
Date:    Time:   	 Type of Assessment:  o Standard  o New Admission  o Post Operative  o Transfer
Check boxes that apply. Circle  items that apply. Add comments prn.
NEUROLOGICAL:	 oAlert 	  oArousable	 oDrowsy	 oLethargic	 oSedated	 oComatose	 oParalyzed
Oriented:	 oPerson 	  oPlace	 oDate  	   Disoriented: oOcc  oFreq  oConstantly	 	 oAt baseline
Behavior / Affect:	 oAppropriate	 oFlat	 oAgitated  	  oAnxious 	  Able to communicate needs: oYes  oNo	
Swallow: 	 oIntact 	  oImpaired	 Pupils:  2  3  4  5  6  7  8    oEqual    oUnequal    oBrisk    oSluggish    
			   oNon reactive    oFocus    oTrack    oFollow
Fontanels:	 Anterior:   	 oOpen   oClosed   oFlat   oSunken   oFull   oBulging   oOverriding
	 Posterrior:  	oOpen   oClosed   oFlat   oSunken   oFull   oBulging   oOverriding
Reflexes:	 oBabinski  oPalmar  oPlantar  oRooting  oSuck  oMoro      Protective:  oCough  oGag  oBlink
Motor:	 oSpontaneous movement of all extremities  oPurposeful to pain  oNo movement  oJittery/tremorous
Posturing:	 oDecorticate  oDecerebrate    Tone:  oNormal  oFlaccid  oHyper  oRigid  
oICP  oVentriculostomy:    Pressures:______________  External drain @ _____cm above the ear  oCervical Collar
Comments:    	

PAIN ASSESSMENT: Is the patient currently having pain?    oNo, pain not an issue	 oNo, patient reports pain management effective	 oYes
Pain Scale Used:     oUVA Pain Scale (Standard)    oFaces    oFLACC    oOther:_____________________________________________________ 	
ASSUME PAIN PRESENT (APP) for behaviors noted and there is reason to suspect pain in a nonverbal patient.
For nonverbal patients, describe pain behaviors:____________________________________________________________________________________________
Pain rating:  Location/radiation of pain:__________________________________________________________________________________________
Duration: 	 oChronic	 oAcute	 oConstant	 oIntermittent	 oOther:
Character:	 oStabbing	 oBurning	 oSharp	 oDull	 oAche	 oShooting	 oGrabbing	 oOther:____________________
Is patient satisfied with level of comfort?  oYes  oNo  Is Patient able to perform expected functional activity?  oYes  oNo
Pain Management Plan: oScheduled Analgesia  oPRN Analgesia	 oNon-pharmacologic Analgesia  oRegional PCA
                       oEpidural/Spinal      oBlock	 oOther: _____________________________________________________________________
Comments: 

RESPIRATORY:		 Spont.respirations: oRegular  oIrregular  oNone  oUnlabored  oLabored  oRetractions  oGrunting  oNasal Flaring   	
oSymmetrical  oAsymmetrical    oIS use:  Volume     oBubbles  oOther:
Oxygen Required: 	oYes oNo  oNasal Cannula  oVapotherm  oFace Tent  oVenti-mask  oNon-rebreather  oTrach Collar
oCPAP  oVentilator  oBag/mask/suction @ bedside  oETT size_________/_________cm@___________ Trach tube size:___________
Stoma:  oIntact  oPink  oRed  oExcoriated          Cuff:  oInflated  oDeflated  oN/A  oExtra trach @ bedside
Pleural CT:  oRight: set @ ____ cm suction or oWater seal  oLeft: set @ ___ cm sx or oWater seal   Drainage:  oNone  oSerous  oSerosanguinous  
oChylous  oBlood
Breath Sounds: Right oClear  oBase Decreased  oRales  oRhonchi  oWheezes    Left oClear  oBases  Decreased  oRales  oRhonchi  oWheezes
Sputum/suction:  oNone  oSmall  oMod  oLarge  Describe: _____________
Comments: 
	
