Pediatric Assessment Database
Student Name: Charles Null & Angela Penningtion Date: 10-2-12 Patient Rm # 3A
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: 3yrs   Gender: Male Allergies:  NKDA Allergy reaction: NKDA
Reason for Admission: Resp Failure w/ trach vent dependent, multisystem chronic issues
Medical diagnosis: O2 dependent, Resp Failure w/ trach vent dependent
Past Medical History:  Adrenal Insuff., pacemaker, CRF, NPO, GERD, Hypothyroidism, Pulmonary HTN, Tris, 21, undec., testes, trach, lymphopenia, protein losing enteropathy
Objective 1-Competency E: Identify safety measures required for this child while in the hospital environment:
Monitor trach placement, Maintain patent airway, suction as needed, HOB elevated to promote oxygenation.
Objective 1-Competency N: Identify cultural factors that may influence the care of this child.
After reviewing some of the social workers notes I discovered that staff made multiple attempts to contact mother to be more active in care and go on appointments. The mother has not recently been in to visit the child and has not returned any phone calls. The mother history is not known if polysubstance abuse is an issue or neglect may play a part in the mothers lack of concern for child.
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.

The appropriate method of medication administration for our patient is via g-tube.
2.  Choose one medication order and calculate the correct dose for your pediatric patient, show your

      work.

Levothyroxine 50mcg tab every day via g-tube.

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

Age 1-5 yrs: 5-6mcg/kg po qd.

Safe doses:
Low-5mcg x 13.34kg=66.7mcg

High-6mcgx13.34=80.04mcg

Yes, this is the low dose from skyscape for ped. w/ hypothyroidism.

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.

After reviewing some of the social workers notes I discovered that staff made multiple attempts to contact mother to be more active in care and go on appointments. The mother has not recently been in to visit the child and has not returned any phone calls. The mother history is not known if polysubstance abuse is an issue or neglect may play a part in the mothers lack of concern for child. I discovered the mother at one point in time wanted to bring her child home and care for him however at that time the child was on a vent and required two nurses to help with care. The mother lives with her mother and has other children living with her as well in Lorain, Ohio. The mother attended some educational classes to care for her child however she is unable to find a homecare nurse who wants to care for the child. 
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:

Ineffective airway clearance related to airway malacia
Defining characteristics:

Dyspnea, excessive sputum, cough ineffective, rhonchi of bilateral lungs, Continuous 02, and tracheotomy in place.
Outcome(s):

	Maintain airway patency.

	Expectorate/clear secretions readily.

	Demonstrate absence/reduction of congestion with breath sounds clear, respirations noiseless, improved oxygen exchange (e.g., absence of cyanosis, arterial blood gas [ABG]/pulse oximetry results within client norms).

	Verbalize understanding of cause(s) and therapeutic management regimen.

	Demonstrate behaviors to improve or maintain clear airway.

	Identify potential complications and how to initiate appropriate preventive or corrective actions.


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

Social services advocate for the child needs and well being, plan care the infant for the time of discharge. Social services provide education to the mother to care for child at home and try to find two caregivers to care for the child’s ventilator. The social workers priority goal is to plan for the discharge of the pediatric client. Unfortunately the mother was unable to find a caregiver willing to care for the child at home, therefore the child remains at hospital. The social worker visited the mothers residence in order to assess her living conditions and discovered she lived with her mother and other children.
Objective 6-Competency A & C: Identify an area of strength for you.
Charles strength is assessing and reviewing documentation of the patient to get a more detailed picture of the child’s story. Angela is skilled with providing care to the child because of her experience with caring for children . She is good at identifying the pediatric clients needs and initiating care without need of direction. Angela already has three children therefore she is experienced in caring for pediatric clients and identifying their needs. Together we make a good team because we were able to divide up the work and accomplish our goals.
Objective 6-Competency F:  Describe initiatives in seeking out new learning experiences.

Angela seeked out many new learning activities, such as suctioning  and caring for the clients tracheostomy, transporting the pediatric client from bed to play area. She was also able to monitor and adjust tube feedings, oxyegen, po2 and trach care. Charles was able to bathe the pediatric client and prepare the child for bed.
Objective 6-Competency B: Identify an area for improvement and set a goal for you to meet this need.

