Pediatric Assessment Database
Student Name: 
Amber Sisi




Date: 10/19/12 




Directions: Complete the database reflecting on theory and principles covered in your text book and lecture. Databases are due with your Evaluation of Clinical Performance Tool each week on Monday.

Age: 8 mos old  Gender: Female

Allergies: No known allergies
Allergy reaction: NA
Reason for Admission: Subglottic stenosis (severe tracheal stenosis)
Medical diagnosis: Subglottic stenosis, constipation, feeding problems, chronic lung disease, bronchopulmonary dysplasia, reflux
Past Medical History: ELBW, hearing impairment, developmental delay, retinopathy of prematurity, neonatal sepsis d/t group B strep, inguinal hernia repair, tracheostomy
Objective 1-Competency E: Identify safety measures required for this child while in the hospital environment:
Our patient was in an age appropriate crib with two side rails up. She was allowed a head cushion and stuffed animals nearby. Her HOB had to be elevated about thirty degrees at all times. Rolled up blankets were used for keeping her positioned up in the crib properly, although we had to boost her up several times. Her room was located near the nurse's station for close observation. She also had the necessary medical equipment nearby such as an ambu bag, cardiac monitor, continuous pulse ox, suction equipment, O2 supplies, and a soft "belt" to keep tubes in place. Her activity level was ordered as "age appropriate with supervision." Other safety measures included maintaining aspiration, fall, and reflux precautions. 
Objective 1-Competency N: Identify cultural factors that may influence the care of this child.
We did not have a whole of background information on our child. From what I could gather from the chart was that social work was attempting to place her in a long-term care facility due to her parents not feeling that they could take her home in her present state. Her family is also on financial assistance. There are two other sons in the family, and according to the chart – the maternal grandmother is planning to move in with the family soon. The mother also has health issues of her own including asthma, DM, and a seizure disorder. 
Objective 2-Competency E: Practice/observe safe medication administration. Calculate pediatric medication dosages correctly and determine appropriateness of the dose.
1. Describe the appropriate method of medication administration for your pediatric patient’s age.

In general pediatric dosages are based on body weight, body surface area, and maturation of body organs. For IM injections, the vastus lateralis is the preferred location for administration Some of our patient’s medications were ordered to be given orally, topically, and via inhalation. Other meds can be given via feeding tube (NG). When administering meds to infants, hold the infant in a semi-upright position to prevent aspiration. Meds can be placed into nipples from which the infant can suck. Our patient didn’t have any IV access, but it is also an option. 
Information from ATI RN Nursing Care of Children book. 

2.  Choose one medication order and calculate the correct dose for your pediatric patient, show your

      work.

Ordered: Miralax 4.25 grams (mix in 30 mL water)

On hand: Miralax 17 grams

4.25 g/17 g x 1 packet/1 = 0.25 Miralax packet (to be mixed in 30 mL water)

2. Is this dose appropriate for your pediatric patient? Explain.

According to the Medscape medical app, the correct dosage for a pediatric patient is 0.5-1.5 g/kg PO daily. Our patient weighed 6.44 kg so the dosage of 4.25 grams is in the safe range of 3.22 grams – 9.66 grams allowed . 
Objective 3-Competency A: Identify a legal, moral or ethical issue and explore the implications for your pediatric patient. Give potential or actual issues you may have witnessed in the clinical setting.

An area with potential legal implications in this particular clinical setting might be the absence of infant security tags. Although there is an entry code to get onto the unit, it seems that a child might still be at risk for abduction without having personally attached security tags. The presence of agency nursing staff may also have implications of its own. These agency nurses may be unfamiliar with unit policies and procedures which in turn might lead to errors or inadequate safety measures.
Objective 4-Competency A: Formulate one priority nursing diagnosis based on assessment, pathophysiology, and your pediatric patient’s chief concern. Validate the nursing diagnosis through the use of defining characteristics. Establish positive outcomes for the nursing diagnosis.
#1 Priority Nursing Diagnosis:

Defining characteristics:

Outcome(s):

Objective 4-Competenct G:  Summarize witnessed examples of patient/family advocacy.

