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Demographics (3 points)
	Date of Admission
06/18/2020
	Patient Initials

EM
	Age (in years & months)
5y 4mo
 
	Gender
F

	Code Status
FULL
	Weight (in kg)
20.5kg
	BMI
14.2
	Allergies/Sensitivities (include reactions)
NKA


 
Medical History (5 Points)
Past Medical History: information unavailable due to limitations in the vSim
        	Illnesses: information unavailable due to limitations in the vSim
        	Hospitalizations: information unavailable due to limitations in the vSim
Past Surgical History: information unavailable due to limitations in the vSim
Immunizations: Up to date
Birth History: No complications
        	Complications (if any): None
Assistive Devices: None
Living Situation: information unavailable due to limitations in the vSim 
Admission Assessment
Chief Complaint (2 points): Vomiting and Diarrhea
Other Coexisting Conditions (if any): None.
Pertinent Events during this admission/hospitalization (1 points): Pt has consistently high respiratory rate, facial grimacing and high-pitched complaints. Pt complains of “tummy pain” rated at a 2 on the FACES pain scale.  
History of present Illness (10 points):. 
Eva is a 5-year-old female who came into the emergency department at 0700. Three days ago, she began experiencing diarrhea and vomiting. She has been unable to keep any fluids down, and there was no urination since 2000 yesterday. She is complaining, “My tummy hurts”. There are no other describing characteristics due to limitations of vSim. She has no other complaints. The patient reports nothing makes her tummy feel better, but any movement makes it feel worse. She has lost 0.7kg since her most recent appointment a few months ago. This is her first appointment for this illness.

Primary Diagnosis
Primary Diagnosis on Admission (2 points): Dehydration
Secondary Diagnosis (if applicable): N/A




Pathophysiology of the Disease, APA format (20 points)
Vomiting and diarrhea are the most common causes of dehydration in young children. This increased risk is due to higher surface area to volume area and lack of initiative when asking for a drink. Viral gastroenteritis and food poisoning can cause a combination of vomiting and diarrhea. Eva Madison and her mother were not sure of what caused her illness. She had no prior history of a preexisting disease or any previous medication use. 
	Eva came into the hospital after three days of vomiting and diarrhea. She had been unable to hold down food or drink, and she had not urinated since the night before. This patient had dry mucous membranes, increased capillary refill time, increased heart rate, pale skin, and listlessness. These are all classic signs of dehydration. According to Mayo Clinic (2019), patients should seek treatment if they have more than 24 hours of diarrhea, if they are unable to keep fluids down, or are irritable and more sleepy than usual. Eva Madison met all of these criteria.
              If untreated, dehydration can lead to hypovolemic shock or seizures caused by electrolyte imbalances. Hypovolemic shock leads to severe hypotension, which decreases the amount of oxygen available to the body. Eva Madison complained of dizziness, which may have been an early sign of severe dehydration or hypovolemic shock. The decision to treat with intravenous fluids indicates a medical diagnosis of severe dehydration.
              Treatment options for dehydration include extra water and oral rehydration solution for mild to moderate dehydration. Patients should begin taking in extra fluids before dehydration occurs. Exercise should be avoided during illness, as sweating decreases the amount of fluid available to the body. In hot or cold weather, drinking extra water will help to combat illness and dehydration. Intravenous fluids treat severe dehydration when patients cannot hold down oral fluids. After an initial bolus, as Eva received in the Emergency Department, maintenance fluids will continue. Eva received D5/0.45mL via continuous IV at 62mL/hr. to keep her blood pressure up and help her heart rate relax.

Pathophysiology References (2) (APA):
Mayo Clinic. (2019, September 19). Dehydration. https://www.mayoclinic.org/diseases-conditions/dehydration/symptoms-causes/syc-20354086
Ricci, S. S., Kyle, T., & Carman, S. (2017). Maternity and pediatric nursing (3rd ed.). Wolters Kulwer.
Active Orders (2 points)
	Order(s)
	Comments/Results/Completion

	Activity:
	 Up ad lib

	Diet/Nutrition:
	 Diet as tolerated

	Frequent Assessments:
	Cardiorespiratory monitoring, Continuous pulse ox, daily weight

	Labs/Diagnostic Tests:
	 Urinalysis, Stool sample for ova and parasites

	Treatments:
	 Normal saline bolus 400 mL infused over 15 minutes (started in ED)
Completed before pt arrived on unit.

