s . Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s & Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital ®g" TEL NO :040-48873000

oiabeibw WEB : https://rainbowhospitals.in

ADMISSION SHEET

Regisiralion Deteile:: IR LR DL RTEAE L [

Admission No : |P26-00006612 Admit Date : 19-Jun-2026 Admit Time :06:11 PM UHID : HNH-00007207

Patient Details :

Patient Name : Baby AROOSH OMER Age :8Y1M15D
Guardian : Mr OMER FAROOQ DOB : 04-05-2018
Gender : Female Religion
Occupation : Martial Status
Address (H) - 16-2-867/A/20 Saidabad Hyderabad Phone No : 9100333155/ 8297196741
Teiangana HNTHAC GO E-mail . omerfarooqai6424@gmail.com
-~
Admission Details :
Bed Type : DAY CARE Bed No :ERO02 Ward Name : GF -EMERGENCY
Room No : ER02 Admission Type : First Visit
Contact Details :
Name : MrOMER FAROOQ Relationship : Father
Contact Address : 16-2-867/A/20 Saidabad Hyderabad Telangana Phone No : 9100333155
INDIA 500059
—
Si re
Gy
1
‘| Doctor Details :
Doctor Name : Dr. ANIKET ANIL PARASHAR Specialisation : GENERAL PEDIATRICS
Referral Doctor  : Self. Phone No
Co-Consultant
Payment Details : Deposit Amount  : 5000.00
Payment Mode : DC/CC Card Payor Name : GO DIGIT GENERAL INSURANCE

LIMITED

* Date / Time : 19/06/2026 18:15 - Printed By : 020099 Page 1 of 2
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anarens
Hospital - @BirthRight
1t takes a lot to treat the fittie. Your Right to a Safe Delivery.
ACTIVITY, ooorzer ~ 1pas-ooovssiz
Baby AROOSH OMER
MS-IMS 8Y1M15D (F)

_____ ET ANIL PARASHAR e s e e e e s B B i e A
. Ill|llllllllllllllll"llllHNIIII!I ________ o et e aadseC
Date of Admission :‘l-o\--\-khfl’----- Time : ====semmeeceam Date of Discharge : ---=======-==---- Time: --===-==---
Room / Bed No : --------------- Ward : ------=--mmmmeeee Suggested Billable bed type :

WARD TRANSFERS
Date Time From To Signature of Nurse
\c\\\b—c’ q—(\)ﬂ(\‘ Eg \AJMCJ B\-\rmaauo
Cross Consultation Visit
Doctors Name Date Order No. Signature
1.
2.
3.
4,
5.
6.
7.
8.
9.
10.

Docu. No. : RCH / FRM / GENERAL / 145




HNH-00007207 |P26-00006612 —
Baby AROOSH OMER
04-05-2018 BY1TM16D {F)

Dr, ANIKET ANIL PARASHAR

NVESTIGATIONS
| ' AT ——

Date Investigations Order No. i
ralbhb ox P E =
¢ R{ e i
va(, \b03¢

£lop ol (‘_,L (O He l()oSé «K‘m}u(‘[’ﬁa?
3 r%,( /q,cf‘{
sl /‘5_.70 55 (/’Z

— b «( blc

e

9]¢ CUE | 004S | e
Iy
20\ b Qa&p?m}wﬁ Pane ! — looGc Yy @/
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HNMH-00007207

——Baby AROOSH OMER

MEDICAL EQUIPMENT ( WARD & ICU)

04-05-2018

A

1P26-00006612

BY1M15D
Dr. ANIKET ANIL PARASHAR

O

(F)

(’a”

Name of Connecting Disconnecting Order No. Signature
Date Equipment Time Time
’\d\\b\é@’ﬁﬂ%;ow Primp %Pnﬂ ‘HM/Z) | g‘/’i"
7
NE. i

T




HNH-00007207 1P26-00006612
Baby ARDOSH OMER
04-05-2018 8Y1M18D

PROCEEDURE Or. ANIKET ANIL PARASHAR
e II|||II|||I|I||II|II|
Date Proceedure Quantity Order No. Signature
\O\\Lbf&: AV, P’lafﬁm ent _ 0] + 40 4&: ct I‘?d’/ 0
@622 ALHA () 194] :
(g% : <~ CE— =z |
' .- e A gone
o L]
& :
ANY OTHER INFORMATION

Date :

Time:

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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SEDIATRIC IN-PATIENT

MEDICAL RECORD

P

Patient Name . _____inwoooorza7
Baby AR

oationtID# Or ANKET ANLPARASHAR.
LB T

Consultant . —— =

Final Diagnosis -

|

QOSH OMER
16

HAR

-
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HNH-00007207 1P26-00008612
Baby AROOSH OMER
04-05-2018 lnmsn (F)

Pediatric Multiorgan History & Physical Examination O AMKET AnL

IH l llllllllllllllﬂlll"l iy

Name :

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):
/e vomihinge Alnur 3 C'ICHM :

(//n- foorun‘go's- Lhnwe 2 071//(
(-/‘U "AJ-‘)(/‘-’“ /fmuﬂ Drﬂu/r
e dhenved  plkd= £ f/eauzwm” aam& o/

History of present iliness : O/qoé

fﬁ/{[ /)ﬁmnfz o/ ‘/0 €K w0/ h CKJ voryu/ma
anull nﬂ F/)usorﬁ,u Ainu 9 Cga;_m_ a)ﬂ r/a.(»-; j'oarﬂ
Nnen /I’J/G}/z’(‘//(" / nen /'H/ow .

!
A

ﬂfo /aoqu[oof/ Alna 3 (ﬁaﬁ:(l s20lg . @m@{?
. ) 2

C/V dé@uwﬁ Ainue . A /{auzl, AA'/G[» /O'Aaf'»é-,. /ﬂ“”aU[[/CLC»g :
yof afes )Sru[u&r O’/MJ /L{}?/-f 4 ¢ Ll .

CfA’J Cg“C{L’-“f{ WA fo /‘; 4 c’[m cu@'( ()au_f«’)zw (,;Ilfl»c.

(/(’) (-ffr-(f"‘et(—((( Ay '44 4 QLL g/[)(-d#- 1

v—=f




Pediatric Multiorgan History & Physical Examination  gi"@C0er - 1P26-d000se12

34-05-2018 IY1M1ED
Dr. ANIKET ANIL PARASHA|
Past History : (Including details of any previous investigation or treatment) m ”“I || '”ll]ll"""" “”IIII I‘I

Birth & Neonatal History :

Birth & Socio Economic History :

About Father :

About Mother : VAN (;Mf?m‘ lt;b'u.(z

Any additional Information :

Developmental History :

e —t

Immunization History :

{v)/l)/c' v//n/( .




HNH-00007207 IP26-00006612
Baby AROOSH OMER

Pediatric Multiorgan History & Physical Examinationg: iery LI AU

QT T

Anthropometry

Head Circum (cms) (Centile JHeight(cm): __ (Centile
Weight (kgs) (Centile )

On Examination :

Temperature :_ 193 = Pulse Rate: _ /3 u / ML Description

B.P spo2__ 9&/. at

Resp. rate and type of breathing : E‘ @

A o Apﬁu rﬁca AM@

/
Rash ‘/ Vii /. /
CY.% [1ps, oval mutesa p
Lymphadenopathy # / |
Oedema : S’un/aw E:fou ’ c{cw./w pviin oo:jh.d(

Respiratory system : Al (ool

Inspection (any s/o distress) :
Air entry & breath sounds : ﬁ / L A @

Any addes sounds : !\lI Vs @

Relevant data from outside (Chest X-Ray, ABG, etc.,)

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : /‘§ A Lm

Any murmur : /\[&' INUA N~

Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,)

Per Abdomen :

Inspection

Palpation : f 2] /1[— Al #4(16/3-/( A M

da

Ausculation : A ﬂc; Organemdi g aﬂq

Spine: ernal Gegelia ;

Relevant data from outside (CT, USG etc.,)




Pediatric Multiorgan History & Physical Examination

HNH-00007207

IP26-00006612

Baby AROOSH OMER

04-05-2018

Central Nervous System :

Level of Consciousness : AVPU/GCS Score : {‘S;/ [ \/

8Y1M15D

Dr, ANIKET ANIL PARASHAR

TN

Cranial Nerves :

Motor System :

Nutrition : i .

()
Tone : Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR Superficials :

(")
Plantars

Sensory System :

(o

Bladder / Bowel :

Clinical Summary & Diagnostic :

(F)




HNH-00007207 1P26-00006612

Baby AROOSH OMER
Pediatric Multiorgan History & Physical Examination “‘i';::: - an m un
eroventive aspects o the treatment QT T lﬂ
Pt me;%» ¢ bogle .
Desired goals of the treatment :
Planned Labs : Planned Management :
cap,

CRP - f\////tu\cL\DN/) MW/L

CLE, grall ) -

qul ORS '/SCLCLL[(

/.?/C/5 /3-4 amrl)/co,)

ch—/4 le’n Jamja (f

Please fill up the following details

—  PRO§-§ Socket
) 7
- /7 OAP AM
= tefon(Sos)
a T
— /7' EZAMOPRA IO E 2emg,
~— 0" CEFIRIPXONE
T v 2 2 R
: ERIAR - g
Not—<d 5.2 —~  JoocnT)

V’f}%

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :

(Including the name of City)

3. Contact number of the Referring Doctor :
(Preferring Mobile #)

4. Name of the doctor in Rainbow Team M P on

whose name the patient is being referred

Doctor's Signature Name =

Date

9{G/Z*CTime




HNH-00007207 1P26-00006612

ROOSH OMER
By & BY1M18D (F)

i

"2
Rainbow®
Children’s .
Hospital

It takes 2 lot to treat the littie.

PROGRESS NOTES AND DOCTOR'S ORDER

. . ek
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

galt'?me Progress Notes Doctor's Order
7 C‘/f/é Df~ J\“‘%/ /Jr /\'f:.aunt/m\
] 06@ - / /! /
?}/&/,m Ace ¢ Ildvdinedico
- o ()
Seve (@D
ﬁom.ﬁ“ - N‘*D'\J“OW\;'\'\\V‘Q)
-’\ /4@.f5£ ,,_;é == “AU&Q{S .
ar/fa{ ({,C ‘VrA\Jn
brhndn . Stakle
/-—Az;&&hﬂ.ﬁo«:f ﬂoca{
h(-/
%, AL
\ Seles
b Tt St
\ H/.:?:/. /.: /#/wﬂi
\ 7 f&ﬁ/’m\.«' Cleas
) \ T M oniflon wriheal oot
= \\ C%,{Am J"JI
S
weled by 55 o
" opl6 12"
@3 0

Docu. No. : RCH /FRM / CLINICAL / 088

(PT.0)




mﬂsz ““::mwo ) Rainll?%w” ® - .
i Ghiaren's | ugy EITtRIght
PROGRESS NOTES AND DOCTOR'S ORDER
ga-:?me Progress Notes Doctor's Order
oo\ A — dglb wr ppirte
- /IZ\C{Q T D CHIDY =Y OV

Frooy Pl @

—_—

T\/MC( ‘C@

T Yo \Fmﬁﬁf%[ J oo ok

9

&~

v l

- Yook TdK
! £ - \r‘k\"“‘\n _;’\f"&%x
P(“:‘:\«-
, —ad SR ponsd.
‘K'(—/ — 0N _— —
- T YWE T[4 M.
6"%\/\’5 N 9 - T\((\U b\occo C/[/g

Axv{a‘““"“wﬁ '

— Ve tehue oy e 5~

Rx et .