Nothing was actually witnessed, however in reading through the notes in the patient’s chart I found that social work staff were attempting to place patient in a long-term care facility due to her parents feeling they were not able to care for her at home in her present state. 

Objective 6-Competency A & C: Identify an area of strength for you.
I feel  that I am pretty strong in clinical situations due to my background of hospital nursing for the past five years. I have mostly dealt with adults in the acute care setting so this clinical experience in the children’s rehab center should be pretty interesting and full of new learning opportunities. 
Objective 6-Competency F:  Describe initiatives in seeking out new learning experiences.

I sought out new experiences this past clinical by participating in the care of an 8 month old girl with a trach and NG tube. I have never seen a child with either of these before. I was able to successfully tracheal suction our patient once and did observe the suctioning on two other occasions. We also completed a head to toe assessment and observed a feeding. 
Objective 6-Competency B: Identify an area for improvement and set a goal for you to meet this need.

An area of improvement might be to try to become more familiar with the EPIC charting system on our next clinical day in order to be able to obtain information in a more timely fashion. 
Physical Assessment Data
Vital signs

	TPR:

36.4 (97.5)

Axillary
	BP:

101/51 in the left arm
	HT:

63.5 cm
	WT:

6.435kg
	Head Circumference: 41 cm

Abdominal Circumference: 46 cm




Nutrition

	Oral 

Formula

Breastfeeding

Nasogastric

Gastrostomy
	Diet: NA
Supplemental snacks: NA

Type: Neosure 30kcal/oz
Schedule: 1400 and 1800

Tube size: #6Fr
Formula:_Neosure 30kcal/oz

Schedule: Every  4 hours 120ml over 1.5 hours 
Gastrostomy tube:  Yes_______  No_______NA_X___ Size:___________

Mic-Key:        Yes______    No______NA__X___

Size:_____

Describe the site:


	Comments:

Nursing and PT to feed per bottle prior to NG feeding to allow for trial feedings.

No students to feed.


Pain Assessment

	Location:    NA
	Quality:    NA
	Intensity:   NA

	Tool Used: Circle One
	Faces (0-1-)

NA
	VAS (1-10)

NA
	FLACC Score:

(See below)      0


FLACC: (Circle all that apply)                0=relaxed


4-6= moderate

                                                                  1-3=mild                                              7-10=severe

                                                                            0                                               1                                                     2

	Face
	No particular expression or smile
	Occasional grimace or frown, withdrawn, disinterested
	Frequent to constant frown, clenching jaw, quivering chin

	Legs
	Normal position or relaxed
	Uneasy, restless, tense
	Kicking or legs drawn up

	Activity
	Lying quietly, normal position, moves easily
	Squirming, shifting back & forth, tense
	Arched, rigid or jerking

	Cry
	No cry (awake or asleep)
	Moans or whimpers, occasional complaint
	Crying steadily, screams or sobs, frequent complaints

	Consolability
	Content, relaxed
	Reassured by occasional touching, hugging or being talked to, distractible
	Difficult to console or comfort


Circle all that apply:

	Head
	Fontenels:            SOFT/FLAT                Full                  Bulging              Tense                  Sunken

Shunt:                   Yes          NO                       Describe if yes:


	Eyes
	Pupils:     R size  3MM             Reaction:YES

                 L size 3MM               Reaction:YES

Opens spontaneously:      YES       No
	TRACKING                 CLEAR                hemorrhagic

Strabismus            Nystagmus            Other:


Describe:

	Ears
	· Canals

· NO DISCHARGE NOTED
· SYMMETRICAL
· Best response to auditory stimulus
	Mouth
	· Mucous membranes MOIST
· Teeth  NONE
· Gums  PINK


Circle all that apply:

	Nose
	· Flaring                           Yes             NO
· Patent Nares                YES            No

· Discharge                      Yes            NO                   Describe:

· Odor                              Yes            NO                   Describe:


Circle all that apply:

	Respiratory
	Chest:   SYMMETRICAL       Respiratory effort:      

              Asymmetrical                         UNLABORED

              Retracting                                      labored

Describe:
	Lung sounds: Describe
Clear

Wheeze

RHONCHI

Rales
	Cough:YES

THIN, WHITE, SMALL AMT.