	Other:
	 Repeat Chem tomorrow 0700

	New Order(s) for Clinical Day

	Order(s)
	Comments/Results/Completion

	D5/0.45NS 62mL/hr. continuous IV infusion
	Fluid running continuously in pt’s Left AC.

	 
	 

	 
	 








Laboratory Data (15 points)
CBC Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range (specific to the age of the child)
	Admission or Prior Value
	Today's Value
	Reason for Abnormal Value

	RBC
 
	4.20-5.40 
	N/A 
	N/A 
	 

	Hgb
 
	13.5-17.5 
	N/A 
	N/A
	

	Hct
 
	 40-45%
	N/A 
	N/A
	

	Platelets
 
	 150-400
	N/A 
	N/A 
	 

	WBC
 
	4-11
	N/A 
	N/A 
	 

	Neutrophils
 
	40-68 
	N/A 
	N/A 
	 

	Lymphocytes
 
	2.30-5.40 
	N/A 
	N/A 
	 

	Monocytes
 
	 3.0-13.0
	N/A 
	N/A 
	 

	Eosinophils
 
	 0.0-8.0
	N/A 
	N/A 
	 

	Basophils
 
	<1 
	N/A 
	N/A 
	 

	Bands
 
	 <1
	N/A 
	N/A 
	 


 
Chemistry Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	Admission or Prior Value
	Today’s Value
	Reason For Abnormal

	Na+
	133-143
	N/A
	145
	Cells that have become smaller due to fluid loss decrease the amount of fluid available to body tissues, thereby increasing the amount of sodium in the blood (Capriotti & Frizzell, 2016).

	K+
	 3.6-4.6
	N/A 
	4.7 
	Potassium is normally low in dehydration and hypernatremia (Capriotti & Frizzell, 2016). Eva’s number is very slightly elevated, which could be due to the limitations of the vSim.
[bookmark: _GoBack]?


	Cl-
	 101-111
	N/A
	110
	 

	Glucose
	 65-140
	 N/A
	65
	 

	BUN
	8-23 
	N/A
	20
	

	Creatinine
	 0.8-1.4
	 N/A
	0.9 
	 

	Albumin
	 3.5-5.7
	N/A 
	N/A 
	 

	Total Protein
	 6.0-8.3
	N/A 
	N/A 
	 

	Calcium
	8.5-10.9 
	N/A 
	 N/A
	 

	Bilirubin
	<1.2 
	N/A 
	N/A
	 

	Alk Phos
	34-104 
	N/A 
	N/A
	 

	AST
	13-35
	N/A 
	N/A
	 

	ALT
	10-25 
	N/A
	N/A
	 

	Amylase
	 30-100
	N/A
	N/A
	 

	Lipase
	3-32 
	N/A
	N/A
	 


 
Other Tests Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Admission or Prior Value
	Today’s Value
	Reason for Abnormal

	ESR
	        0-10
	N/A
	N/A
	 

	CRP
	        <3.0
	N/A
	N/A
	 

	Hgb A1c
	     4-5.6
	N/A
	N/A
	 

	TSH
	      0.4-4.0
	N/A
	N/A
	 


 
Urinalysis Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Admission or Prior Value
	Today’s
Value
	Reason for Abnormal

	Color & Clarity
	     Yellow
     Clear
	      n/a
	Concentrated with a strong odor
	Dehydration will cause dark, concentrated urine with a strong odor (Capriotti & Frizzell, 2016).

	pH
	     5.0-8.0
	N/A
	N/A
	 

	Specific Gravity
	     1.005-1.034
	N/A
	N/A
	 

	Glucose
	     Negative
	N/A
	N/A
	 

	Protein
	     Negative
	N/A
	N/A
	 

	Ketones
	     Negative
	N/A
	N/A
	 

	WBC
	     Negative
	N/A
	N/A
	 

	RBC
	     Negative
	N/A
	N/A
	 

	Leukoesterase
	     Negative
	N/A
	N/A
	 


 
Cultures Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Test
	Normal Range
	Admission or Prior Value
	Today’s Value
	Explanation of Findings

