PEDIATRIC NURSING PROGRESS BEPORT
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SYSTEMS ASSESSMENT - Check appropriate items & fill in blanks.

CARDIOVASCULAR

[ Pulse regular
L1Pulse irregular

[ Abnormatl heart sounds

{1 Chest pain

" Edemalluid retention

[ Neck vein distention
[ ]Pedal pulses
L R

[INumbness
[1Tingling

o Murmur
CJ0Other

CIWNL for client

RESPIRATORY
[J Lungs Clear
FlRales

I Wheeze

Ll Labored

O Cough/Sputum

MUSCULLOSKELETAL &
MOBILITY

UlEndurance i
L] Active ROM, ali
exiremities

(I 8ed bound

L] Gait steady

L1 Gait unsteady

Ll Partial weight bearing

ggga /DOE [} Non-weight bearing

[ Teahe [}Nen - ambulatory
racheostomy [l Cerebral Palsy

L Ventilator [ Pain, weakness, injury
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[ Other Findings:

CIWNL for client

CIWNL for client

MENTAL & EMOTIONAL

) Oriented

L] Cooperative

[ Disoriented

{1 Forgetful

3 Withdrawn

) Depressed

LI Lethargic

LI 8pecial needs
{1 8ocial isotation

[labile
L Agitated
[l Fearul

1 Anxious

L1 Appropriate forage

i JDevelopmental Delayed

Devetopmental age

[ Other

NEUROLOGICAL
L] Awake

1 Atert

[ Drowsy
[JHeadache

1 Dizziness

[ Visual deficit

{d Hearing deficit

[1 Speach difficuity

L] Swallowing difficulty
J Pupils unequal

3 Pupil response

L, R
LI Hand grasp
L R
{1 0ther
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HOMEBOUND STATUS GASTROINTESTINAL GENITOURINARY SKIN
{JImmuncsuppressed NUTRITIONAL & [ No identified problems LI No identified problems [ Normal O Dry
{102 dependent HYDRATION {1Bowel sounds x 4 Jincontinence [Jwarm L1 Cotd
CJ Acute iliness Appetite OLastbM CIRetention O Diaphoretic
[(impaired mobility () Good [ Fair LI Diarrhea [ Foley catheter [ Palior
[ severe dysprea [3Poor [IN/A [ Constipation [] Cyanosis
[} Severs pain DIET [ Nausea [l Urine characteristics L) Turgor
Cincontinence L) Regular LlSpecial | [Jvomiting
Elwound U Pureed [Jincontinence [T1Burning OIwound [l Lesions
[ Poor cardiac reserve [ Finger food ") Abdgminal girth 1Pain CiRash  [incision
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activity T Double Lumen O Extension tubing 3 Other
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NURSE DIAGNOSIS

g. Fiuid volume afteration

15 Knowledge deficit RT.____ ¢

21, Sleep patiern disturbance

1. Activity intolerance

2. Bowei elimination, alteration 10. Home mainienance impairad 22. Thought process alleration

3. Urinary elimination alteration © 11.Inconsistent therapeutic ClClient X Caregiver 23. Medication Compliarnce

4. Altered Cardiac Function ' follow- through by: 16. Metabolic disturbance 24, Other:

5. Comfort alterec COckient T Caregiver 17. Nutritional alteration

6. Coping: [1Client [l Caregiver | 12, Infaction: [} Potential { " Actual | 1B. Respiratory function, aftered

7. Skin integrity impairment 13. Injury: [ Potential [T Actual | 19. Self care deficit

8. Social isolation - 14, Mohility impaired ¢ 20. Sensory-perceplual alteration

Intervention/Disease Specilic Assessment Respanse to Intervention Outcome
Patient responding to treatment?  [lYes [INo  Patient remains at risk for: Discharge Plan:  [Yes o
Describe Discussed with: [ Client 1 Family
[dcCaregiver OMD

Contacted: TIMD CIPT 10T OMsw [ ST Orders;  LINew | Supplies Used Supplies Ordered

Rt OHHA  [Hospice  ClPharmacy ClChanged

Tipietician [ Clergy [vVolunteer [JOther; | TlNone
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