PEDIATRIC CARE PLAN
NURSING N317– Mennonite College of Nursing at Illinois State University
STUDENT NAME____________________________________      Date of Care________________________




Age:


Gender:


Birthdate:

Relationship of adult present & participating in interview:
Reason for Admission: describe why parents brought their child to the hospital, or summary of factors that caused need for admission  
Admission Date:


Admitting Diagnosis:

Other co-existing conditions:

Advanced Directives:
Current History   Date of Onset:



Manner of onset:

Precipitating/predisposing factors:

Signs & Symptoms:  (this can include subjective and objective data)
Pain involved: 
Location:





Intensity & Timing:



Course from onset to admission:

Home treatment:

Course since admission/Effect of Tx:
PAST HISTORY: (if possible, and pertinent to pt’s history)

Birth History (problems/complications):


Birth wt:


Birth length:


# wks gestation:


Prior hospitalizations:


Prior Surgeries/injuries:


Adverse reactions:


ALLERGIES:

Immunizations (up to date?), what have they already received and what did they last receive and when?


Special health habits:


General Health (poor, fair, good, excellent)


Has child recently been exposed to a communicable disease (what? when?)
CULTURAL/SPIRITUAL CONSIDERATIONS 
Ethnic Origin(ok to be American):




Race:



Language Barriers:


Health Beliefs/Practices: (include how they use the health care delivery system, any “folk practices” or at home remedies they try before consulting with RN or MD, use of OTC meds, etc.)

Spiritual/Religious influences:


Nutritional Practices: (general diet—fast foods, fried foods, vegetarian, low fat, Atkins or South Beach??) include examples of usual method of preparing foods, and food groups.
Weight:                          Percentile:                Height:                         Percentile:

Percentile found in text or link on course calendar.  BMI:

Head Circumference:                       (if age appropriate)  Percentile:

Pulse (site, quality, etc):                                          

 
Normal range for age:


All norms are available on card given 1st class.
Respirations (type, effort, etc)                               

 
Normal range for age:

Temperature (site):





Normal range for age:

B/P (site):






Normal range for age:
PAIN ASSESSMENT:  please record even if the child is not experiencing pain on day of care.
How does child usually react to pain?

What does caregiver usually do to ease discomfort for child?

Is there anything child or caregiver would like nursing staff to know about the child and their pain?

Present pain assessment:  Rating given by child:                      By parent:
include Pain Rating Scale used (e.g. FLACC, Wong-Baker Faces, Numerical):


Physiological signs:


Behavioral signs:

Location & Quality of pain:


Influencing factors:

Nursing Interventions used (include non-pharmacological):

Evaluation:
PHYSICAL ASSESSMENT
Neurological/Sensory
Describe orientation & behavior (alert, confused, lethargic, comatose, sedated, fussy, etc.)

Fontanels (ant/post, closed, open, bulging, etc.)

Movement of extremities (equal movement? Paralysis, grips =, etc.)

Any neurological findings? (dizziness, syncope, numbness/tingling, weakness, seizures, headaches, etc)

Auditory: Is hearing normal?  Impaired? Any aids?   Ear pain?    Discharge?

Eyes/Visual:  Is vision normal? Impaired? Any aids?  Strabismus?   Discharge or pain?     Sclera (color)?

Pupils:  PERRL?                                                            Brisk or sluggish reaction?

Olfactory:  Discharge?


                  Epistaxis?
Skin: (turgor, temp, color, diaphoresis, edema,etc)

Any tubes, dressings, wounds, rashes (describe):

Mucous membranes (pink, pale, cyanotic, dry, lesions, etc)

Head/hair: distribution, color, amount, texture, scalp condition
Mobility:
Energy level, any aids needed, gait, self-care abilities, ROM, casts, splints, etc.

Cardiopulmonary: 

Breath Sounds:  thorax shape, symmetry, use of accessory muscles, retractions, nasal flaring, grunting, SOB with or without exercise, etc.


Cough?  Productive or nonproductive, sputum color, amount


Any aids used?     Oxygen?                    Nebulizer (med used, frequency)?                        Oximeter (reading)?

Heart Sounds: 



rhythm: 


rate:

Capillary refill:

           Clubbing?

           Any edema (location, amt)?

Peripheral pulses (quality, strength, sites):
GI/GU :  (nausea, vomiting, regurgitation, colic, incontinence, diarrhea, constipation)

Bowel Sounds: (active, hypo or hyper active, absent): which quadrants

Abdomen:  soft, firm, tender, distended, lesions, rashes, tubes, ostomies, etc

Normal Bowel and bladder habits:






Last BM?


# of voids in last 24 hr?

Any changes noted?

Date/age of first menses?



LMP?


Menstruation problems?

Sexually active?



Concerns?

Fluid/Nutrition/Metabolic (Does child appear obese, emaciated, or well-nourished?)

Typical day diet recall:

Intake last 24 hrs.:

Usual fluid intake (amt/day):



Food allergies:



Restrictions/supplements:

Food likes/dislikes:




Parent concerns re: feeding/appetite:

Dentition (number, type, condition & alignment):

Infant:  breast or bottle, amount, difficulties, # of feedings/day, formula type & # oz/feeding and per day)

Present Fluid Assessment:
IV Fluids type and rate:



PO fluid preferences:


Fluid intake previous 24 hrs: 
  Oral ___________________

 




  Parenteral_______________
TOTAL:  __________________
ADLs:


Usual pattern:    Sleep ___________hrs/night          Naps_________hrs/day


Any rituals, patterns, or security objects needed to help sleep?