R
\ A\ 114
= T Il
note= 7 \ & |
10 1
Docu. No. : RCH /FRM / CLINICAL / 088 v 9 \) B
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HNH-0000T207 IP28.00006612
|| Baby AROOSH OMER

- 04-002010 nmun
Dr, ANIKET ANIL PARAS

IH lﬂﬂﬂﬂlﬂﬂlﬂlﬂﬂl HIHIHIH

%

Rambow
Children’s .

Hospital .
It takes & lot to trst the lile.

~~ " rrnouncoS NOTES AND DOCTOR'S ORDER

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ga':'?me Progress Notes

Doctor's Orvder

Docu, No. : RCH /FRM / CLINICAL / 083

!
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2
Rainbow® . . L
Children’s ‘Blrtthght

Hospital 'BY RAINBOW HOSPITALS

I taked & ok 1o trea thee Ittie, Your Right to a Sale Dallvery

PROGRESS NOTES AND DOCTOR'S ORDER

Progress Notes

Doctor's Order

& Time

Docu. Ne. : RCH /FRM / CLINIGAL / 088

s




Patient Sticker

2z

Rainbow”® . e
Children’s | @ BirthRight
Hospital .‘BYRAINBOWHUSPITALS
It takes 2 jot to treat the tte. Your Right to a Safe Dellvery

PROGRESS NOTES AND DOCTOR'S ORDER

Dalel
& Tilpa

Progress Notes

Doctor's Order

Bocu. No. : RCH /FRM / CLINICAL / 088

(PT.0)
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" Rainbow®
Child(en s
. Hospital

- anﬁmnmmnm

Brrtthght

BY RAINBOW HOSPITALS

e Your ngl}lnaSau Dalivery
PROGRESS NOTES AND DOGTGH'S ORDER ;
ga{—fm Progress Notes Doctor's Order
X -
Lt . 'l R a.“ B A )
| fane T T,
ey s R
::J o e ! i
v i
-
=~ p
R
2

g

Docu. No. : RCH /FRM / CLINICAL / 088
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Rainbow® . .
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

Te takoty & bk b Tt the Brtie. Your Right to a Safa Dalivary

PROGRESS NOTES AND DOCTOR'S ORDER

Dale

& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAE / 088

(R1.0)
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e
Rainbow® ®

7oy T tioker Children’ BirthRight
S Fospiial - | @ zmemusims
. PROGRESS NOTES AND DOCTOR'S ORDER

ga-}?me Progress Noles Dactor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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Patient Sticker

.rf//é
Rainbow’ ) L.
Children’s ‘Blrtthght

Hospital BY RAINEOW HOSPITALS

Tttzkes 3 kot tn trest the Rle. Your Right to a Safe Dellvery

PROGRESS NOTES AND DOCTOR'S ORDER

Date |
& Tin}e

Progress Noles

Doctor's Order

i

I

Docu. No. : RCH /FRM / CLINICAL / 088

(PT.0)




Patient Sticker

N

Rainbow® ) R
Children's | @ BirthRight
Ho spita] . BY RAINBOW HOSPITALS

It taket & It tp treat the Eitie, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctor's Order

Bocu. No. ; RCH /FRM/ CLINICAL / 088




Patisnt Sticker

Rainbow® . N
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

Tt takes K2t treat the Dma, Your Right o & Sale Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. Iilo. : RCH /FRM / CLINICAL / 088
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Patlent Sticker

\

Rainbow® . o
Children’s | & BirthRight
Hospital . EY RAINBOW HOSPITALS
Tt takes 2 lot bo treat the Ine. Your Right 1o a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctoer’s Order

Dacu. No. : RCH /FRM / GLINICAL / 088
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HNH-00007207 1P26-00006612 /;‘
_ Baby AROOSH OMER

T 04-05-2018 BY1M15D (F) Ralnbow . . . i
T T chilarer's | gy BirthRight

MEDICATION RECONCILIATION FORM
Drug Allergies: .......c......... ) N VO m known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting FrOM: ............... B L Ty
SNO| (GENERIC NAME CAPITAL LETTERS) | (g, meg) | (PO, NG, SC, 1v) | FREQUENCY | polTiCE 7[;’:?%:3:?
1 Oc Ooe
2 Oc¢ Ooe
3 Oc¢ dbc
. Cc CIoc
s ¢ CIDC
6 Oc Ooe
7 ¢ CIDC
8 ¢ COoe
9 Oc ODc
10 Oc Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ngﬁ.\\,ﬁ\\q ................................

Date & Tirne.' 'L‘{\ (:\ lL? @_ ....f)f.\.\LD.?m ........................




HNH-00007207 1P26-00008612 G

Baby AROOSH OMER Rainbow® . . .
gt | S children's | B BirthRight

AR Hospital _ | (zenem:

DRUG CHART

Date of Admission: 1‘1[ é’ J L (’ Drug Allergies: N?\f\ ......................................... m any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR

P

NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical narnes, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a IineI through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route 5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG: ORS ~-tlp Timel\L\k

Date»

040 ok

Dose Route

\
\\\L’“

MV

Doctor's Signature
A pn]

-

Additional Instructions:

Ll'-‘-qf] achety w ‘QMS"&. .

~ DRUG: S57. CPpocrn LU Time

v

Date

6.5 | Pu

Dose Route | Frequency |Start Date

fdf/‘” [‘t/ar

A

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Date}
DRUG: SYy. ZHUGELTe  [Tims _[QQ\}D

Dose Route | Frequency |Start Date

6.50@| PV 1Sy | 19064 |y

Sk

Doctor's Signature | Valid Period| Pharm. ;/ =

Additional Instructions:

(ﬁr”‘L/ (0ormgy
-

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)

Docu. No. : RCH /FRM / CLINICAL / 108




o SHIRAUR e

VERIF'R BY Name

mwzw 1$26-00006612 iz
e Chitdren's | @ BirthRight
\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ Hospital _ | ) zmmenom
Sheet . REGULAR PRESCH'PTIONS Weight .............. Ward .ooeenemmesinne
DRUG : Dater ak . g
Dose Route | Frequency | Start Dt. i | -

_Name & Signaiure of the Doctor
Starting the Drugs:

Additional Instructions: -

Dally Doctor's Endorsement by a Sign

L

DRUG : el |-

Dose Route |Frequency | Start Dt.

Narme & Signa¥ure of the Doctor -~ e
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

v

|Date
BRUG : Ti' g

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

b

. Date
DRUG : Tije

Dose Route | Frequency |Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endersement by a Sign
Docu. No. : RGH /FRM/ CLINICAL / 108




vaUS-2018 e

Dr. ANIKET any, P:::sh»:,::n (F)
m l l’ ” /[ ” M[]””” mm m Weight. ......ccoceemrree. Ward, ..o,
' Jate»
UA,RIABLE DOSE Time | tourse sig. | orse sig. | urss s | tiurgs sig.
Pose Dose Dose Dose
DRUG : T, Sign. Dr. Sign, br. Sign. Dr. Sign.
Ruute St art Date Dose Dose Dosa Dose
Dr. Sign, Dr. Sign. Dr, Sign. Dr, Sign,
Name & Signature of the Doctor Dase Dose Dose Dose
, Dr. Sign. T r, Sign. Dr. Slgn, Dr. Sign.
K -
i Additional Instructions: Doso N Doss Dose Dosa
;}J r, Dr. Sign. Dr. Sign. Dr. Siga. Dr. Sign.
4 A Date»
f VARIABLE DOSE TlU‘le . :f!lﬂ'sé Sig. Nurss Sig. l Nurse S, Nocge Sig.
6 Dose — Dase Dose Dose
f-:-! .
‘ DRUG i Dr, Sign, ' Dr. Slgn. Dr. Sign. Dr, Siga.
é RDUtB St a l't Date Dose ‘ Dose Dose Dose
= R Br, Sign. Dr. Sign. O, Sign.
S
; “ | Name F‘ Signature of the Doctor Dosa Dose Doss Dose
]
{ Br. Sign. Brr. Sign. Or, 8ign, Dr., Sign.
: : | Additipnal Instructions: PR & pose pose pose
) H br. Sign, Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
_— Dosage & Other ;
Date Time Medication Instructions Route Signature Nurses

VERIFIED BY+ Né@ sesbaseersraseaans

Page: 3/4 P.1.0)

v . %
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Baby AROOSH OMER
uws-:m wmun {F)

Illll\\l|||lll|\||||||||||llll||||Ill LV FLUIDS CHART  Woiht .......... WArd.........
oo | Tme | asirmesertr-worsrt s | P PRI Sor' | S |soppng| Son | Sir

10\\(2\3’:“ STM \ﬁm\ l[v mm\\«‘%

o | T v /Lq(l /mmb (@am
m/‘{ \Pm ’L/YLQY/ [D)(/ocm) ) fIv u‘m’{/’tﬂfg
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PATIENT TRANSFER FORM

z

-

Rainbow® . e
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the litte. Your Right to a Safe Delivery

R

Patient l\!ame & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00007207 1P26-00006612 \C\ [L’ ‘)— b Q é ; 1\\7 2D \CL\L ] l[‘i Q%N\
?.:o.mm weo
O Transfer Ordered b Reason for Transf

AR . R
DY Aawsha PO K S Fon

From Unit To Unit Information to Attendant
u/a.nJ Yest=T  No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
35\ - Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4.
LY

Shifting Summary / Notes Written by Doctor:  Yes| | No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

%\womamf " Reuwdnag

Patient & Clinical Records Received by : Q -
OUrOn &L

Date & Time of Patient Received :

fq,/()? ¢ () 2 90ph .
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed

|| Nurse not Available || Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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Baby AROOSH OMER "

04-08-2018 lvmwo 3 Z

Dr. ANIKET ANIL PARAS : Rainbow® .

Hospltal BY RAINBOW HOSPITALS

It takes a lot to treat the litte. Your Right to 3 Safe Delivery

NUTRITIONAL HEALTH ASSESSMENT{- GIRLS
Date: |41 6’)6 ..... Time: .6 4.0.
Weight: .... 20 c]v—g’J Centile: .1.0..... [4 ............................................................................................................................... P’-f

5 [ [1] 1 e, SO Centlle ...............................................................................................................................................

Inference: . Mnc:ld,’( UC{;.[‘..T.[T ....... C/h'lf(/ .....................................................................................................................
10N alones lSS‘DICC-ﬂ]I (_L ...... Protein: . 2] o S/CJ/ ................