	Urine Culture
	     Negative
	N/A
	N/A
	 

	Blood Culture
	     Negative
	N/A
	N/A
	 

	Sputum Culture
	     Negative
	N/A
	N/A
	 

	Stool Culture
	     Negative
	N/A
	N/A
	 

	Respiratory ID Panel
	 	Negative 
	N/A
	N/A
	 


 
Lab Correlations Reference (APA): 
Capriotti, T. & Frizzell, J. P. (2016). Pathophysiology: Introductory concepts and clinical perspectives. F.A. Davis Company.
Diagnostic Imaging
information unavailable due to limitations in the vSim
All Other Diagnostic Tests (5 points):
Diagnostic Test Correlation (5 points): 
Diagnostic Test Reference (APA):
Current Medications (8 points)
**Complete ALL of your patient’s medications**
 
	Brand/Generic
	 0.9% NS 
 
	 D5/ 0.45%NS
	 n/a
	 n/a
	 n/a

	Dose
	 400 mL
 
	 Unavailable due to limitations of vSim
	 n/a
	 n/a
	 n/a

	Frequency
 
	One time bolus over 15 minutes
	Continuous infusion @ 62mL/hour
	 n/a
	 n/a
	 n/a

	Route
	 IV
 
	 IV
	 n/a
	 n/a
	 n/a

	Classification
	Parenteral fluid and electrolyte replenisher
 
	 Parenteral fluid, nutrient, and electrolyte replenisher

	 n/a
	 n/a
	 n/a

	Mechanism of Action
	Rehydrates patient intravenously
 
	Rehydrates patient intravenously

	 n/a
	 n/a
	 n/a

	Reason Client Taking
 
	Treatment of Dehydration
	 Treatment of Dehydration
	 n/a
	 n/a
	 n/a

	Concentration Available
	 0.9%
	 5%/0.45%
	 n/a
	 n/a
	 n/a

	Safe Dose Range Calculation
	Safe dose dependent on pt age, weight, and clinical evaluation
(1,510mL max daily dose)
	 Safe dose dependent on pt age, weight, and clinical evaluation
(1,510mL max daily dose)
	 n/a
	 n/a
	 n/a

	Maximum 24-hour Dose
	1,510mL
	1,510mL
	 n/a
	 n/a
	 n/a

	Contraindications (2)
 
	Patients with congestive heart failure or severe renal insufficiency.

	Patients with congestive heart failure or severe renal insufficiency.

	 n/a
	 n/a
	 n/a

	Side Effects/Adverse Reactions (2)
 
	Fever,
Hypervolemia

	 Fever,
Hypervolemia

	 n/a
	 n/a
	 n/a

	Nursing Considerations (3)
 
	Watch for signs of pulmonary edema.
Monitor electrolyte values to ensure pt is not overly diluted with fluid.
May cause sodium retention in renal failure patients.

	Patient’s blood glucose levels should be regularly monitored while patient is on this medication.
This is a Category C pregnancy medication and should only be used when necessary.


	 n/a
	 n/a
	 n/a

	Client Teaching needs (2)
 
	Report any redness, heat, or swelling at injection site as this may indicate phlebitis.
Report any shortness of breath as this may indicate hypervolemia.
	 Report any redness, heat, or swelling at injection site as this may indicate phlebitis.
Report any shortness of breath as this may indicate hypervolemia. 
	 n/a
	 n/a
	 n/a


 
Medication Reference (APA):
Hospira. (2009). 5% Dextrose and 0.45% sodium chloride injection, USP. Food and Drug Administration (FDA). https://www.accessdata.fda.gov/drugsatfda_docs/label/2006/017607s123lbl.pdf
Hospira. (2014). 0.9% sodium chloride injection, USP. Food and Drug Administration (FDA). https://www.accessdata.fda.gov/drugsatfda_docs/label/2017/016366s214lbl.pdf

