Pediatric Assessment Database
Student Name: Elizabeth Fannin & Joshn Muscetta
Date: 11/6-7/12
Patient Rm #____
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: 14mo   Gender: M
 Allergies: none known
 Allergy reaction: N/A
Reason for Admission: Ventilator dependence
Medical diagnosis: Bronchopulmonary Dysplasia & Subglottic Stenosis
Past Medical History: O2 Dependence, plagiocephaly, poor feeding, premature birth (24-26 weeks), trach dependency, chronic lung dependency, Upper Respiratory Infection, Rash, Bronchiolitis, Reflux, Retinopathy of Prematurity, Anemia of Prematurity, Perinatal Intraventricular Hemorrhage (grade 1)
Objective 1-Competency E: Identify safety measures required for this child while in the hospital environment:  
· side rails x4 
· maintain O2 saturation >95% 
· maintain alarms on all monitors
· Provide suction as needed 
· Transport in wheelchair
· constant SpO2 monitoring 

· Patient ID band 

· Fall precautions 

· Patient under direct observation
Objective 1-Competency N: Identify cultural factors that may influence the care of this child.

None Relevant 
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.


Oral administration is appropriate for this patient
2.  Choose one medication order and calculate the correct dose for your pediatric patient, show your

      work.


Pepcid  0.5mg/kg/dose BID , Patient weight is 9.825


0.5 x 9.825 = 4.91mg per dose   Dose is 4.9mg BID
3.  Is this dose appropriate for your pediatric patient? Explain.


Yes, the recommended dose is 1mg/kg/day divided BID, not to exceed 80mg/day for children 1-12yrs. So this dose is in the safe range. 
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.


Moral and ethical issues witnessed are the absence of parents to the patients in the day to day care. Implications for the patient can include lack of emotional ties to the parents, lack of bonding and emotional development, and less one on one interaction 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: 
Impaired Gas Exchange R/T Chronic Conditions
Defining characteristics:

· Dyspnea on exertion
· Inability to move secretions

· Fatigues easily

· SpO2 level <95% on ¾ liters of O2

· Increased metabolic rate

· RR @ 68

· Developmental delays

· HR @ 168 with exertion
· Trach dependency
Outcome(s):

· Maintain respirations 20-32

· Maintain HR between 90-150

· Maintain SpO2 level >95%

· Patient will display no evidence of dyspnea with 30 min of activity
· Patient will display ability to clear secretions

· Patient will meet condition appropriate developmental milestones as identified by PT/OT

· Maintain nutrition adequate to meet child’s needs
Objective 4-Competenct G:  Summarize witnessed examples of patient/family advocacy.

Objective 6-Competency A & C: Identify an area of strength for you.

Libby – I felt suctioning the childs trach was an area of strength for me. I was very nervous but gained confidence and mastered it!


John – I felt I did a great job feeding the child his pureed foods.
Objective 6-Competency F:  Describe initiatives in seeking out new learning experiences.


Libby – I learned how to suction a trach this week!


John – I was enthusiastic to perform trach care for the first time.
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:

11/6 

36.6, 136, 64 

11/7

36.7, 148, 66
	BP:

11/6

   100/50

11/7

   100/62
	HT:

72cm
	WT:

9.825kg

21lb 10.6oz
	Head Circumference:

45cm
Abdominal Circumference:




Nutrition

	Oral 

Formula

Breastfeeding

Nasogastric

Gastrostomy
	Diet: pureed foods
Supplemental snacks:_________________

Type: Alimentum 20kcal/oz
Schedule: 700ml/day goal
Schedule:_______________

Tube size:____________________

Formula:_____________________

Schedule:____________________

Gastrostomy tube:  Yes_______  No__X___NA____ Size:___________

Mic-Key:        Yes______    No__X__NA_____

Size:_____

Describe the site:


	Comments: Provide bottle of formula first, minimum of 500ml day.  Use Dr. Brown bottle. Feed pureed food after with offer of sippy cup in between bites. Additional 200ml liquid can be 50/50 juice/water. 


Pain Assessment

	Location:  None
	Quality: O
	Intensity:
  O

	Tool Used: Circle One
	Faces (0-1-)
	VAS (1-10)
	FLACC Score:   0
(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  3mm    Reaction: reactive
                 L size 3mm      Reaction: reactive
Opens spontaneously:      Yes        No
	Tracking                  Clear                hemorrhagic

Strabismus            Nystagmus            Other:


Describe:

	Ears
	· Canals  - clear
· Discharge – none 
· Symmetrical -  yes
· Best response to auditory stimulus
Patient looks to stimulus
	Mouth
	· Mucous membranes
·  Pink and moist
· Teeth

·   erupting
· Gums    pink and moist


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

Rhonci

Rales
	Cough:

productive
Sputum: clear, thin, moderate


Circle all that apply:

	Oxygen use:       Yes     No

Administration of Oxygen:

Nasal Cannula        Mask

Trach Collar            Blow by
	Flow rate: ¾ Liter
	SpO2 97%
	Trach:                 Yes              No
Size: 4.0 Shiley
Extra trach(s) at bedside:       Yes       No

Size(s) 4.0 and 3.5


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 in all extremities
Muscle tone- ataxic 
Hand grasp- strong bilaterally
Paralysis- none present
Kyphosis- none present
Scolliosis- none present
	                                       Type

Cast:
none
Splint(s):

none
Braces: none


Describe:
	Skin
	Color- pink, warm, moist
Turgor- elastic
Rash- anterior neck
Bruises- right eye shadow