Diet Recommendanons éﬂ&"ﬂfﬂ..ﬂ!ﬁf ....... i a.n.lmm 01260“ Ho). Calonat oy 1.86490 wekid o 21
Re- Assesment-AVDlr.\' f\'\l”ﬁ; oats.. Qﬂ&u 5&\@41/ (J‘l,b"/\s NL\M o I, - @‘j

I | 00 Children’s .BirthRight"

- Food AlIErgies: ............oo....cccerrre. hlo ................................... Veg/Non T DN VU ¢X AR A (¥ e
"~ DIagnosis: ............ AG) . W"LLLD([ l\‘] clm%a'a .......................................................................................
Nutritional Intervention - 71 Oral ] Enteral ] Parenteral
Patient’s Signature: ..... %@1
s
GROWTH CHART (GIRLS)
Birth to 36 months: Girls 2 1o 20 years: Girls
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth q. 6 g .12 15 18 21 24 27 30 33 36 in cm 3 4 57|B ?lB 9 10 11 12 13 14 15 16 17 18 19 20
o HH I - Iz )
. —— N i s
== = - [ 1
= et il :
= SSEs: = £
Fao - - a7 %]
= P H—1 s
F75t T i
F— — T
! E F7F 25 o B -
" -55 STE = .
S & —Fa0d w
e = —a4 | §
28 |
—f__ | @
12 H
= : 3
w
E
I
G
H
T
w
E
! w
G E
H ]
L3 G
. =0
- . ==ESE =S =£30
= AR AGE(MDNTHS} T kg o e AGE (YEARS) e e e kg T |
Bith 3 6 1215 18 21 27 2 3 4 5 6 7 B 8 1011 12 13 14 15 16 17 18 19 20
Dietician’s Name g(/l‘aﬂ W\ ][01 ...... Gj .................. Dietician’s Signature ....... Q—‘ ..............................
Docu. No. : RCH /FRM / CLINICAL / 161 (PT.0.)
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OO
EMERGENCY ROOM TRIAGE FORM

Patient's Name : ............... B’hﬁa 5&'\ ..... QT

ol L8 ]2 L

Time of Arrival : ......

... Age: ?a/

wt 7 Zglﬁt{’ﬁ*g z

Rainbow® X o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes 2 lot to treat the little. Your Right to a Safe Delivery

Gender: [ Male W

Allergies_:,Q—Nu/,J Yes [ ] Food [] Medications [ Blood Transfusion [ Other (SPeCify): .......cccccoiimiiviimninininininnniennans [Z] Not known
Source of Information : E’Pﬁnt; [] Others (SPECHY) ......cerruerrererermsensmensessssssssnsnsnsnsnsesesssenersssssssssansasss
Mode of Arrival : mbulatory ] Wheelchair [l Ambulance

943 o [wob

Initial Vital Signs: Temp: ....%.L.:

Sp0;: CH‘B/o ‘;’(w]‘ SPn ( c

Chief Complaints: - a .OZ\GLC}\ ......... P (:LL I'\ ./ .9!‘?[\. Cf.— 3 lrt‘.{ﬂ:] c
ﬁ p)
INITIAL PHYSIOLOGICAL CATEGORIZATION SFoec Wsiﬁmmm STATUS
Appearance— Work of Breathing Stable
Azfﬂoﬁ:ly = A Normal O Increased [ Unstable :

[ Gasping/ Apnea

[ Sick Looking Circulation / Colour [ Decreased
ormal [ Abnormal  [] Bleeding

[J Not — Life - Threatening
(J Life —Threatening

Triage Classification CTAS

] Level1: Resuscitation Immediate
[]  Level2: EMERGENT : Life or limb threatening [] < 15min
[]  Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening [1 30 min

[]  Level4: LESS URGENT : Significant illness but not life threatening /6’0 min

] Level5: NON - URGENT : May receive care when convenient (] 120 min

All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

Signature of Parent/ Guardian

Triage Completion Time : ......c.cocevvvevreee.

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients at the initial screening:

[JYes LZ‘(

2. Have you had cough or a rash in the past 2 weeks []Yes<ZINo

3. Have you had shortness of breath or difficulty breathingin [ Yes/Zﬁ
the past 2 weeks

1. Have you had fever (elevated temperature) in the past 2
weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: [ Not applicable

1. Have you travelled outside the INDIA? or had close [Yes?(
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

Hyast State LOCatON: i sisitsmsicniinde ~
2. Are your parents / close contacts at home is/a healthcare [ vesyl/

worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : ....... 6 h 0 SR

Date & Time : \qu”)(é .....................

Docu. No. : RCH /FRM / CLINICAL / 085

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two
following criteria:

| Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

] Any patient with fever and respiratory symptoms who answered
“YES” to any of the questions on epidemiologic risk factors in
“PART B" of the triage screening above.

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

=

Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

The patient should be given a surgical mask immediately, if not
already wearing one.

L]

Both patient and triage staff should perform hand hygiene.

)

The staff should use PPE (as appropriate).

Signature of Triage Nurse : @ ......................................
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : \Ql”},fa ceeeeee Time of arrival : \fﬁ&fm JZ o (’,G}D‘lp( Stnce L&A;]_/ﬁ
002 & =

Chief Complaints: . C/&J‘ Fovea.. énﬂ\tldlﬁw‘fn‘ ............................ RBS: ...
Height : ....ccoovvvenee Weight &D' ...-..gMI s e Head Circumference (<2 Years) ...........ccverveervereserunersevencns
Allergies: " 'Yes Mj Medications  [| Blood Transfusion G Food  CHOMBE s amsamisimmig
U VB3 ; HOBIIIY .o onsisssniviinniunnsosnsan susiassosnisustansonsisassvessssai s ses sams imstadidoinsassicum s UG S s S b et
Pain Screening: [ Yes L' No If Yes, Pain Score: ................. Pain Tool Used: I N Pass (] FLACC [ Wong Baker
C0 CRAACIBY oo csvrisomussani ) 3 1] — LY FPOQUONCY . eiasismsssisusaiiss | DRNAHON ....cemcisisnisncs
RISK FOR FALL: Functional Screening: Mrmalities Detected
_| If patient is < 6 years ] Mobility Problem
tick pelow fall risk intervention directly (] Walking Problem
| If Patient is > 6 years ) Developmental Delay
hstes e Lelow parametees 1 Musculoskeletal Congenital Abnormality
History of Falling: within past 3 months [(OYes =0 | g
Ambulatory Aids: B B Inform consultant for positive criteria
* Wheelchair [lYes [ANo
s Uits Axnlis for sippont T S
Galliandianiiy: =00 | ahmmeeesmsin it iR e s
: . — - :
: S;ed;:St/ mmable ,[; 22 J;:&gﬁ N;"“';::L ?\f::e::“!l o Abnormalities Detected
* |mpaired L] Yes /l}m O o ?n
Mental Status: Forgets limitations Oves ‘T | o Overwei
- [ Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O] Specialdiet

Fall Risk Intervention:

1 Escort while ambulating
_Assist Patient Inform consultant for positive criteria

(] Special feeding method

ducate patient and family on fall precautions/prevention

Psychological Screening:«m{gniﬁcam Findings
Unusual concerns about patient's Psychological Status: [ Yes o
If Yes Consultant Notified: .................ccooooveiiiniinnne, (DAe/TIME): v

Social History: Lives With ... ﬁf\mﬁ? ....................................................................................................................
{

Siblingsinhousehold [1Yes [IN0 (IfYESHOWMANY?) ...c.coiiiiiiiiiiiiiiiiieieeicicee et

Time of Initial assessment completed by ER Nurse @@“1"‘5‘57)03
Docu. No. : RCH /FRM / CLINICAL / 120 (PT.0)




Nursing Notes (Including Labs / Medications / Other Care): 'm ’Wﬁﬁiiﬁ’ﬁ’ﬁﬁi’m,’ ) ‘
rTiTe_ ‘_ - Nursing Notes - q_ ) ﬂ

_\'\\,Lgilzﬂ?rg , __ 49;65_6 55 _’% € j77L Cwﬂr/f’lfm,} ” —
‘ —— Coer8fe the  vplalS ]

M R BELPLE.

Samples collected by: fg Time:
Time: .,)’OQJ\

Samples sent by : N

Q o
Medication given in ER:
-?ﬁrt]%/ Medication ' Route | Dosage & Ins_tructif)ns | ?gi(gr?r gllérnsﬁ B

3Qmmfﬁf\ Np oru) bl Pl

Condition of patient at time of shift - out : Details of Shift - out
HR: \\\d\o\wﬁ BP: oo b e | Shift - out from ER 10 . SR OAD o
RR: 3b.b.0 .. spO,: q?"’ﬂo ....... Time of St -0t P
GOk Temperature 0\0\ 2 \ Handover given to: 5%%«5’4] ...........................
Pain Score: ............... (Nurse’s Name)
Repeat RBS (if applicable): ..........c.cccoooeiiiiciie

Tick as applicable: [ MLC% I LAMA [JBROUGHT DEAD

Pracedires done: WiV ASIAIS. (I AIY): .......recerssemsttonmamennsnsssemssseesensmensnssss iisis s egonimis SR AR RT3 SN S SA SRR AB R SRR 06
........................................... Sl R S B Dot
Name of the Nurse : .......... Y F-X V1= W, — Signature of the Nurse : ;_@ ....................................

Date & Time : MMIQ(G'Q%{S‘ZM
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Date

146 |26

Time

Hb

QO

PCV

2491

RBC

465

WBC

yALSS

N/L

Z1-4/lq:s]

Platelets

226

CRP

22

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138




Date 1916 /24

Time \
CUE - Alb |
CUE - Sugar NI

CUE - Ketones Nezadne.

CUE - PUS Cells 27 3

CUE - RBC Cells N |

CUE

Stool Pus Cell
OVA / Cyst
Occult Blood : ‘

Radiology : RIS S i ot i s G RS A R R M e RSN T A VA AN 43

IIBRE ocimnonan s soss sy s b o 5655 A e S S BRSSO RO S SR 055
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Early Warning Scoring Chart Rink o b et e e

EARLY WARNING SCORE: CHILDREN'S UNIT

/
[Date : ... J-(4].0... Time:

[7au |

[] T8lzd N\l [n[ Nizho] 2T 3T T[4l T4l [7] [ShA | [ |

[Doctor/ Nurse / Family Cancern? [ pof

IﬁlMIﬂlﬂl%lﬁlMl%l'wllll

=

104 -
{ ai[ o | G \ X 4 ‘f‘
103 N g >
i = '\Oj i __.} iy
102 | - =
ke s} D S o P [J 3
‘:) / 11 Cle At / \ ch- = N
101 —$ 2 T FI7 R 1 Is s
Temperatyre 100 ] - N o P4 \ / é_‘__#l(
® 99 - | — A‘u——-ak 4 8
AR R v -
¥ : 0 x %“
97 %. Y .S 3‘? -
96 1 = s ‘J Q
el Taved o
95 . .
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
mmHg) * 0
( g) 110 4 »
Note: 133 q L 5 (62 49
BP does not score o (4 ; 72 z
. 3 £ 40
inearly 70 i .hL ) 7y C#
wamning scoring 60 b ;
50 tz -
Heart Rate (Number) [\ [F{Lh | [0Skl [110h b 1260 by [l bl
70
60
Resp. Rate (bpm) 50
(Over 1 Minute) * gg
> L2 d A X
1
Resp Rate (Number) (285 k. | 22l | | 29} 2} 2€b)h
Resp Mod/ Severe
Distress | None / Mild
Receiving 0, (I/min)
0,Saturations (%) T2 T (0% Ly 1 oY,
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE
Number of shaded boxes | © o 0 ® D
Pain Score 0 0 © 0 P
Observer's Initials e 88T e ne s
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 . Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLYWABNIN‘G SCORING TOOL . - “

INSTRUCTIONS:

» The paediatric Early Warning Score i} seeks to identify the abnormat physiological finding seen during serious
childhoed illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

«  The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose.