Assessment
Physical Exam (18 points)
	GENERAL (1 point):
Alertness:
Orientation:
Distress:
Overall appearance:
	 
A&O x3
Pt is pale, weak, in mild distress complaining of tummy pain

	INTEGUMENTARY (2 points):
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises:
Wounds: .
Braden Score:
Drains present:  Y☐     	N   	
 	Type:
	 
 Pale
Dry 
Cool
Tenting
None
None
None
Braden Score=19 No Risk
None


	HEENT (1 point):
Head/Neck:
Ears:
Eyes:
Nose:
Teeth: 
Thyroid:
 
	 Extraoccular movement is intact.
Pupils are 7mm and react to light bilaterally.

Some information unavailable due to limitations in the vSim





	CARDIOVASCULAR (2 points):
Heart sounds: 
S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable):
Peripheral Pulses:
Capillary refill:
Neck Vein Distention:   Y ☐   N  ☐    Edema Y ☐	N ☐
Location of Edema:
 
	 
The rhythm and heart sounds are normal with no murmurs. The heart rate is fast (189bpm at time of assessment).

The capillary refill time is more than 8 seconds.

Some information unavailable due to limitations in the vSim


	RESPIRATORY (2 points):
Accessory muscle use:	Y☐ 	N ☐
Breath Sounds: Location, character
 
	The chest is moving equally
Breath sounds are clear and equal bilaterally

	GASTROINTESTINAL (2 points):
Diet at home:                 	
Current diet:
Height (in cm):
Auscultation Bowel sounds:
Last BM:
Palpation: Pain, Mass etc.:
Inspection:
 	Distention:
 	Incisions:
 	Scars:
 	Drains: 
 	Wounds: 
Ostomy:	Y ☐  	N  ☐      
Nasogastric:	Y  ☐    N  ☐
 	Size:
Feeding tubes/PEG tube   Y  ☐    N  ☐
 	Type:
	.
Normal diet
Normal diet as tolerated
120 cm
Hyperactive bowel sounds heard in all four quadrants
Consistent diarrhea over the past 3 days. 
Pt stated “my tummy hurts”
Abdomen is not distended, no incisions, scars, drains, or wounds present.




	GENITOURINARY (2 Points):
Color:
Character: 
Quantity of urine:
Pain with urination:  Y ☐ 	N ☐
Dialysis:  Y ☐ 	N ☐
Inspection of genitals:
Catheter: Y ☐	N ☐	
 	Type:
 	Size:
	Urine is very concentrated with a strong odor.
No catheterization.
No pain with urination.

	MUSCULOSKELETAL (2 points):
Neurovascular status:
ROM:
Supportive devices:
Strength:
ADL Assistance:   Y☐   N ☐  	
Fall Risk:	Y ☐  N☐
Fall Score:
Activity/Mobility Status:	
Independent (up ad lib)
Needs assistance with equipment   
Needs support to stand and walk
	. 
Pt alert and responsive
Normal ROM
None



None
Pt ad lib as tolerated
Yes
No
No

	NEUROLOGICAL (2 points):
MAEW:   Y ☐   	N☐       	
PERLA:	Y  ☐       N☐
Strength Equal:   Y ☐   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
	. 
 Yes
 Yes
 
 
A&O x3. Knows name, location, and names of parents.
No deficits noted.
No deficits noted.
No deficits noted.
No deficits noted.

	PSYCHOSOCIAL/CULTURAL (2 points):
Coping method(s) of caregiver(s):          	
Social needs (transportation, food, medication assistance, home equipment/care):
Personal/Family Data (Think about home environment, family structure, and available family support):
	information unavailable due to limitations in the vSim



Pt is with her mother, who is also listed as next of kin.