	Wounds: none
Type-

Size-

Location-

Drainage-

Edges approximated:    Yes   No

Treatment:




	Abdomen


	Bowel Sounds:     Left  upper quad  Active     Right upper quad  active
                                Left  lower quad  active     Right lower quad  active
Hernia :                  Yes_______                              No:___X___

   Type/Describe:

Describe:

Male genitalia: uncircumcised male with no abnormalities noted
Female genitalia:

Anus:patent, no abnormalities

	Comments: abdomen round and soft
Comments:


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

9.825 x 72 / 3600  sq root of .1965 = BSA of 0.44 m2
	Test
	Date (Initial)
	Result
	Date (Most Recent)
	Result
	Normal Range
	How related to the medical diagnosis?

	HEMATOLOGY
	NO LABS IN PRIOR 60 DAYS

	WBC
	

	RBC
	

	HGB
	

	HCT
	

	MCV
	
	
	
	
	
	

	MCH
	
	
	
	
	
	

	MCHC
	
	
	
	
	
	

	RDW
	
	
	
	
	
	

	PLT
	
	
	
	
	
	

	MPV
	
	
	
	
	
	

	Lymph
	
	
	
	
	
	

	Mono
	
	
	
	
	
	

	Segs
	
	
	
	
	
	

	EOS
	
	
	
	
	
	

	Baso
	
	
	
	
	
	

	CHEMISTRY
	
	
	
	
	
	

	Glucose
	
	
	
	
	
	

	BUN
	
	
	
	
	
	

	Creatinine
	
	
	
	
	
	

	Sodium
	
	
	
	
	
	

	Potassium
	
	
	
	
	
	

	Bicarbonate
	
	
	
	
	
	

	Total Protein
	
	
	
	
	
	

	Albumin
	
	
	
	
	
	

	Calcium
	
	
	
	
	
	

	Total Billirubin
	
	
	
	
	
	

	COAG STUDIES
	
	
	
	
	
	

	PT 
	
	
	
	
	
	

	APTT
	
	
	
	
	
	

	INR
	
	
	
	
	
	

	URINALYSIS
	
	
	
	
	
	

	Color
	
	
	
	
	
	

	Clarity
	
	
	
	
	
	

	Spec. Gravity
	
	
	
	
	
	

	RBC
	
	
	
	
	
	

	WBC
	
	
	
	
	
	

	Protein
	
	
	
	
	
	

	Urobilirubin
	
	
	
	
	
	

	Bilirubin
	
	
	
	
	
	

	pH
	
	
	
	
	
	

	Bacteria
	
	
	
	
	
	

	Blood Gases
	
	
	
	
	
	

	pH
	
	
	
	
	
	

	Partial CO2
	
	
	
	
	
	

	Partial O2
	
	
	
	
	
	

	Bicarb
	
	
	
	
	
	

	O2 Sat
	
	
	
	
	
	

	FIO2
	
	
	
	
	
	

	Total Co2
	
	
	
	
	
	

	ENZYMES
	
	
	
	
	
	

	Alk Phos
	
	
	
	
	
	

	ALT (SGPT)
	
	
	
	
	
	

	Amylase
	
	
	
	
	
	

	AST(SGOT)
	
	
	
	
	
	

	CK Total
	
	
	
	
	
	

	CK MB
	
	
	
	
	
	

	LDH
	
	
	
	
	
	

	Lipase
	
	
	
	
	
	


Other Diagnostic Tests

	Test
	Date
	Results

	Chest x-ray 

	10-19-12
	No acute findings

	
	
	

	
	
	

	
	
	


Management of:________________________________________________________________________________

Pathophysiology (brief) of the Disease/Disorder: 
· Inflammation of the lung
· architectural disruption of the lung
· fibrosis of the lung
· disordered/delayed development of the lung
Medical History Pertinent to the Disease:
· Premature Birth <28 weeks
· Positive pressure ventilation

· Congenital heart disease

Symptoms: 
· Tachypnea
· Retractions

· Nasal flaring

· Exercise intolerance

· Tachycardia

· Crackles and wheezing upon lung auscultation
Nursing Interventions:

· Provide O2 therapy
· Maintain airway patency

· Ensure patient meets nutritional needs

· Administer Medications as Ordered ( corticosteroids)
· Infection prevention
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Objective 1-Competency F Growth and Development (Please identify actual versus expected)








Developmental Stage�
�



Currently at Ericksons stage of Trust vs. Mistrust


Should be approaching 





Age-Appropriate Activities�
�



			








Physical Development�
�
 		
































Cognitive Development�
�
		



































Health Promotion�
�






Immunizations


DTAP/HIB/IPV 8/2/12, 2/23/12


DtaP/IPV/hepB 9/7/12


Hep A 9/7/12   Varicella  9/7/12


Haemophilus B/tetnus 10/1/12


Influenza 10/1/12  Palivizumab 10/19/12


Hep B 2/20/12       MMR 9/7/12


Pneumococcal-13 2/21/12


Pneumococcal  10/1/12, 8/2/12





�
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Health Screening�
�



Child should be screened for





Injury Prevention�
�
Side rails x4


Transport in wheelchair


Direct observation


Fall precautions


Keep harmful substances and choking hazards out of arms reach





Nutrition�
�
700ml a day min fluid requirement


Pureed food diet





Currently not meeting fluid requirements, refusing his bottle