* B clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

« Detailed actions are described according to increasing Early Warning Score.

« Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

* Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action’initiated

Record Details when EARLY WARNING SCORE >3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

» tod

« [f at any time additional help is required, cali help — regardless of the Early Warning Score!
 Following a Early Warning Score assessment, senior help may be required .-,

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

1 IDENTITY: ] am (name), a nurse on ward (X). | am calling about (child X)

SITUATION : [ am calling because [ am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX) -~

BACK GROUND : Ghild (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and 1 have ...(e.g. given 02/ analgesia, stopped the infusion), OR [ am
not sure what the problem is but child (X) is deteriorating, OR | don't know what’s wrong but | am really worried.

REGOMMENDATION : | need you o ... come to see the child in the next (XX mins) AND i s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

2

Children’s ; . BirthRight

l
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Patie® YAt |/ CLINICAL / 126 Children’s Observation & Hospital .sv RAINBOW HOSPITALS
i |]H|||||||I|||||||]| |||||||||| Early Warning Scoring Chart | rocoom e | W sty
sk tAKLY WARNING SCORE: CHILDREN’S UNIT
IDate‘C--\kl‘??-.TimeIQKﬂil o T T T T T T T T T T T T T T T T T 11 1]
[Poctor 7Hurss Family Copearn? [ FETTEBISRITTF 1l ISR BT ) BECENEESNREEE
104 4
.l ¥
103 <, TV
102 \LY
101 "( o
N) NI/ FI
Temperature LA g @ AV
(F) 99 Q N A ) 8 \1
L '
PSS 3
97 ~
96
95 /
94
190
Heart Rate 180
(bpm) 170
160
and 150 |-
140
Blood Pressure 130
(mmHg) * %o
110
Note: 183 ]
BP does not score  gg
in early 70
wamning scoring 80 [
50 (s}
Heart Rate (Number) e i
70
60
Resp. Rate (bppm) 50
(Over 1 Minute) * 49
30
2
! \
Resp Rate (Number) | g\
Resp | Mod/ Severe
Distress | None / Mild
Receiving 0,(I/min) 5
0,Saturations (%) adl |
Conscious | Normal
Level ‘Altered
GCS *
TOTAL SCORE
Number of shaded boxes
Pain Score /
Observer's Initials '
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL '

INSTRUGTIONS:

= The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and i} offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

» The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose. X,

* 6 clinical parameters are assessed and recorded as part of the child’s routine ciinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

« Detailed actions are described according to increasing Early Warning Score.

«  Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

« Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Record Betailsxwhen EARLY WARNING SCORE >3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

« [f at any time additional help is required, call help — regardless of the Early Warning Score!
* Following a Early Warning Score assessment, senior help may he required .

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

| IDENTITY: | am (name), a nurse on ward (X). | am calling about {child X}

SITUATION : 1 am calling because [ am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Ghild (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition Is ... (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR 1 am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.

% -| RECOMMENDATION : [ need you to ... come to see the child in the next (XX mins) AND | s there anything | need fo
do in the meantime ? (g.g. stop the fluid/ repeat observation)
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Early Warning Scoring Chart s e e

EARLY WARNING SCORE: CHILDREN'S UNIT

[ E—— fmel | [ [ [ T T T T T T T T T T T T T T TTTTTTTT 1111
[Doctor T urse TFarmiy Concem? |~ T L L b e T T T T P P4
104
103
102
101
Temperature 100
(F) 99
98
97
9
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * 120
110
Note: e
BP does not score  gg
in early 70
warning scoring 60
50
Heart Rate (Number)
70
60
Resp. Rate (bpm) 50
(Over 1 Minute) * gg
2
1
Resp Rate (Number)
Resp | Mod/ Severe
Distress | None / Mild
Receiving O, (I/min)
0,Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE
Number of shaded boxes
Pain Score
Observer’s Initials
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see

Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

» The paediatric Early Warning Score i) seeks to identify the abnormal physjoiogical finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

« The Early Warning Score does not replace clinical experience and acumen andsshould not be relied upon for such
purpose. *

» & clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

» Detailed actions are described according to increasing Early Warning Score.

+ Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action. plan- this should follow discussion with senior colleagues.

* Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Record Details when EARLY WARNING SCORE >%3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

= [f at any time additional help is required, call help — regardless-of the Early Warning Score! i
» Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague. 1

| IDENTITY: | am {name}, 2 nurse on ward {X). | am calling about (child X}

SITUATION : 1 am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

BACK GROUND : Child (X} was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation), Ghild (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and { have ...(e.g. given 02/ analgesia, stopped the infusion), OR ! am
not sure what the problem is but child (X} is deteriorating, OR 1don’t know what's wrong but | am really worried.

ARECOMMENDATION : [ need you to ... come to see the child in the next (XX mins) AND I s there anything [ need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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[ FLUID CHART |

SHeet MO, & i

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

LT D £ e ]

Date | Time | N Route NG | Diarthoea | Vomit |Drainage | Uring | Phiebiis | SION.

Mouth LV N.G
08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm

Total Intake : Total Qutput :
02:00 pm
03:00 pm
04:00pm | | gy

@' 05:00 pm g\)ﬁ“«

X {0600 pm | \NT

o pm | N, =

= o7:00pm [€ ﬁ&ugml " il %

Total Intake : Total Output :

08:00 pm rﬁﬁ%g 45 e o)
og00pm | [ PN lag .l 4 o [

1000 pm er MY a0 7 & g

11:00 pm [¥x / Az wQ < - / s [l &
1200am | [ Ac ,‘8 Vi / & X
01:00am | J/ s N/ / o/

Total Intake : "7’ . Total Output : U- ) M- X
02:00 am f\\ﬁ‘)\ ) V. B / o )
03.00am | 450 / i o (
w0k FO el ¥ S D
05:00 am R, &’ s )l © ® E 5 [ ol
06:00 am Agn:‘oﬂ // // : \, © )

07:00 am A5 &
Total Intake :  ~\_\{, ) Total Qutput:  \J — « ® - X
Total 24 hrs. Intake Total 24 hrs. Output
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Sheet No. :

"2
Rainbow®
Children’s

Hospital

It takes 2 lot to treat the littie.

[ FLUID CHART |

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

R

AT £

~ Output

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea

Vomit | Drainage

Urine

IV Site

Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

L

i

08:00 am

Usml

/

l

09:00am ) °

HEm)

/

10:00 am

us mi

11:00 am

12:00 pm

I\ nq.[’
U< ngJ

X
~

2016
Vi

01:00 pm

Us |

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake
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Total 24 hrs. Output
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Patient Sticker
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Rainbow
Children’s
Hospital

Tttakes a kK to treat the

( FLUID CHART )

m.

BirthRight
BY RAINBOW HOSPITALS
Yaur Right'ta.a Safe Delivery

]
2. Add up each column separately. Make additions acress the page to obtain 24 hrs. total of intake and output.

. Al jeasurements in mi.

s

L

W'T Vlfg:‘ "?ﬁé‘ t -,;’i’{:x;,’
N

T

K
, e Lt
S .

i TR e R
L Z0atput S

Dat Time

Nature
of Fluid

Route

NG

Diarrhoea

Vomit | Drainage

Urine

“*| Thrombo-

s b BT Ao

" IV.Site

',ﬁ:i” ‘ffé?‘ ‘-i

phlebitis

Sign.

Mouth

v

N.G

Score

Nurse

08:00 am

(09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Inlake :

Total Output :

02:00 pim

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

“Total Intake :

Total Qutput :

08:.00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

0100 am

Tut'al Intake :

Total Quiput :

(02:00 am

03:00 am

04:00 am

05:00 am

- 06:00 am

07:00 am

Tuial Intake :

Total Outpht :

E7K8

Trilal 24 hrs. Intake
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Total 24 hirs. Output
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Sheet NO. & ..o
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Rainbow* &

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .Bil‘thRight-

Hospital

Tt takes a lot to treat the little.

[ FLUID CHART

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

L ¥

Ko

- Output G IV Site

Date

Time

Nature
of Fluid

Route

Diarrhoea

Thrombo-

; i . hiebitis | Sign.
Vomit | Drainage | Urine i it Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092

Total 24 hrs. Output
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NURSING CARE RECORD

2 )
Rainbow* X .
Children’s i J BirthRight
Hos pita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the litte. Your Right to a Safe Delivery