 
Vital Signs, 1 set (2.5 points)
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	Oxygen

	 0945
	 189
	 80/64
	 30
	 99 F
	 97%


 
Normal Vital Sign Ranges (2.5 points)
**Need to be specific to the age of the child**
 
	Pulse Rate
	 70-110

	Blood Pressure
	Systolic=90-120
Diastolic=74-81

	Respiratory Rate
	 21-23

	Temperature
	 98.6 F

	Oxygen Saturation
	 91-100 %


 
Normal Vital Sign Range Reference (APA):
Assessment Technologies Institute. (2019). Content mastery series review module: RN nursing care of children (11th ed.). 
Soghier, L. (2014). Reference range values for pediatric care. American Academy of Pediatrics.
Pain Assessment, 2 sets (2 points)
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	 0950
	Faces scale 0-5
	 Stomach
	 2
	“My tummy hurts” description limited due to child’s age
	Giving D5/ 0.45NS at 62mL/hr. continuous via IV to treat cause (dehydration/ gastroenteritis)

	Evaluation of pain status after intervention
	Faces scale 0-5
	 Stomach
	 2
	“My tummy hurts” description limited due to child’s age
	Continued intervention: giving D5/ 0.45NS at 62mL/hr. via continuous IV to treat cause (dehydration/ gastroenteritis)

	Precipitating factors: vomiting and diarrhea
Physiological/behavioral signs: Pt is not smiling, high-pitch to voice


 
Intake and Output (1 points)
	Intake (in mL)
	Output (in mL)

	 462 mL
**400mL bolus from ED + 62mL/hr. D5/0.45NS continuous rate
	 information unavailable due to limitations in the vSim


 
Developmental Assessment (6 points)
*Be sure to highlight the achievements of any milestone if noted in your child. Be sure to highlight any use of diversional activity if utilized during clinical. There should be a minimum of 3 descriptors under each heading*
 
Age Appropriate Growth & Development Milestones
1.         Asked if she could keep the stuffed dog with her in clear, full sentences
2.        Pt responded to questions about pain levels appropriately
3.        Pt was able to give her name and age, along with her location and both parents’ names
Age Appropriate Diversional Activities
1.   	 Gave pt stuffed dog
2.   	 [Tried giving juice in the first simulation, but got docked since it was bad for her gastroenteritis]
3.   	[Would have readjusted the bed, but the pt had reported any movement made her pain worse]
(information unavailable due to limitations in the vSim)

Psychosocial Development:
        	Which of Erikson’s stages does this child fit? Initiative vs. Guilt (ages 3-5)
        	What behaviors would you expect? The pt may feel guilty about being sick, like maybe it is her fault. The pt may try to help with parts of the assessment.
        	What did you observe? information unavailable due to limitations in the vSim
Cognitive Development:
        	Which stage does this child fit, using Piaget as a reference?  Preoperational stage
        	What behaviors would you expect? Pt will be egocentric and not recognize what those around her are feeling. She will use simple sentences to express worries and complaints. She will use her imagination.  
        	What did you observe?  Pt was excited about the stuffed dog. Pt expressed complaints in simple, easy-to-understand sentences.
Vocalization/Vocabulary: Pt was able to tell she had tummy pain and identify it on a chart. She used full sentences about keeping the dog, and she said she felt dizzy.  
        	Development expected for child’s age and any concerns? No concerns noted. Pt seemed to have normal development.
Any concerns regarding growth and development? No concerns noted. Pt seemed to have normal growth and development.
Nursing Diagnosis (15 points)
*Must be NANDA approved nursing diagnosis and listed in order of priority*
 
	Nursing Diagnosis
·         Include full nursing diagnosis with “related to” and “as evidenced by” components
	Rational
·         Explain why the nursing diagnosis was chosen
	Intervention (2 per dx)
	Evaluation
·         How did the patient/family respond to the nurse’s actions?
·         Client response, status of goals and outcomes, modifications to plan.

	1.  Fluid volume deficit related to vomiting, diarrhea, and inadequate fluid intake as evidenced by tachycardia, dry mucous membranes, and patient’s statement “I feel dizzy”.
	 Patient’s mother reports she has been experiencing vomiting and diarrhea for 3 days. Eva has also not been eating or drinking much since the illness began.