CARDIOVASCULAR: oMonitor alarm limits on and verified 
oMonitored:: oNSR  oSinus-brady  oSinus-tach  oSVT  oJET  oA-fib  oA-flutter  oPaced    
Heart tones:  S1/S2/S3/S4: oClear  oMuffled  oDistant  oRub  oMurmur  oClick
oOpen chest  oMedistinal Chest tube set @____cm sx  oStrip & Seal Drainage: oNone  oSerous  oSerosanguinous  oChylous
oPacing Wires:  oEpicardial  oTransvenous  oA-wires  oV-wires  oDisconnected  oAttached to pacer  If paced: oMode:___ Rate___ MA___ 
oPulses:  Radial R___ L___  Brachial R___ L___  DP R___ L___  PT R___ L___  Cap Refill Time: RUE___sec  LUE___sec  RLE___sec  LLE___sec
Edema:  oNone  oFace  oNeck  oExtremities  oGeneral    Liver palpated @ ___cm oBelow right costal margin  oUnable to palpate  
oDeferred  oCVP___  oOn ECMO/Perfusion
Comments: 
	
MUSCULOSKELETAL / MOBILITY:	 oN/A Infant
Gait:	 oSteady  oAtaxic	 Type of Assistive Device:  
Movement:	oRolls  oSits up  oCrawl  oCruise  oWalks  oUnable    Rom: oFull  oLimited
Transfers:	 oIndependent	 oStandby Assist	 oMod assist  oMax Assist	 Bed mobility: oIndependent	 oMod assist	 oMax assist
Diligent Equipment in Use:   	oYes o No	 Type: oEncore oTempo  	oMaxi Slides   	 oTransfer Tube  	 oTenor  
oCast - location: ____________    oSplints - location: ____________
Comments: 

GASTROINTESTINAL: 
Abdomen:oSoft  	 oFirm  oNonDistended	 oDistended	 Bowel Sounds:	oActive	 oHypoactive	 oNone	 Flatus: oYes oNo
Nutrition:	oPO Diet	 oNPO       	 oTube Feeding	 oTPN	 Stool: oContinent  oIncontinent    Last BM: _________
oNG/Salem Sump/Size:  oFeeding tube/Dubhoff/Size     oPEG/J
oPatent  oNon-Patent    oClamped  oSuction  oGravity  oSumping
Drainage:	 oClear  oGreen  oBrown  oBloody
Stoma:  oIleostomy  oColostomy  Location:______________  oPink  oMaroon  oDusky  Appliance Intact:  oYes  oNo
Comments: 

GENITOURINARY: 	oDiapered  oWalks to bathroom  oBSC  oBed pan  ofoley  Size:__________fr  Reason: ___________  Date inserted: _________
oNephrostomy tube  oSupra-pubic  oI&O cath  oVesicostomy  oAnuric
Urine: oYellow oAmber oBloody oClear oCloudy oDiuretic Therapy__________
Dialysis:  oPeritoneal (home choice)  oPeritoneal (manual)  oCVVH  oHemodialysis by renal unit	
Comments:

INTEGUMENTARY: 	oWarm oCool oNormal oDry oMoist  Skin Color: oNormal oPale oJaundiced oCyanotic oReddened oMottled
	 oBreakdown: describe______________________________________________________________________________________
	 ____________________________________________________________________________________________________________

PICU SYSTEMS ASSESSMENT
RN assessments occur every 12 hours or more frequently determined by patient acuity.

FORM # 050560	 CAT: 10 FLOWSHEET	 (REV 06/10)  	   To reorder, log onto http://www.virginia.edu/uvaprint	 	 1 OF 2

PLACE LABEL HERE.