Sputum:

Describe:


Circle all that apply:

	Oxygen use:       YES     No

Administration of Oxygen:

Nasal Cannula        Mask

TRACH COLLAR            Blow by
	Flow rate:

1/8L
	SpO2

99%
	Trach: 3.5                YES              No
Size:  SHILEY

Extra trach(s) at bedside:       YES       No

Size(s)


Circle all that apply:

	Cardiovascular
	Heart sounds:

REGULAR                Irregular

Muffled               Murmur

Explain if not regular:


	Pulses:

Radial      PRESENT      STRONG     Weak

Pedal       PRESENT      STRONG     Weak

Femoral  PRESENT      STRONG     Weak
	Capillary refill: (<2seconds)  YES    No

Cyanosis        Yes    NO

Mottling        Yes    NO

Clubbing

fingers          Yes    NO


Circle all that apply & Describe:

	Musculoskeletal
	ROM- FULL ROM

Muscle tone-   FLEXIBLE

Hand grasp-   EQUAL BILATERALLY

Paralysis- NA

Kyphosis- NA

Scolliosis- NA
	                                       Type

Cast:   NA

Splint(s):   NA

Braces:   NA


Describe:

	Skin
	Color-  PINK MUCUS MEMBRANES

Turgor-  GOOD SKIN TURGOR NOTED

Rash-  NA

Bruises-  NA


	Wounds:

Type-  NA

Size-  NA

Location-  NA

Drainage-  NA

Edges approximated:    Yes   No

Treatment:  NA




	Abdomen


	Bowel Sounds:     Left  upper quad___+_     Right upper quad___+_____

                                Left  lower quad___+_     Right lower quad___+____

Hernia :                  Yes_______                              No:____X_____

   Type/Describe:

Describe:

Male genitalia: NA

Female genitalia: LABIA SYMMETRICAL, NO REDNESS OR EDEMA NOTED, NO DRAINAGE NOTED

Anus:  UNREMARKABLE


	Comments:

Comments:


Calculate the BSA for your pediatric patient. Show your work.

63.5CM X 6.435 KG = 60 M2

	Test
	Date (Initial)
	Result
	Date (Most Recent)
	Result
	Normal Range
	How related to the medical diagnosis?

	HEMATOLOGY
	
	
	
	
	
	

	WBC
	7/3/12
	11.57
	
	
	6-13.32
	NORMAL

	RBC
	7/3/12
	5.17 H
	
	
	3.43-4.80
	POOR OXYGEN PERFUSION

	HGB
	7/3/12
	11.6
	
	
	9.6-12.4
	NORMAL

	HCT
	7/3/12
	35.5
	
	
	28.6-37.2
	NORMAL

	MCV
	7/3/12
	68.7
	
	
	70-84
	NORMAL

	MCH
	7/3/12
	23.4
	
	
	23-30
	NORMAL

	MCHC
	7/3/12
	32.7
	
	
	31-37
	NORMAL

	RDW
	7/3/12
	14.8
	
	
	<16
	NORMAL

	PLT
	7/3/12
	365
	
	
	150-450
	NORMAL

	MPV
	
	NA
	
	
	
	

	Lymph
	7/3/12
	60.0
	
	
	45-76
	NORMAL

	Mono
	7/3/12
	10.0
	
	
	3-6
	

	Segs
	
	NA
	
	
	
	

	EOS
	7/3/12
	6.0
	
	
	0-3
	HX NEONATAL SEPSIS

	Baso
	7/3/12
	0.0
	
	
	0-1
	NORMAL

	CHEMISTRY
	
	
	
	
	
	

	Glucose
	7/3/12
	43
	
	
	60-105
	

	BUN
	7/3/12
	12
	
	
	
	