How does this compare to child’ schedule in the hospital?

Psychosocial:


Interaction pattern with staff and with family members:   similar?  If not, what differences  are observed?         (i.e. cooperative, withdrawn, demanding, talkative, etc.)


Separation anxiety? (observation and stage:  Protest/Despair/Denial)


Favorite toy and/or activity:


Does child have best friend(s):
Family:


Who lives at home with child?


Who is main caregiver?


                 Babysitter/daycare?                   


Occupation of parent(s)/guardian:
                         Type of residency (apt, trailer, house, shelter, etc.):
Support System: those available for child and caregiver
Observations (communication patterns, discipline methods, interaction with and among family members observed, etc)

Growth and Development Assessment

Today’s Date:

Yr__________ Month_________Day________

Birth Date:

Yr__________ Month_________Day________

Chronological Age:
Yr__________ Month_________Day________

Describe child’s growth:

Motor development:    _____WNL
_____Delayed
______Advanced
Describe observations – Compare to what is expected at this age.  Identify 3 fine &/or gross motor milestones the child should be achieving and validate if successful.

Psychosocial Development – Which stage does this child fit, using Erikson as a reference?  Describe observations.

Cognitive development – Which stage and phase does this child fit, using Piaget as a reference?  Describe observations.

Socialization (family & peer relationships, discipline, play):

Vocalization (developmentally appropriate? Impediment?)

Safety Issues – current developmental & environmental risk factors in hospital and/or home:
PATHOPHYSIOLOGY Please Cite Reference used! (.com references written for lay persons are not be acceptable. Hockenberry is great resource)
Child’s Medical Diagnosis:

Co-morbid conditions and effect on present illness: 

Etiology of the Disease:

Pathophysiology of the Disease:

Clinical Manifestations of the Disease:*

Signs & Symptoms exhibited by this child, including relevant lab values and tests:

TREATMENTS –TESTS- LABS –

TREATMENTS/SURGERYS


DATE/FREQUENCY


RESULTS and RATIONALE for deviations

TESTS/XRAYS ETC.



DATE(S)



RESULTS and RATIONALE for deviations

	DATE
	LAB TEST
	RESULTS
	NORMS FOR LAB should be included as well as description of what the lab tells you. Interpret what the normal and abnormal results tell you about your child.(Please include all lab results for tests. If there are MANY, check with your clinical instructor about using admitting lab and most recent lab.)



LABS

Medication Form
Medication:




Pharmacological class & action:


 Indication for this patient:  
(Generic & trade name)
Dose, Route, Frequency ordered for this pt:
Concentration: (drug label, i.e. mg/ml)


Calculate Recommended Dose range: 

Is dose safe?



Contraindications: 









Common Side Effects:

Special Nursing Precautions/Assessments:

_______________________________________________________________________________________________________________
Medication Form
Medication:




Pharmacological class & Action:


 Indication for this patient:  
(Generic & trade name)
Dose, Route, Frequency ordered for this pt:
Concentration: (drug label, i.e. mg/ml)


Calculate Recommended Dose range:

Is dose safe?



Contraindications: 








Common Side Effects:

Special Nursing Precautions/Assessments:

NURSING DIAGNOSES

List Nursing Diagnoses in order of Priority (should have at least 3).  Make sure the nursing diagnosis is written in complete format:


Nursing Diagnosis   _________________________________


Related to                 _________________________________


Secondary to 
   _________________________________


As Evidenced by      _________________________________


 (signs & symptoms)

Example:  Ineffective airway clearance  r/t  thick secretions and ineffective cough 2º pneumonia AEB ↑respirations, wheezes in RLL, ↑pulse, effective cough, O2 sat of 90%.

Nursing Diagnoses:

1)

2)

3)

4)

5)

Pick 2 diagnoses to write your care plan. One should be biological and the other psycho-social, please.

Care Plan Guidelines

Nursing Diagnosis as explained previously.  List all relevant assessment data for the diagnosis (objective, subjective, labs, etc.) under AEB

Patient Goal(s): (long-term) An objective expected to be achieved by discharge or near future – refers back to problem.


Example: The client will have clear airway exchange by discharge.

Expected Outcomes: objectives expected to be achieved in order to achieve long term goal.  They relate back to the “R/T” statement and “AEB” data


Examples: Client will demonstrate effective coughing & ↑d air exchange in lungs by ____date_____



       Client will describe way to decrease tenacious secretions by____date_________



       Pulse rate will be….



       Lungs sounds will be…….
Must be measurable, realistic, and have a specific time frame.
Nursing Interventions: Plan individualized care to patient.  Include: assessment, treatment & procedures, 
teaching/guidance, case management (referrals, consultations, follow up, etc.) Strive to make interventions age appropriate and specific to the assessed needs and preferences of your child. (5-7 interventions/dx)

Rationale: Scientific rationale for nursing interventions – reason for the intervention.  Document sources using APA 
format, attach reference page.
Evaluation: Goal met, unmet, partially met?  List supporting data.  If unmet, what is plan?  Modification needed?  Continue plan as is until discharge?, etc.  Don’t forget to evaluate expected outcomes as met, unmet, partially unmet, etc. and if not met, tell what plan is.
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