Physical Assessment Data
Vital signs

	TPR:
36.4 C
	BP:
125/45
	HT:
82cm
	WT:
13.34 kg
	Head Circumference:
N/A
Abdominal Circumference:
N/A



Nutrition

	Oral 

Formula

Breastfeeding

Nasogastric

Gastrostomy
	Diet: __NPO_

Supplemental snacks:___ NPO _______

Type:Continous TF for 20 hours see comments________

Schedule:___see comments_

Schedule:___ NPO ___

Tube size:____N/A______

Formula:____n/a_________________

Schedule:____n/a________________

Gastrostomy tube:  Yes_______  No_______NA____ Size:____n/a_______
Mic-Key:        Yes______    No______NA_____
Size:_n/a____
Describe the site:

Intact, no drainage noted, no erythema around site. 
	Comments:

Vivonex 30K cal & pedialyte.  Add 375 mL of pedialyte to

 600 mL Vivonex bottle.  Continuous Tube feed for 20 hours @ 65 mL/hr.  Hold tube feed from 1000 – 1200 & 1700 – 1900.


Pain Assessment

	Location:
	Quality:
	Intensity:

	Tool Used: Circle One
	Faces (0-1-)
	VAS (1-10)
	FLACC Score:
(See below)


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               Reaction:

                 L size                Reaction:

Opens spontaneously:      Yes        No
	Tracking                  Clear                hemorrhagic

Strabismus            Nystagmus            Other:


Describe:

	Ears
	· Canals
· Discharge

· Symmetrical

· Best response to auditory stimulus
	Mouth
	· Mucous membranes
· Pink/moist
· Teeth

· n/a
· Gums


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:  Labored
              Asymmetrical                                     Unlabored

              Retracting                                            Grunting

Describe:
	Lung sounds: Describe
Clear

Wheeze

Rhonchi
Rales
	Cough: at times with excessive sputum
Sputum: thick, white
Describe: thick, white


Circle all that apply:

	Oxygen use:       Yes     No

Administration of Oxygen:

Nasal Cannula        Mask

Trach Collar            Blow by
	Flow rate:2 Liters
	SpO2 97%
	Trach:                 Yes              No
Size:  4.0
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- holds head up on own, has a strong hand grasp, able to move all extremeties, pulling self to a standing position with something to hold on to.
Muscle tone- has strong muscle tone however he is only able to stand up for a short period of time while holding onto something.
Hand grasp- strong, reaches,grabs and holds objects in front of him
Paralysis- n/a
Kyphosis-n/a
Scolliosis-n/a
	                                       Type

Cast: n/a
Splint(s): n/a 
Braces: n/a 


Describe:
	Skin
	Color- normal skin pigmentation, brown color
Turgor- good, less than 3 sec
Rash- no rash
Bruises- n/a

	Wounds: n/a
Type- n/a
Size- n/a
Location- n/a
Drainage- n/a
Edges approximated: n/a
Treatment: n/a



	Abdomen


	Bowel Sounds:     Left  upper quad present Right upper quad present
                                Left  lower quad present     Right lower quad present
Hernia :                  Yes                          no
   Type/Describe:

Describe: no
Male genitalia: undescended . testes
Female genitalia: n/a
Anus: patent, normal for 3 years old

	Comments:
n/a
Comments: n/a


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

 √82cm x 13.34 kg
1093.88
3600 
= √0.304 = 0.551 =0.55 m2
	Test
	Date (Initial)
	Result
	Date (Most Recent)
	Result
	Normal Range
	How related to the medical diagnosis?

	HEMATOLOGY
	9/23/09
	
	9/26/12
	
	
	

	WBC
	
	9.99
	
	8.60
	
	

	RBC
	
	4.6
	
	4.61
	
	

	HGB
	
	11.7
	
	8.9 (L)
	
	

	HCT
	
	35.8
	
	29.6 (L)
	
	

	MCV
	
	77.8
	
	64.2(L)
	
	

	MCH
	
	25.4
	
	19.3(L)
	
	

	MCHC
	
	32.7
	
	30.1(L)
	
	

	RDW
	
	18.3 (H)
	
	22.7(H)
	
	

	PLT
	
	447 (H)
	
	399
	
	

	MPV
	
	10.1
	
	n/a
	
	

	Lymph
	
	39.5
	
	5.0 (L)
	
	

	Mono
	
	8.5
	
	7.0
	
	

	Segs
	
	n/a
	
	n/a
	
	

	EOS
	
	0.0
	
	3.0
	
	

	Baso
	
	0.0
	
	0.0
	
	

	CHEMISTRY
	
	
	
	
	
	

	Glucose
	
	69
	
	51 (L)
	
	

	BUN
	
	11
	
	12
	
	

	Creatinine
	
	0.38
	
	0.53
	
	

	Sodium
	
	138
	
	139
	
	

	Potassium
	
	3.0 (L)
	
	5.4 (H)
	
	

	Bicarbonate
	
	27
	
	45 (H)
	
	

	Total Protein
	
	6.2
	
	5.7 (L)
	
	

	Albumin
	
	3.9
	
	3.9
	
	

	Calcium
	
	10.2
	
	8.5
	
	

	Total Billirubin
	
	0.3
	
	0.1
	
	

