47770

Abdomen: o 5oft o Firm o Flat
o Distended © Guarded

0 Cyanotic 0 Pale gNatural for Pt
Condition: © Warm } | o Dry

Bowel Sounds: @ Present X '~ quads fDiaphoretic

1 Active 0 Hypo O Hyper O Absent rgor: /t 5 seconds o > 5 seconds
Nausea: ©Yes @ No Skin: fntact o Bruises O Lacerations
Vomiting: o Yes o'No o fears o Rash o Skin Breakdown
Passing Flatus: #Yes o No Location/Description:
Tube: s7Yes oNo Type Ali v vl | Mucous Color:

Location Q-i' Inserted to cm /‘ﬂom 0 Dry o Ulceration

0 Suction Type: PAIN

Scale Used: o Nurnerlcf'FLACC o Faces
NUTRITIONAL sy

Diet/Formula: ‘ ype:
A t/Schedule: i) ML £am Lo Ms:ntf-_ o : S :
Chewing/Swallowing difficulties:

r;‘r:ggf aNa i WOUND/INCISION

. o None

MUSCULOSKELETAL Type: __ s

o Pain o Joint Stffness 0 Swelling Descrk =
o Contracted o Weak o Cramping i ?nii: =
oSpasms O Tremors =
Movement: TUBES/DRAINS

uRAuLAan.nLL/Ml o None
Brace/Appliances: © None 0 Drain/Tube

Type: Site:

MOBILITY Type: //
o Ambulatory 0 Crawl #1n Arms Suctio o
o1 Ambulatory with assist Drai -~
Assistive Device: 0 Crutch 0 Walker ge '
inage color:

0 Brace 0 Wheelchair nBedridden
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PICU

POJEm INTAKE/OUTPUT i
—mé‘:’;‘t? 07 |08 09 10| 11|12 [13[14 151617 | 18 | Total |
(/UD€ Feed 45 |4s |4 I35
Intake - PO Meds 5 48 15 ——

:: :T‘%ﬁ_ 07 [08 |09 [10] 1112131415 16 ] 17 18 | Total |

ui :

SLALUI - 32 Z 26

IV Meds/Flush <

C?Iculate Maintenance Fluid Requirement (Show Work) = Combined Total Intake for Pt (mL/hr)

H.us x\?é |6t="Tetak
X i - {
{Al.S mLldox e .
v 5 - { el /6 27 Lk
Ill;:‘ -<\ ! E“‘,

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

Urine/Diaper C 21

Stool

Emesis

Other

Calculate Minimum Acceptable Urine Output Average Urine Output During Your Shift

Wit i sk 2.5l e
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 o ! 11 2 3

Cardiovascular

| Circle the appropriate score for this category:
i0) 1 2 3

Circle the appropriate score for this category:

Respiratory 0o (1y 2 3
Staff Concern 1 p} - Concerned
Family Concern 1 pt - Concerned or absent
CHEWS Total Score

Total Score (points) =
Score 0-2 (Green) = C routine t:
Score 3-4 (Yellow) — Notify charge nurse or LIP, Discuss treatment plan with team, Consider higher

CHEWS Total Score level of care, Increase frequency of vital signs/CHEWS/assessments, Document interventions and

nonfications

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/! s, Document interventions and notifications




CHEWS Scoring and Escalation Algorithm

L] 5 1 ¥
= Playing/veeping | - Sieepy, somnolent = Irritable, difficult to = Lethargic. confused, Roppy OR
pprogriately when not disturbed conole OR = Reduced response 10 pain OR
BehaviorfMewrs | " - Increane m patient’y  Brolonged o frequent werure
= Adert, at Baselne seuure activity on
patient’s - Pupily asymmetrical or thaggrsh
Bawbne
= Skin tone = Pale OR = Grey OR = Grey and mottied OR
appropriate for | - Capillary refill 34 - Capillary refil 4-5 = Capilary refill > § seconds OR
patient seconds OR seconds OR = Severe tachycardia OR
Conflovascular | Capatary refil | - Ml tachycarsin O | - - New onset bradycardia OR
< 2 wconds = Intermittent ectopy or = New onset/mcrease in ectopy,
rregular HR jnot new) wregular HR or heart block
= Within normal | = Mild / =N hypnea/ = Severe tachypnes OR
parameters increased WOB increased WOB [Le. = R < normal for age OR
= No retractions. (Raring, retracting) OR flaring, retracting. - Severe mcressed WOS (Le.
- Up to 40% frunting, use of head bobbing, parsdosical
Wpph orygen ¥ muscles) OR e) OR
OoR - 40-60% owygen via mask | - > 60% orygen v mask OR
=Up to 1L NC > patient’s or = 2 L NC more than patient’s
Rewpir story baseline need OR = 1-2 1L NC > patient’s baseline need OR
= Mald desaturationy buanekne need OR = Mebs O 30 merutes = | how OR
« patient’s baseline OR | - Mets O 1-2 hous OR - Sarvere dedturatons
N N o < patient’s baselng OR
selt resalving < parthent’s baselne OR - Apred requinng nterventon
- Apreea requiring ather than repostioneng or
repoubonng of twmdaton
stmulaton
Seaff Concern =~ Concerned
Family Concern = Concerned or absent
Yellow = Score 3-4
= Continue Routine =Notify charge nurse or LIP
Assessments = Discuss treatment plan with team p l per unit dard for bedude evaluation
= Consider higher level of care - Notify attending physician

= Increase frequency of vital signs /
CHEWS / assessments
= Document interventions and

notifications O

l A PEDIATRIC CODE CAN BE ACTIVATED AT ANYTIME BY ANYONE |
Use SBAR communication
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