Chosen as first priority since patient’s tachycardia, dry mucous membranes, and impaired sense of balance can be improved with these interventions. If this is left untreated, the patient may go into shock.
	1.  Rehydrate pt by administering IV fluids as prescribed.  Offer pt sips of oral rehydration fluid when she is able to hold it down.
 
2. Assess mucous membranes and skin turgor for signs of increased hydration. 
 
	1. Pt responding well to IV fluids. Evaluation limited due to limitations in the vSim.


2. Pt’s mucous membranes still reported as dry during simulation. Evaluation limited due to limitations in the vSim.



	2.   Diarrhea related to gastroenteritis as evidenced by hyperactive bowel sounds and patient’s statement “My tummy hurts”.
	Mother reports Eva has been experiencing diarrhea for the past 3 days. This condition will worsen fluid deficits. If untreated, this could lead to shock.
	1.  Assess hydration status, intake and output, and patient’s skin integrity.
2. Administer anti-diarrheal meds as ordered by provider. Monitor for effectiveness by watching for fewer than 3 stools per day.
 
	1.  Patient’s mucous membranes should show increased moisture. Patient’s intake should equal or exceed her output (until hydration is restored). Evaluation limited due to limitations in the vSim.
2. Evaluation limited due to limitations in the vSim.


	3.   Risk for impaired electrolyte balance related to deficient fluid volume as evidenced by tachycardia and dry mucous membranes.
	The patient was showing tachycardia and increased respiratory rates. She also stated, “I feel dizzy”.  Impaired electrolyte balances can be dangerous for a variety of body systems, including cardiac, respiratory, neuro, and musculoskeletal.
	1. Monitor labs and vitals for electrolyte imbalances.
 
2. Encourage the patient to use oral rehydration solutions as she is able to hold them down.
 
	1. The patient’s potassium and sodium showed slight elevations. Evaluation limited due to limitations in the vSim.
2. Evaluation limited due to limitations in the vSim.



	4.  Deficient knowledge in how to manage diarrhea and fluid volume deficit related to insufficient information as evidenced by Eva’s lack of prior illness.
	Nurse Amy in the simulation said she would like to educate the mother on diet and fluid replacement.
The patient’s mother seemed eager to learn.
	1. Educate the patient and her mother about the BRAT diet, which consists of Bananas, Rice, Apples, and Toast. This diet can help combat nausea and diarrhea.
 
2. Educate the patient and her mother about starting with oral rehydration fluids and slowly introducing solid foods after discharge.
 
	1. The patient and her mother seemed open to education and communicating with the nurse in the simulation. Evaluation limited due to limitations in the vSim.
2. The patient and her mother seemed open to education and communicating with the nurse in the simulation. Evaluation limited due to limitations in the vSim.



 
Other References (APA):
Gulanick, M. & Myers, J. L. (2017). Nursing care plans: Diagnoses, interventions, & outcomes (9th ed.). Elsevier.
Concept Map (20 Points):

 
 
 
 
 



Subjective Data

Pt states “My tummy hurts”

Pt states “I feel dizzy”

Mother reports pt has been experiencing vomiting and diarrhea for the past 3 days. She reports the pt has not been eating or drinking very much.

Objective Data


Pt is tachycardic with hyperactive bowel sounds and high respiratory rate. Pain rated at a 2 using FACES scale.

T 99 F
HR 189bpm
BP 80/64
RR 30
O2 97%



NURSING DIAGNOSES

Fluid Volume Deficit

Diarrhea

Risk for Impaired Electrolyte Balance

Deficient Knowledge in Managing Diarrhea and Fluid Volume Deficit
5yo F
Caucasian
No Known Allergies
No coexisting conditions
No prior illness
FULL code
Interventions/ Expected Outcomes

Administer fluids via IV pt’s tachycardia and respiratory rate will decrease, mucous membranes will be more hydrated.

Administer anti-diarrheal medications patient will have fewer than 3 stools. Stools will be more formed.

Monitor lab values and vitals for electrolyte imbalances Early observation can lead to interventions before damage occurs

Teach parent and patient home management strategies for diarrhea and fluid volume deficit Pt will be able to incorporate oral rehydration fluids and use the BRAT diet to manage symptoms at home