	Creatinine
	7/3/12
	0.24
	
	
	<0.6
	NORMAL

	Sodium
	7/3/12
	132
	
	
	136-145
	

	Potassium
	7/3/12
	7.5
	
	
	3.7-5.6
	CONSTIPATION

	Bicarbonate
	6/7/12
	29.8
	
	
	
	

	Total Protein
	6/7/12
	6.4
	
	
	4.2-7.4
	NORMAL

	Albumin
	6/7/12
	5.0
	
	
	2.0-4.0
	

	Calcium
	6/7/12
	10.9
	
	
	8.8-11.2
	NORMAL

	Total Billirubin
	6/7/12
	2.0
	
	
	2.0-10.0
	NORMAL

	COAG STUDIES
	NA
	
	
	
	
	

	PT 
	NA
	NA
	
	
	
	

	APTT
	NA
	NA
	
	
	
	

	INR
	NA
	NA
	
	
	
	

	URINALYSIS
	NA
	NA
	
	
	
	

	Color
	NA
	NA
	
	
	
	

	Clarity
	NA
	NA
	
	
	
	

	Spec. Gravity
	NA
	NA
	
	
	
	

	RBC
	NA
	NA
	
	
	
	

	WBC
	NA
	NA
	
	
	
	

	Protein
	NA
	NA
	
	
	
	

	Urobilirubin
	NA
	NA
	
	
	
	

	Bilirubin
	NA
	NA
	
	
	
	

	pH
	NA
	NA
	
	
	
	

	Bacteria
	NA
	NA
	
	
	
	

	Blood Gases
	
	
	
	
	
	

	pH
	6/7/12
	7.4
	
	
	7.35-7.45
	NORMAL

	Partial CO2
	6/7/12
	47.7
	
	
	35-45
	POOR OXYGEN PERFUSION

	Partial O2
	6/7/12
	36
	
	
	70-100
	POOR OXYGEN PERFUSION

	Bicarb
	6/7/12
	29.8
	
	
	
	

	O2 Sat
	6/7/12
	68
	
	
	90-95
	POOR OXYGEN PERFUSION

	FIO2
	6/7/12
	
	
	
	
	

	Total Co2
	6/7/12
	31
	
	
	19-29
	

	ENZYMES
	
	
	
	
	
	

	Alk Phos
	7/3/12
	454
	
	
	85-400
	

	ALT (SGPT)
	7/3/12
	21
	
	
	8-36
	NORMAL

	Amylase
	
	
	
	
	
	

	AST(SGOT)
	7/3/12
	65
	
	
	18-74
	NORMAL

	CK Total
	
	
	
	
	
	

	CK MB
	
	
	
	
	
	

	LDH
	
	
	
	
	
	

	Lipase
	
	
	
	
	
	


Other Diagnostic Tests

	Test
	Date
	Results

	Direct laryngoscopy
	6/26/12
	Severe tracheal stenosis

	XR Abd


	6/1/12
	Nospecific bowel gas pattern, tip of NG in stomach

	XR Chest


	6/1/12
	Coarse fibrotic markings in lung bases consistent with BPD, heart size normal, no acute infiltrate

	
	
	

	
	
	


Management of: Subglottic stenosis

Pathophysiology (brief) of the Disease/Disorder:

Subglottic stenosis is basically a narrowing of the subglottic airway which is housed in the cricoid cartilage. It can be acquired (infection or trauma) or congenital. Acquired can be caused by mechanical trauma related to endotracheal intubation. 

Medical History Pertinent to the Disease:

Mother’s history included asthma, DM, seizure disorder, and positive results of GBS and chlamydia. Patient had hx of feeding problems, chronic lung disease, bronchopulmonary dysplasia, and reflux. 

Symptoms:

NG tube r/t poor oral feedings, lung sounds of rhonchi noted anteriorly, small amts thin, white sputum observed/suctioned from trach. 

Nursing Interventions:

Attempts at oral feedings prior to NG feeding, tracheal suctioning PRN, trach care BID, continuous pulse ox maintained at all times, HOB elevated, head cushion maintained. 

Objective 1-Competency F Growth and Development (Please identify actual versus expected)
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