DAL, - i b i
w | O Maintaj ay and Oxygenation [ Relieve Pain-&Discomfort ] Maintain Fluid Balance [l Improve Activity Tolerance []_Maintain Good Nutritional Status [1 Maintain Skin Integrity
s Mz:onai Hygiene Me::nn (T Meet Eiimination Needs _L1-Ensure Safety ~[ Early Ambulation Reduce Anxiety -+ Patient & Family Education
S P Identity Potential Complications (3 ANY OIS, SPRCIHY. ... eeeeeeeeesee ettt e et et ettt esesis '
Time Plan of Care Time Implementation Evaluation Re-Assessment 'i"é?;n'i?&'r‘:
//,___‘_
E ‘/// ==
o ———
= . —
//
,_.//
pm [Fssess the pt condim 2 Ppoed Lk plcondtion.
D Monier the vidals e o v |
E r) Mur\-{mn .I (-\'\(D\i _am(*lcﬂ{'(-& W‘LQJ/O (LLUU‘ >F( (9 340[3’@ —)Rp mmpd H..\ .
2 | [ -9p‘omﬁcb j,?ﬂp&.!“ mu;nﬁm \ "[{Q_L
= Pun Tue Al M niqneng) e \Jiﬂ(cﬂ; )
s Ddvugy given 0y pev g~ =
uyzg ‘jAU(’ V) [’(‘\r c}\,u(}/ L\ ‘
fom | chud gmn!| € od
: <55 JHE P A | gy st Jﬁ(@é ' : - l )
;)7/’7 ﬁqf} /” a g}))m ,ﬁés(’/ i all _9 /7+ / S %35%40/4//#//’ v /""7 .
/{Q/H?}’ﬁr V)}?UL@ Yo %{ﬂ}z//ﬂ) és/ L}Jﬂ,j/égz‘_‘_-' \SM/\( / ;/
E v ’/{/{/Mm%m? 2 leane| [0 Yt wjruwa/ "1 /0tn o /4
Py revydyz e i .
! 7\ ! ﬁc"‘j}i/() : }4//]5 P — j/
dPpm Wr"f/’f‘”"”"’"’“ﬂ/ﬂ” “C | gpw| e dodion /5)»(:/1_( ) LA - ﬁmﬂ/weﬂj /1%//4:;/‘/9
Oy r 25 delprri 03 prr &5 golforopd:] - ( For
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NURSING CARE RECORD
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Rainbow®
Children’s BirthRight
Hos pjta| . BY RAINBOW HOSPITALS
It takes a lot to treat the fittie. Your Right to a Safe Delivery

e | [ Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort 1 Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status [] Maintain Skin Integrity
§ [] Maintain Personal Hygiene (] Prevent Infection 1 Meet Elimination Needs [0 Ensure Safety [J Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications L1 ATY OHNETS. SPECHY. ..o e oo e eee s oo e e ee e e e s e e ee ettt ee et e s e e enennnen
; . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
4
D ﬂs_se_s_s A@ a#renz{ & )A’s_ce;s@d Mc ;77;//&'
Genescid Gl Jersomdy o | o) k) ) ecked
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Rainbow® et e g
L ! g Children’s (4 BirthRight
Hosbhit . BY RAINBOW HOSPITALS
N NURSING-CARE-REGORD Hospital | @ <arersmns
DAE: .o eernernesenns
o | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort 0 Maintain Fiiiid Balance [ Improve Activity Tolerance O Maintain Good Nutritional Status O Mainiain Skin Integrity -
— -
(O Maintain Personal Hygieng I Prevent Infection 1 Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Anxiety O Patient & Family Education
& | [ Identify Potential Complications [ ANY OtHEIS. SPBOIY.eevevrriereirerireereresierressrrssesssnsnessresssessssssessrssseesssasntastesanssrmensesranensennsssanis
Ti Plan of G Ti [mplementation Evaluati Re-A t Nuzse Name
ime an of Gare ime p valuation e-Assessmen & Signafure
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=
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=
=
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]
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NURSING CARE RECORD
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Ra.il'lb-‘-?(:;\ﬂl"ﬁ L, * .
Children’s (4 ‘BirthRight
Hospita| . BY RAINBOW HOSPITALS

Tt tzkes a kot to trezt the bitle,

[ Relieve Pain & Discomfort

O Maintain Fluid Balance

O Improve Activity Tolerance

DL (I

O Maintain Good Nutritional Status [0 Maintain Skin Integrity

O Early Ambutation Reduce Anxiety

O Patient & Family Education

w | [ Maintain Airwéy and Oxygenation
'g [0 Maintain Personal Hygiene [ Prevent Infection {2 Meet Elimination Needs O Ensure Safety
S | O Identify Potential Complications [J Any Others. Specify ............................................................................................................ -
. . " \ Nurse Name
Time . Plan of Care Time Implementation Evaluation Re-Assessment & Signature
[=)]
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E
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NURSING SHIFT HAND OVER FORM

Z | Diagnosis: : \ ~ Any Infection: ClYes [J Nomown
g e (ﬂ E If YES SPECITY: ...covvereerreecenseerieeinsenessinnens
E Surgery / Procedure: 1,12 L Post OP Day:
(= Date 2 : ’25
= Shift 8¢ z ) N) g2 Em’ Y,
% | Medical Condition
§ (Any special condition to be noted): —_ — e
& | Diet: — o -
Allergy: O Yes =No |1 Yes =TNo | Yes =No| ) Yes )No | Yes CINo [ Yes CJNo
Ventilation (RA, NP, NIV, VENTI): — i il
Tubes/Drains/Catheter: O Yes =No |1 Yes =No |1 Yes [JNo| O Yes CJNo |0 Yes [1No | O Yes CJNo
£ | Vital Signs: Temp: | Og. Y |y A5 ALTRI!
= Res: | 25bly 281/ 90 bjm
2 0: | oo/ | 4% aa),
% Pulse: | 19 | Yobm }uob/,-o
BP: — — —
Loc: | — il —
Fall Risk Score: — —
Pain Score: | O o o
Skin Integrity | (loe d O 0oA o ,,J
Safety Needs: [« Yes CJNo- Yes [1No |l Yes [ANoC Yes LINo |l Yes CJNo | Yes CJNo
Physiotherapy: | -— — —
§ Others Specify: | Yes (+No | Yes ™/ No | CI Yes CLNo T Yes CINo | C) Yes CJNo | O Yes CNo
k] Special Diet: — i —
Critical Lab Test / Values: _, . —
E |Other Special Orders / Medications: | Yes -=No | L) Yes TTNo | ] Yes C+NG | ) Yes [1No | O Yes [)No | Yes [ No
é PU Prophylaxis: [ Yes ¥7TNo | Yes £TNo | Yes (=No |1 Yes [1No | I Yes CJNo | Yes CJNo
DVT Prophylaxis: C'Yes =No | Yes TINo | T Yes &-No |1 Yes [1No |0 Yes 1 No | Yes [1No
ADL (Dependent / Non Dependent): . sl -
: : 7~
Post Operative Procedure Special Orders: - -
/
Handed Over By Name : ymw J o % ¢ [y LW
Signature /1D : = | Yokos)) Y
Date: \ af¢ Jo4 ﬂﬂﬂj/
Time: Lon/ 4 Hm
Taken Over By Name : j,k W on GW
Signature / ID : 4 ,?/M//‘ f v
Date: [4])¢ bejt L
Time: gV A,
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a g T @
Pt S Children's | @ BirthRight
Hospital ' . BY RAINBOW HOSPITALS
It takes a bot to treat the thre. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: COYes CINo [J Not Known
E " 1f Yes Specify: ceeereeeene crerrerenssnensseanetis
5 Surgery / Procedurs: Post OP Day:
=] Date i
=] Shift o
% Medical Condition .
§ (Any special condition to be noted):
@ | Diet:
Allergy: OYes ONo|OYes INo |OYes CONe|DYes ONo|OYes ONo|OYes TONo
Ventilation {RA, NP NIV, VENTI):
Tubes/Drains/Catheter: OYes ONo|OYes ONo|OYes ONo|OYes ONo [0 Yes ONo|OYes ONo
'-E- Vital Signs: Te]:;gf
§ Spl :
i iy
@ Pulse;
BP;
LOC:
Fali Risk Score:
Pain Score:
Skin Integrity )
Safety Needs: |EYes ONojOYes ONo [OYes ONo|D Yes TINo [CYes ONo|OYes ONo
Physiotherapy: ' o
g Others Specify: |OYes MNo|OYes CONo {3 Yes ONo [OYes ONo|OYes ONo|OYes ONo
'E Special Diet: ’
E Critical Lab Test/ Values:
E |Other Special Orders / Medications: |0 Yes £11No{O Yes O1No |0 Yes ONo [0 Yes ONo |O Yes ONo |0 Yes O No
E PU Prophylaxis: OYes ONo|OYes CONo {0 Yes LiNo {@ Yes T No|DOYes LINo|O Yes & No
DVT Prophylaxis: OYes CONo |01 Yes ©2No |01 Yes C1No | Yes CiNo [O Yes ONo [O Yes ONo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / 1D :
Date:
Time:
Taken Over By Name :
Signature /iD ;
Date: -
Time:

Docu. No. : RCH /FRM/ CLINIGAL / 097
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Eias Patient Sticker Eﬁli'[lg%‘:’s (J Blrtthght"
Hospital . BY RAINBOW HOSPITALS
1t takes a ot to treat the (e, Yeur Right to a Safe Delivery

| NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: C1Yes CINo I Not Known
g I£ YES SPEGITY: revvrerereeeeeevesesssesssssmeessennssens |
5 Su[gery/ Procedure: Post OP Day:
1
g Dalte Shift
é Medical Condition _
S (A?y special condition to be noted):
= | Diet: 7
Allbrgy: [Yes ONo|OYes ONo|OYes ONo|DYes ONo|OYes £No|OYes ONa
Vantilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: O Yes O No|OYes ONo|OYes ONo |0 Yes CiNo|OYes ONo|OYes ONo
= | Vil Signs: Teﬁ";gf
% Sp02;
§ Pulse:
<
BP:
LOGC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: [0 Yes U No |0 Yes ONo|OYes ONo(OYes CONo|OYes ONo B8 Yes ONo
Physiotherapy:
g Others Specify: |0 Yes ONo|OYes ONo|OYes ONo|OYes ONo{OYes ONo|OYes 2No
E Special Diet:
S |Critical Lab Test/ Values:
E |Other Special Orders / Medications: |OYes ONo O Yes CINo |C Yes ONo [ O Yes C1No'| O Yes ONo | O Yes ONo
E PU Prophylaxis: OYes ONo{OYes ONo|OYes ONo|DOYes ONo D Yes ONo|OYes ONo
DVT Prophylaxis: OYes ONo|OYes ONo|OYes ONo|DOYes ONo [OYes ONo|DYes ONo
ADL (Dependent/ Non Dependent): )
Post Operative Procedure Special Orders:
Handed Over By Name :
Signatura /1D ;
Date:
Time:
Taken 0:ver By Name :
Signature /ID :
Date: |
Time:
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Pt Stk Candran's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt tzkes a lot to treat the Utze. Your Right to a Safe Dellvary
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: CYes [ONo [ Not Known
£ 1 YS SPECIHY: wovererereeroreresesesrssrns
"cT-n Surgery / Procedure: Post OP Day:
% Date Srift
é Medical Condition _
S (Any special condition to be noted):
= | Diet:
Allergy: OYes ONo | Yes O No [2Yes ONo |2Yes ONo |0 Yes ONo|OYes OO No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: OYes ONo|OYes ONo[OYes ONo T Yes ONo|O'Yes ONo|DYes ONo
E Vita! Signs: Te:;gf
?: Sp0 :
i -
& Pulse:
BP:
LOC:
Falf Risk Score:
Pain Score:
Skin Integrity _
Safety Needs: {&Yes ONo|OYes ONo|OYes ONo|DYes CNo [0 Yes ONo|OYes ©No
Physiotherapy: ' T
§ Others Specify: {OYes ONo|OYes ONo|OYes ONo |0 Yes ONo|CYes ONo|OYes ONo
E Special Diet: '
E Critical Lab Test/ Values:
£ |Other Special Orders / Medications: | D Yes ONo [0 Yes ©No [0 Yes ONo |[D Yes ONo|O Yes ONo|O Yes ONo
5 PU Prophylaxis: OYes ONo|OYes ONo|DYes CiNo |2 Yes O No [OYes ONo|OYes £1No
DVT Prophylaxis: OYes ONo |0 Yes E2No |0 Yes C1No |3 Yes £1No [0 Yes ONo|O Yes GiNo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name : .
Signature /1D :
Date:
Time:
Taken Over By Name :
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINIGAL / 097
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s-ma - lV“"'" Rainbow”® : yoi 1 g™
‘ﬁ “m“““\ M“\ Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Respinl SR
Vi
19/C_DAY-1 0/ C pav-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y ()] N M E M E Remarks
. No signs of phlebitis /
1 | IVsite appears healthy Obeoracamula 0 _ (7 p
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula — ﬂ V4
* Slight redness near IV Site
1 Of fie followmg s Early stage of phlebitis /
§ | amevient Resite Cannula ¢ = . Q wd
Pain at IV site Redness
Q\llligér:? e Tollowing Sigresare Medium stage of phiebitis /
4 | Pain along Path of cannula ?es't‘? Catnnula Consider 3 — | MNP | VA
Redness around Site Swelling TRamen
All of the following Si
cvident and Bxencive | Advanced stage of phiebits or
5 Pain along Path of cannula tFI;e ;tart of thrombophlebms/ 4 - H@ N
Redness around Site e site Cannula Consider - 3
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness | trombophlebitis / 5
around Site Swelling palpable Initiate treatment Re site ﬂ’ﬂ N
Venous cordpyrexia Cannula
Signature of the Nurse @ (gW éz\