June 2010  FORM NO. 050560

IF LABEL NOT AVAILABLE, WRITE IN PT NAME & MR#

UNIVERSITY OF VIRGINIA HEALTH SYSTEM

1000000



Pediatric Braden Q Scale for Prediction Pressure Sore Risk: (Complete with each assessment)

Circle the number in each category; total at bottom
	 SENSORY PERCEPTION	 4. No Impairment	 3. Slightly Limited	 2. Very Limited	 1. Completely Limited
	 MOISTURE	 4. Rarely Moist	 3. Occasionally Moist	 2. Very Moist	 1. Constantly Moist
	 ACTIVITY	 4. Too young to walk frequently	 3. Walks Occasionally	 2. Chairfast	 1. Bedfast
	 MOBILITY	 4. No Limitations	 3. Slightly Limited	 2. Very Limited	 1. Completely Immobile
	 NUTRITION	 4. Excellent	 3. Adequate	 2. Probably Inadequate	 1. Very Poor
	 FRICTION AND SHEAR	 4. No Apparent Problem	 3. Potential Problem	 2. Problem	 1. Significant
	 TISSUE PERFUSION & 	 4. Excellent	 3. Adequate	 2. Compromised	 1. Very Compromised
	 OXYGENATION
SCORE:    < 16 = Skin Breakdown Risk (Select Intervention Below Based on Score)
Interventions:  oIncontinence skin cleansing/protection  oScheduled turning  oProvide pressure relief  oFacilitate mobility  oReduce friction/shear
oInterventions according to the Pressure Ulcer Prevention Algorithm (doorside Chart) 
PSYCHOSOCIAL: Concerns expressed regarding sexuality, culture, religious beliefs or ethnicity:  o Yes o No 
Patient/parents express coping: o Yes o No  Support Needs Identified: o Emotional Support  o Family Support  o Other
Family active in care: o Yes o No if yes, Who?

 Suicide precautions in place
Suicide Assessment: “You have been placed on suicide precautions. Do you feel like hurting yourself now?”   Yes   No
Suicide interventions:   1:1 observation maintained       Constant observation maintained
Comments: 

SAFETY: oBed alarm  oBed low position  oBed appropriate for developmental level  oCrib rails up according to developmental needs

	 oCall bell within reach  oRestraints    ID band location: 1______ 2______ ID band#_________________________________ 

	 oName & Birthdate/MRN verified on 2 sources (aka PTP & ID band)
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Left  POSTERIOR  RightRight  ANTERIOR  Left

RN completing systems assessment signature: 	 Date / Time:  

CVL: Insertion date: _______________ Date last dressing changed: _______________ Dsg: oclean, dry & intact
	 oBiopatch	 owill be changed today
PIV: 	odsg intact	 ozero redness or swelling at site
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Humpty Dumpty Falls© Assessment (Used with permission)
Parameter	 Criteria	 Score
Age	 Less than 3 years old	 4
	 3 to less than 7 years old	 3
	 7 to less than 13 years old	 2
	 13 years and above	 1
Gender	 Male	 2
	 Female	 1
Diagnosis	 Neurological Diagnosis	 4
	 Alterations in Oxygen (Respiratory	 3
	 Diagnosis, Dehydration, Anemia, 
	 Anorexia, Syncope/Dizziness, etc)
	 Psych/Behavioral Disorders	 2
	 Other Diagnosis	 1
Cognitive Impairments	 Not aware of Limitations	 3
	 Forgets Limitations	 2
	 Oriented to own ability	 1
Environmental Factors	 History of Falls or Infant-Toddler	 4
	 Placed in Bed
	 Patient Uses assistive devices or	 3
	 Infant-Toddler in crib or Furniture/
	 Lighting

Parameter	 Criteria	 Score
Environmental Factors	 Patient Placed in Bed	 2
(continued)	 Outpatient Area	 1
Response to Surgery/	 Within 24 hours	 3
Sedation/ Anesthesia	 Within 48 hours	 2
	 More than 48 hours/none	 1
Medication usage	 Multiple use of:
	 Sedatives (excluding ICU patients 
	 sedated and paralyzed)
	 Hypnotics
	 Barbiturates
	 Phenothiazines
	 Antidepressants
	 Laxatives/Diuretics
	 Narcotic	 3
	 One of the meds listed above	 2
	 Other medications/None	 1
	 Total

 At Risk:  (score 12 or greater)	  Not at Risk (score < 12)
 Not at Risk:  (score > 12) Explain:_______________________________
 Care Plan – “At Risk - Fall”