	COAG STUDIES
	
	
	
	
	
	

	PT 
	
	11.1
	
	11.2
	
	

	APTT
	
	27.9
	
	n/a
	
	

	INR
	
	1.0
	
	1.0
	
	

	URINALYSIS
	
	
	
	
	
	

	Color
	
	Yellow
	
	Yellow
	
	

	Clarity
	
	Clear
	
	Clear
	
	

	Spec. Gravity
	
	<=1.005
	
	1.008
	
	

	RBC
	
	0-3
	
	Neg
	
	

	WBC
	
	0-5
	
	Neg
	
	

	Protein
	
	30
	
	Neg
	
	

	Urobilirubin
	
	n/a
	
	n/a
	
	

	Bilirubin
	
	Neg
	
	Neg
	
	

	pH
	
	7.5
	
	8.5
	
	

	Bacteria
	
	Neg
	
	Neg
	
	

	Blood Gases
	
	
	
	
	
	

	pH
	
	7.275
	
	7.293 (L)
	
	

	Partial CO2
	
	44.0
	
	54.4(H)
	
	

	Partial O2
	
	36.1
	
	43.1(H)
	
	

	Bicarb
	
	19.8
	
	25.5
	
	

	O2 Sat
	
	96.8
	
	96
	
	

	FIO2
	
	n/a
	
	n/a
	
	

	Total Co2
	
	n/a
	
	n/a
	
	

	ENZYMES
	
	
	
	
	
	

	Alk Phos
	
	4.3
	
	5.0
	
	

	ALT (SGPT)
	
	30
	
	29
	
	

	Amylase
	
	
	
	
	
	

	AST(SGOT)
	
	36
	
	36
	
	

	CK Total
	
	n/a
	
	n/a
	
	

	CK MB
	
	n/a
	
	n/a
	
	

	LDH
	
	n/a
	
	n/a
	
	

	Lipase
	
	n/a
	
	n/a
	
	


Other Diagnostic Tests

	Test
	Date
	Results

	n/a

	n/a
	n/a

	
	
	

	
	
	

	
	
	


Management of: Resp Failure w/ trach vent dependent d/t airway malacia
Pathophysiology (brief) of the Disease/Disorder:

The client was born with tracheal malacia which caused airway obstruction.  This malformation/birth defect was so severe it required immediate surgical intervention.  Placement of a tracheostomy tube was most important because breathing and oxygenation has priority.
Medical History Pertinent to the Disease:
The child was born with may deformities which is related to the disease process.  Trisomy 21, abnormally large tongue, airway malacia with respiratory failure which required placement of a ventilator.
Symptoms:

The symptoms the child exhibited was difficulty breathing, poor oxygenation, cyanosis.  Difficulty swallowing and eating which required placement of a G-tube.  Difficulty breathing required placement of tracheostomy and also use of ventilator at night.
Nursing Interventions:

-Maintain a continued flow of oxygen with humidity.
-Use of ventilator at night

-Securely fasten trach collar

-Suction sputum plugs as needed

-Check and maintain skin integrity around stoma and trach site.

-Be sure to monitor for aspiration with use of tube feedings.

-Monitor for s/s of infection

-Monitor SpO2 

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








Developmental Stage�
�



Actual: Trust vs. Mistrust





Age-Appropriate Activities�
�
Actual:  Watches TV (Elmo) claps for attention.  Unable to comprehend meaning of clapping.  Unable to walk, talk or communicate needs.





Expected:  Egocentric play is expected.  Obey commands, stand and walk upright


			








Physical Development�
�
 		


Actual: unable to walk or stand for long periods of time.  He is able to stand for short periods of time while using something to brace himself.  He claps his hands and plays with toys.





Expected:  Walking, running, jumping, climbing





























Cognitive Development�
�



Actual: Unable to speak.  No sign language skills.  Claps for attention only.





Expected: Vocabulary of 900 words. Ability to distinguish faces. Concept of right and wrong.		



































Health Promotion�
�
Occupational Therapy


Physical Therapy


Speech Therapy/ Swallow evaluation


Mother child bonding time





Health Screening�
�
Follow up with surgeon for closure of stoma.  Swallow evaluation  for oral food toleration & d/c of G-tube when necessary.





Injury Prevention�
�
Crib rails up at all times.  Monitor SpO2, stoma site for infection.  Secure placement of tracheostomy to ensure oxygenation.  





Nutrition�
�
Vivonex 30K cal & pedialyte.  Add 375 mL of pedialyte to


 600 mL Vivonex bottle.  Continuous Tube feed for 20 hours @ 65 mL/hr.  Hold tube feed from 1000 – 1200 & 1700 – 1900. 





Immunizations�
�
DTAP


HEP B


HIB


Pneumococcal Vac


Polio






