—-‘-‘*-.._

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Ch?/

SIGNALUIE © ovovvvovvrerres et ol Name : .............. 5’5’ ..... A

Docu. No. : RCH /FRM / CLINICAL / 137

Signature of Ward In Charge :
Signature ; ............. NB]“/ﬁy"/M} Name :

/g{f— / (7 ?’9(74/-1..7 i
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Rainbow® ) . A
e ) | Children’s o BirthRight
R — CHECKLIST FOR THROMBOPHLEBITIS—- Hospital | .——31?2!1?3”!?335:11? —_
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N’ M E M E N Remarks
1 | IV site appears healthy %Obgg"}z g;ﬁmf‘;gms/ 0 i
One of the following signs is
5 evident : Possibly first signs of phlghitis i
* Slight pain near the IV Site / / Observe cannula /
* Slight redness near IV Site
- 3 z\:éoegii‘dtgﬁt.followmg Signs Early stage of phlebitis / 5
Pain at |V site Redness Restte Cannula
All é)f the following Signs are Medium stage of phlebitis /
evident : . \
4 Pain along Path of cannula I?esfe Catnnuia Gonsider 3
Redness around Site Swelling reatmen
Al 3 fthe fgllngtf ing Signs are Advanced stage of phlebitis or
evident and Extensive ; "
5 | Pain along Path of cannuia e strl of tNOMBOpRiEblls /-1 4 :
Redness around Site Te Site Lannuia Lonsider
Swelling palpabie Venous cord reatment
All of the following Signs are
evident and Fxtensive ; Pain Advant():ed st%gt_a of
6 along Path of cannula Redness }h_r om ophlebis / . 5
around Site Swelling palpable élmateltreatment Re site
Venous cordpyrexia annllia ’
Signature of the Nurse

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing abservation of the site should continus for 48 hours post removal ta detect post infusion.phlebitis.

Signature of Shift In Charge :

L1111 {1 - RO

“Naeu Nn - RCH/FRM / CLINICAL / 137

Signature of Ward In Charge :

E1 011 111U | I | - S
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4 Patient Sticker Rainbow® . N
| Children’s ‘BlrthRught
i BY RAINBOW HOSPITALS
CHECKLIST FOR TH ROMBOPHLEBIT'S thg,Smggaﬂm Your Right 1o a Safe Delivery
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCGORE E N M E M E N Remarks
1 | IVsite appears healthy %Obzgl‘}: gl;ﬁmjell;ltis/ 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
. Two mf (}hetfollowing Signs Early stage of phlebitis / )
are evident: )
Pain at iV site Redness Resits Gannla
All é)f the following Signs are Medium stage of phisbitis /
evident ; . X
4 Pain along Path of cannula _I;_ies;te Catnnula Consider 3
Redness around Site Swelling reaimen
g‘yigé;? g;gl&m::gﬁég:ns are Advanced stage of phlebitig or
5 | Pain along Path of cannula g‘e sitaréuf thr]orgboppcllebltls/ 4
Redness around Site Te Site Laninuia Lonsider
Swelling palpable Venous cord Teatment
All of the following Signs are
evident and Extensive : Pain ﬁ]dvangedhslt%gg of
6 | aong Path of cannula Retitess | | I:‘.?T ?p te ’“?/R " 5
around Site Swelling paipable Al el reatmen he siie
Venous cordpyrexia Cannula o
Signature of the Nurse

NOTE : Phisbitis greater than grade 2 should be reported to physicians and other appropriate health care parsonal angoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.

Signature of Shift In Charge :

RS0 14 11 TSR NAME © e enasnsnes

Docu. No. : RCH /FRM / CLINICAL /137

Signature of Ward In Charge :

SIgnature : .c..eevveereeererrememserenens

eeveereneess NAIMIE | covevetrenersenasssesensnssssnsssnasnssesessassssenes .
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BRADEN 'Q' SCALE
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Rainbow®
Children’s
Hospital

It takes & lok to treat the ittle.

BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivery

‘Birthnight‘

Does not make even slight changes

Makes occasional slight changes in

Makes frequent through slight

vate: T[22 [F ] & o] dli?
Time:| | | #s1¥ng
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: ) -

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

day and inside room at least once every
2 hours during walking hours.

Mobility Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L(
without assistance. to completely turn self independently. independently. lj
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
E) Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : iy ; i : ; 4 y
of physical activity’ Gorifined b non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

Sensory Perception

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or

two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort,

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

Moisture Degree
to which
skin is exposed
to moisture

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2, Problem:

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

3. Potential problem:

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair or bed most of the time but
occasionally slides down,

4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times.*

Y
g
7
.
/

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

Tissue Perfusion &
Oxygenation

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
e < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18

Docu. No. : RCH /FRM / CLINICAL / 119

| Not at Risk: 19-23

TOTAL SCORE 28 |2+ \&r
Evaluator's Name @ 7 C&
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Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
lo altered mability, consider occupation therapy referral for advice
Reguiar Turning Schedule . _
Enablg as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Atternating Dressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
+ Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk « In addition to regutar turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date : —
— | Time :

1, Completely immobile:
Does not make even slight changes

2. Vlery limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobility in body or exiremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independentiy. | independently,
—" 2. Chajrfast: 3. Walks occastonally: 4. All patients too young to ambutate;
Abillty to walk severely limited or Walks occasionally during day, but for OR walks frequently:
*Activity The degres 1, Bedfast : non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
of physical activity Confined 10 bed and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
AN wheelchair.” shift In bed or chair, 2 hours during walking hours,
— 1. Completely Rmited: 2.Very limited: 3. Slightly limited: 4. No impalrment:
Unrespansive (does not moan, flinch | responds to only painful stimuli, cannot |  Responds ta verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort]  Has no sensory deficit that would limit
Sensory Perception diminished lavel of consciousness or | moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability o feel sensofy impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
: 1. Constanily moist: 2. Very moist: 3. Occasionally moist: 4, Rarely meist:
Moisture Degrea Skin is kept maist almost constantly |  Skin is often,-but not always, molst. Skin is occasionally moist, requiring Skin is usually dry, routing diaper
towhich by perspiration, urine, drainage, etc. | Linen must be changed at least every linen change every 12 hours. changes; lingn only requires changing
sk:g g;:fg;ed Dampness is detected every time 8 hours. every 24 hours. ,

patient is moved or turned.

[~ FRICTION-SHEAR
fFriction Occurs when
Skin moves against

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant

2. Problem:
Requires moderate to maximum
assistance in moving. Complete litting

3. Potential problem:
Moves freely or requires minimum
assistance. During a move, skin

4, No apparent prablem:
Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheats Is prabably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or ¢hair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at ail times.”
ona another occasionally slides down.
— 1.Very Paar: 2. Inadequata: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

-

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complate meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement,

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
rinerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will

take a dietary supplement.

Is on tube feedings or TPN, which
provide adequale calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

Is on a narmal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or mors
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

L

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< A0 in a newborn) or the patient
does not physiologically tolerate
pasition changes.

2. Compromised:

Normotensive oxypen saturation may
be < 95%; hemoglobin may be

< 10 mg/dk; capillary refill may be

» 2 seconds; serum pH is < 7.40.

3. Adequata:

Normotensive oxygen saturation may
he < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refifl
< 2 seconds.

gevere Risk : lessthan 9 | High Risk: 10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | Notat Risk: 19-23

pecu. No. : RCH /FRM / GLINICAL /119

TOTAL SCORE

Evaluator's Name
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] Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk dyg
to altered mobility, cons|der occupation therapy referral for agvice
Regular Turning Schedule
Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas”
Use pressure redistribution surfaces Al ,
Manage moisture, friction and shear ternating pressure mattress overiay
Advance to a higher level of risk if other major risk
factors are present
_ . High density foam mattress
Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk » i o Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overiay
Follow the same profocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Suppori Surfaces
Calegory Action (Please Nate: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

« Regular Turning Schedule . _
« Enable as much activity as possible High density foam matiress

At Risk » Protect the heels Gel pads for high-risk areas

+ Use pressure redistribution surfaces

+ Manage moisture, friction and shear

« Advance to a higher level of risk if other major risk
factors are present

Alternating presstire mattress overlay

High density foam maitress
Use the Same Protocol as for “At Risk” Patients L
Moderate Risk . Gel pads for high-risk areas

« Position patient at 30 degree lateral incline using foam wedges .
g aree latora! ncing using 0 Alternating pressure mattress overlay

« Follow the same protocol as for “Moderate Risk” Patients High density foam maitress
High Risk « In addition to regular turning schedule Gel pads for high-risk areas
i8] « Make small shifts in their position frequently Alternating pressure mattress overlay
T—
- Use same protocol as for “High Risk” Patients High density foam mattress
Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overiay
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Patient iD Tt ket a 30k to et he Bisia.
Date :
Time:
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes | Makes oceasional slight ehanges in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance,
without assistance, to completely turn self independently. independently.
2. Chalrfast : 3.Walks occasionally: 4. All patients toa young to ambulate;
oAt . Ability to walk sevarely limited or Walks occasfonally during day, but for OR walks frequently:
;";’;;tgig;zgﬁﬂ:f 100?]‘;’:1?;}0 bed non-existent, Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a
and/or must be assisted Into chair or assistance. Spends majority of each day and inside room at least once avery
wheelchair” shift in bed or chair. 2 hours during walking hours,
1. Gompletely limited: 2. Very limited: 3, Stightly limited: 4, Na impatrment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
i or grasp) to painful stimuli due to communicate discomfort except by cannot atways communicate discomfort| Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restlessness; OR, has or need to be turnad; OR, has some ability to feef or communicate pain or
sedation, OR, limited ability to feel sensory Impairment that limits the sensory impairment that limits ability discomforl.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly moist: 2.Very moist: 3. Oceasionally moist: 4, Rarely meist:
to whichg Skin is kept moist almost constantly Skin is often,-but not always, moist. Skin is occasionally moist, requiring Skin is usuvally dry, routine diaper
skin is exposed by perspiratior, urine, drainage, ete. Linen must be changed al least every linen change every 12 hours. changes; linen only resquires changing
to moisFt]ura Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant probler: 2, Problem: 3. Potential problem: 4, No apparant problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimem Able to completely [lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheels is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chalr, restraints, or other muscle strength to life up complately
skin and adjacent bony bed or ¢hair, requiring frequent devices. Maintains relative good positien!  during move. Maintains good pasition
surface slide asross repositioning with maximum assistance.{ in chair or bed most of the time but in bed or chair at all times.”
onhe another occasionally slides down, [
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Exceflent:

Nutritional Usual
food infake pattern

NPQO/or maintained on clear liguids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dalry products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

Is on liquid diet or tuba feedings/TPN,
which pravides inadequate calgries and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal ang
generally eats only about half of any
food offered. Protein infake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplament.

Is on tube teedings or TPN, which
provide adequate calories and minerals
for age OR eats over haif of most meals.
Eals a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Dees not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive {(MAP < $0 mm Hg;
< 40 in a newborn} or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normatensive oxygen saturation may
be < 85%:; hemoglobin may be

< 10 mg/dl; capiltary refill may be

> 2 seconds; serum pH is < 7.40,

3, Adequate:

Normetensive oxygen saturation may
he < 95%; hemoglobin may be

< 10 mg/dk: capillary refill may be

2 seconds; serum pH is normal.

4, Excellant:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk:lessthan9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | Not at Risk: 18-23

Docu. No. : RCH /FRM / CL

INICAL/ 118

TOTAL SGORE

Evaluatnrie -
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Support Surfaces
Action {Please Mote: Only required for chitdren who are deemed at rigk due

1o altered mobility, consider cccipation therapy raferral for advice

_—7F

« Regular Turning Schedule

« Enable as much activity as possible

« Protect the heels

+ Use pressure redistribution surfaces

» Manage moisture, friction and shear

« Advance to a higher level of risk if other major risk
factors are present

High density foam matiress W\
Gel pads for high-risk areas
Atternating pressure mattress overlay

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule
Make small shifts in their position frequently

High density foam mattress
(el pads for high-risk areas
Alternating pressure matiress overlay

Use same protocol as for “High Risk™ Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam maitress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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Dale:
Time :
1. Completely immobile: 2, Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even sfight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequont changos i
in body or extremity position body or extremity position hut unable changes n body or exiremity position |  position without assistance. .
without assistance, to completely turn self independently. independently. M
2 Chairfast : 3. Walks occasionally: 4, Al patients too youny |0 anybulate; ""*a-afw
i ] Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: ) N
(;}C;wgg;:ig;eg? :;hﬁ?iﬁ?ds:é bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at pngt twice \ -
and/or must be assisted into chair or assistance. Spends majority of eagh day and Inside room at least oyGe every
wheelchair” shiit in bed or chair. 2 hours during walking hours, JUR—
1. Completely limited: 2, Very limited: 3. Slightly limited: 4, Yo impairment: t“*’«-\
Unrespansive (does not moan, flinch [ responds to only painful stimuli, cannot {  Responds to verbal commands, but Responds to verbal commands. 0 N \\
. or grasp) to painful stimuli due to communicate discomfort excopt by cannot always comemunicate discomfort |  Has no sensory deficit that would W -
Sensory Perception diminished level of consclousness or | moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pall Tempo
sedation, OR, limited ability to feel sensory Impairment that limits the sensory impairment that limits ability discomfort. s
pain over most of the body surface. abllity ta feel pain or discomfort over to feel pain, or discomfart in one or "’“\M
half of body. two extremitles. soamund T
1. Constantly maist; 2. Very moist: 3. Occastonally moist: 4, Rarely molst: "

Moisture Degree

Skin is kept moist almaost constantly

Skin is often, but not always, moist.

Skin is occastonally moist, requiring

Skin Is usuelly dry, routing “'“”m‘uu\ﬂ

Friction Qceurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistanca in moving. Complete lifting

SH,{‘;;‘;’;’SSSBI, by perspiration, urine, drainage, etc, | Linen must be changed at least every lingn change every 12 hours. changes: linan oply requires chi!
to moisture Dampness is detected every time 8 hours. every 24 hours,
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2, Problem: 3. Potential problem: 4. No appatent preblem: e

Moves freely or requires minimum
assistance. During & move, skin

Abile to comptataly lift patig”
position change, mova

Nutritional Usual
food intake pattern

or IVs for more than & days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

which provides inadequate calorigs and
minerals for age OR albumin < 3 mg/di
OR rarely eals a complete meal and
generally eats oniy about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasianally will
take & dietary suppiement.

provide adequate calories and minerals

for age OR eats over half of most meals,}

Eats a total of 4 servings of protein
{meat, dairy products) each day.
Occasionally will refuse a meal,
but will usually take a supple
offered.

Tissue Perfusion &

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newhorn}) or the patient
does not physiclogically tolerate
position changes,

2. Compromised:

Normatensive oxygen saluration may
be < 95%; hemoglabin may be

< 10 mg/dl; capillary refili may be

> 2 seconds; serum pH is < 7.40.

3. Adequate;

Normotensive oxygen saturation "%

he < 35%; hemoglobin may be
< 10 mg/d; capillary refill may be
2 seconds; serum pH is normal,

support surfaces thrashing and friction. without sliding against sheets Is probably slides to some extent against chair Indepondently 3
Shear Occurs when Impossible. Frequently slides down in sheets, chair, restraints, or other muscla strength t e T
skin and adjacent bony bed or chalr, requiring freguent devices. Maintains relative good position|  during move.
surface slide across repasitioning with maximun assistance.]  in chair or bed most of the time but in bed ot ct
one another occasionally slides down,
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Exi
NPO/or maintained on clear liquids, Is on liguid diet or tube feedings/TPN, is on tube feedings or TPN, which Is

Oxygenation

Severe Risk : lessthan 9 | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk : 15-18
Docu. No. : BCH /FRM/ CLINICAL / 119

[ Notat Risk: 19-23
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ANIKET ANIL PARASIAS® J Children’s . Blftthght
” ’ ! I, , ” ’m'mm Hospital . BY RAINBOW HOSPITALS
i PAIN ASSESSMENT FORM Hospital, | @y
. ram ovdfe : i - 0 Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eactors Educated _Intervennnn Sign
(g / ( 20 0 , [ Continuous | [1 Acute (] Sharp 1 Dull (1 Increasing | [ Yes (A ¢ )
S ?r al D) (0 M [ Intermittent | (] Chronic ["J Aching ] Burning | [ Decreasing | I No i i%‘%
T Continuous | [1 Acute (] Sharp [ Dull [ Increasing [ Yes §.
/' C] / é 1O Pr 7 1 ﬁ 7 Intermittent | [ Chronic (] Aching [ Burning | 1 Decreasing | [ No T /@/
[] Continuous | [ Acute {1 Sharp ] Dull [ Increasing 1 Yes e
o (0 | - | i - N
2 0 Xﬁwﬂ N ﬂ 1 Intermittent | I Chronic ] Aching [ Burning | [J Decreasing | [ No V1) J(AR
/ [] Continuous | [ Acute (] Sharp [ Dull L] Increasing L] Yes
Al i 0 | M - n | . ¥
N ;S/ v [ Intermittent | [ Chronic (1 Aching (1 Burning | [ Decreasing { ] No / f7 "ﬁ;
' ’4 [! Continuous | [J Acute (] Sharp ] Dull [! Increasing L1 Yes g
e / é:/éé [o.am| O pl (1 Intermittent | [J Chronic [ Aching [ Burning | [ Decreasing | [ No &7
[] Continuous | [ Acute (] Sharp [ Dull [ ] Increasing L1 Yes
[ Intermittent | 1 Chronic ] Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute (1 Sharp [ Dull [ Increasing [J Yes
[ Intermittent | [J Chronic (] Aching (] Burning | [ Decreasing | [ No
] Continuous | [ Acute 1 Sharp [ Dull [] Increasing [ Yes
(] Intermittent | [ Chronic [ Aching ] Burning | [] Decreasing | [ No
[1 Continuous | [ Acute [ Sharp 1 Dull ['! Increasing C] Yes
[ Intermittent | [ Chronic [1 Aching ] Burning | [} Decreasing | ! No
[] Continuous | [ Acute 1 Sharp [ Dull [] Increasing [ Yes
[ Intermittent | 1 Chronic [ Aching [ Burning | [] Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b)  Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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Numerlcal Paln Scale ((hstetric and Gynecology)
L | I | | 1 1 | | | |
I 1 I i | ! ] | I T 1
0 1 2 3 4 5 ] 7 8 9 Mu?st
No Pain Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

@@@@@@

No Hurl Hurls Lmje Bit Hurts thtla More Even More Hurts Who[e Lot Hurts Worst

N PAIN-ASSESSMENT TOOLS

FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)

‘ SCORING
CATEGORY
0 1 ) 2
" { Occaslonal Gmacs or Frown, Fraquent to constant frown,
Face No Particular expression or smila withdraw, Disorlented quivering chin, clenched Jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, of legs brawn up A
‘| Laying quietly normal position, Squirming shifing back and .
Activity moves easlly forth, tense Arched, right, or Jerking
Moans or whimpars occasional Crying steadily, scraams of sobs,
Cry No Cry (Awake or asleap) complalnt _ frequent complalnts
- Reassured by occasional touching,
Content, relaxed hugging, or being talked to, Difflcutt to console or comfort
Consofabllity distractible 0
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Agsessment Sedation Hormal Paln / Agitation
Criterla
2 -1 (] 1 2
Crylng No Gry with painful | Moans or criss Appropriate crying Not| Irritable or crying at | High-pliched or silent-
Irritability stimudi minfmally with painful| irritable Intervals consofable | continuous cry
. stimuli Inconsolable
Behavior Stale | Noarjusaltoany | Arouses minimally to | Appropriate for Restiess, squirming Archlna, kicking constantly awake
stimuli stimuli gestational age Awakens frequently
No spontaneous Litile spontaneous Amuses minimally / no movemem
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extcemilles | No grasp reflex Woak grasprefiex | Refaxed hands and | Intermittent Continual clenched
Tone Flaceld tone decreased muscle | feet ¢lenched toes, fists | toes, fists, or finger
tons Normal Tone or finger splay splay
Body is not tenss Body is tense
Vital Signs HR | No varfability with | Less than 10% Within bassllneor | Increase 10-20% | Increase greater than 20% from
RR,BR 520, | simufi variability from normal for from baseline baseline, Sa0, less than or 1
Hypoventilation or | baseling with stimuli | pestational age 5a0,76-85% with | equalto 75% with stimmulation -
apnsa stimulation - quick | ‘slow recavery Out of sync or
. | recovery fighting ventilator
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PAIN ASSESSMENT FORM B takes & dot 1) treat the Fe. Your Right to a Safe Delivery
B Paln'Sudfe | | | : ‘Moditying | Patient;/Family 1
Date Time {0/10) ‘Lonallon Duration | Acuity Gharacter Eactors Eduicated _Inleruention Sign
O Continuous | [ Acute O Sharp O3 Dull O Increasing { O3 Yes
[ intermittent | {3 Chronic JAching [ Burning | O Decreasing | I No
‘ D 'Cnnﬁnuous' O Acute O Sharp O Dull 01 Increasing | ([ Yes
{0 Intermittent | O Chronic 0 Aching [0 Burning | OJ Decreasing | [ No
(1 Continuous | [ Acute O Sharp I Dull [ Ingreasing | [ Yes
(3 Intermittent | O Chronic [0 Aching [ Burning | (3 Decreasing | [ No
O Continucus | O Acute O Sharp 2 Duil [ Increasing O Yes
’ L " | 3 Intermittent | O Chronic M Aching O Burning | O Decreasing{ T No
. O Continuous | [ Acute O Sharp (O Dull (1 Increasing 0 Yes
O Intermittent | [J Ghronic O Aching (7 Burning | (3 Decreasing | [ No
E"_l Continuous | [ Acute Ol Sharp (O Dull O Increasing O Yes
{1 Intermittent ; CJ Chronic (7 Aching [T Burning | [ Decreasing | O No
0O Continuous | CI Acute () Sharp (33 Dull [ Increasing | [ Yes ' . -
il i 3 Intermittent | O Chronic (1 Aching [0 Burning | [0 Decreasing | "3 No
O Continuous | O Acute O Sharp I Dull Ol Increasing | I Yes
i - O3 Intermittent | [ Chronic [J Aching [ Buming | T Decreasing | O No
3 Continuous | 3 Acute [J Sharp [ Dull O Increasing | (O Yes
O Intermittent | 1 Chronic [ Aehing [J Burning | O3 Decreasing | (2 No
{0 Continuous | O Acute [J Sharp O Dull O Increasing | I Yes
O Intermittent | O Chronic OJ Aching O Burning § CJ Decreasing | [ No
Re-asgessment Frequuncy:
1. Every elght hours for all hospitalized patients.
2. For post-surgical patients, patlents with chronlc pain, patient with severe pain:
a}  Atleast every 2 hours for the first 24 hours b} Then every 4 hours.
¢}  Priorto pain pain-refieving intervention. d) Within 30 - 60 minutes after pain relief intervention.
Docu.No: RCH /FRM / CLINICAL / 152 (PT.O)
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PAIN ASSESSMENT TOOLS

"

Numerical Paln Scale (Obstetrlc and Gynecology)

1 1 T, )
7 9 10

Warst
Possible Pain

Wong - Baker (Padlatrics) Ahove 7 Years

@@@@@@

Huris Whola Lat Hurts Worst

FLACC PAIN ASSESSMENT SCALE (f Month to 7 Years)

e

i ¢ SCORING
CATEGORY
0 ] 1 2
" | occasional Grimacs or Frown, Frequent to constant frown,
Faca No Particular expression or smilz withdraw, Disorfanted quivering chin, clanched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
| Laying quietly normal posttion, Squirming shifting back and .
Activity mﬁ',,eﬂ Easny’ : fnqrm‘, tenge ! Arched, right, or Jerking
Moans or whimpers accasional Crying steadily,screams of sobs,
Cry No Cry (Awake or asleep) complaint ' frequent cofiplaints
Reassured by pccasiﬁnal touching,
Consotabiity Content, relaxed hugging, or beinp talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitailon and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Paiin / Agitation
Criterla
2 1 0 1 2
Crying No Cry with painful | Moans or gries Appropriate crying Not| Irritabla or crying at | High-pitched or silent-
Ieritabilty stimuli minimally with palnfui| Iritabla intervals consolablg | continuous cry
stimuli ) Inconsolable ,
Behavior State | No arousalfoany | Arouses minimally to | Appropriata for Restless, squirming | Arching, kicking constantly awake (
stimuli stimuli gestational age Awakens frequently | or !
No spontaneous Liltle spontaneous Arguses minimally / no movement
movement mavement {not sedated)
Faclal Mouth s lax Minlmal expression | Retaxed Appropriate | Any pain expression | Any pain exprassion
Exprassion No expression with stimull Intermittent continual
Extremities | No grasp reflex Weak graspreflax | Relaxed hands and | Intermittent Continual clenchad
Tong Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tong or finger splay splay
Body is not tensg Body is tense
Vital Signs HR | No varlabilty with | Less than 10% Within baselineor | Increase 10-20% [ Increase greater than 20% from
AR, BE 8a0, | stimul variability from normal for from baseline baseline, Sa0, less than or 4
Hypoventilation or | baseling with stimull | gestational age Sa0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
: | recovery fighting ventilator
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Date :
Time

1. Completely immohbile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4, No limitations:

Mobility Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unabls changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Vi . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
:f";‘l‘\';t;'lgmg:gg’e :}o ﬁ?i(rj]?dﬂté b non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room al least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least onca every
wheelchair." shift In bed or chair. 2 hours during walking hours,
1. Completely limited: 2. Very limited: 3. Slightly Himited: 4. No impairment:
Unresponsive {does not moan, flinch |  responds to only painful stimuli, canniet | Respends to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always cammunicate discomfert | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory Impairment that limits the
ability {0 feel pain or discomfort aver
half of body.

sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

discomfort.

Moisture Degree

1. Gonstantly moist:
Skin is kept maist almost constantly

2. Very moist;
Skin is often,-but not always, moist.

3. Occasionally moist:
Skin is accasionally moist, requiring

4, Rarely moist:
Skin is usually dry, routing diaper

skir:(;svg;(lsgse d by perspilagion, urine, drainaqe, ete. Linen must ba changed at least every linen change evary 12 hours. changes; linen oply requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Qccurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to camplstely lift patient during
Skin moves against agitation Jeads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction, without sliding against sheets is probably slides to soma extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down In sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.] in chair or bed most of the tima but in bed or chair at all times.”
ona another occasionatly slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

Nutritional Usual
food intake pattern

NPO/or maintained on clear liquids,
or iVs for more than 5 days OR
athumin < 2.5 mg/d| OR never eats
a complete meal, Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid distary
supplement,

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complets meal and
generally eats only about half of any
food oftered. Pratein intake includes
only 3 servings of meat or dairy
products per day. Occasionally wilt
take a dietary supplement,

ts on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
{meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

Is on a normal diet providing adequate
calories for age. For example, eals
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Dogs not require supplementation,

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newbern) or the patient
does not physiclopically tolerate
position changes.

2. Compromised:

Normolensive oxygen saturation may
be < 85%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
he < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 85%; nortnal hgb; capillary refill
< 2 seconds.

Severe Risk:lessthan9 [ HighRisk:10-12 | Mederate Risk:13-14 | Mild Risk:15-18 | Notat Risk: 19-23
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severe pain or with additional risk factors.

Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
- to altered mability, consider occupation therapy referral for advice
+ Regular Turning Schedule . _
Sy « Enable as much activity as possible High density foam maitress
15-18 At Risk »  Protect the heels Gel pads for high-risk areas
» Use pressure redistribution surfaces .
. - Alternating pressure matiress overlay
« Manage moisture, friction and shear
« Advance to a higher level of risk if other major risk
factors are present
L High density foam matiress
Use the Same Protoco! as for “At Risk” Patients C
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
\ Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Get pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam maitress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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and/or must be assisted into chair or
wheelghair.”

assistance. Spends majority of each
shift in bed or chair.

day and insids room at [east once every
2 hours during walking hours.

2
Rainbow® ® r: .
1y Children’s BirthRight
I BRADEN Q SCALE Hospital .WM
| Patient 10 Itekes 0 bkt et o Pe. Your Right to a Safe Delivery
h Dale:|™ _—l
Time :
1. Completely immobile: 2, Very limited: 3. Slightly limited: 4, No limitations:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position bady or extremity position but unable changes in body or extremity posifion | posifion without assistance.
without assistance. to completely turn self independently. Independently.
2. Chairfast : 3. Walks occasionally: 4. Ml patients too young to amhulate;
At . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
gcéwgig;:zg;%:? ::o ﬁ?i?l?tﬂ(; bed non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a

Sensory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of conscicusness or
sedatlon, OR, [imited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory Impairment that limits the
ahility to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits alility

to feel pain, or discomiort in one or
two extremities.

4, No impalrment:

Responds to verbal commands.

Has no sensary deficit that would limit
ability to feel or communicate pain or
discomfort.

Moisture Degree

1. Gonstantly moist:
Skin is kept moist almost constantly

2. Very moist:
Skin [s often, but not always, moist.

3. Occasionally moist:
Skin s occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

Nutritional Usual
food intake pattern

NPQ/or maintained on clear liquids,
or iVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats morg
than half of any food offered,
Protein infake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

Is on liquid diet or tube feedings/TPN,
which provides inadaquate calories and
minerals for age OR albumin < 3 mg/dl
OR raraly eats a complete meal and
generally eats only about half of any
food oftered. Protein intake includes
only 3 servings of meat or dairy
products per day, Occasionally will
take a dietary supplement.

Is an tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

hut will usually take a supplement if
offered,

skir:c;svg:(l;gse d by perspira;inn, urine, dmlnaqe, ete. Linen must ba changed at least every linen change every 12 hours. changes; finen ooly requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Prablem: 3. Potential preblem: 4.No apparent problem:
Friction Occurs when Spasticity, contracture, liching, or Requires moderate to maximam Moves freely or requires minimum Able to completely [ift patient during
Skin moves against agitation leads to almost constant assistance in moving. Gomplete lifting assistance, During a move, skin position ¢change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is prabably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bied or ¢hair, requiring frequent devices. Maintains relative good position]  during move, Maintains good position
surface slide across repositioning with maximum assistance.]  in chair or bed most of the time but in bed or chair at all times.”
ong another occasionally slides down.,
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised;
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes,

2. Compromised:

Narmotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
he < 95%; hemoglobin may be

< 10 ma/dl; capillary refili may be

2 seconds; serum pH is normal.

4. Excellent;

Normotensive, oxygen saturation
> 85%; normal hgb; capillary refill
< 2 seconds.

Severe Risk:lessthan9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Notat Risk: 19-23
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Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to attered mobility, consider occupation therapy referral for advice
Regular Turning Schedule ) '
Enable as much activity as possible High density foam mattress
1518 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear mating p fiay
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk” Patients A
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incling using foam wedges .
Alternating pressure mattress overlay
Follow the same protocel as for “Moderate Risk” Patients High density foam mattress
10-12 ~ High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam matress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overiay




