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DOCUMENTATION

The enclosed documentation forms were developed by members of the Diabetes in Children and Adolescents Subcommittee and by diabetes educators in
Nova Scotia (NS). These forms were implemented in March 1993 (with some revised most recently in 2003) in those NS Diabetes Centres (DCs) with a
pediatric component. A complete form guide, providing detailed information on the use of the forms, is available from the DCPNS.

Objectives

The objectives for each of the following forms are as follows:

Pediatric Initial Assessment Form

¢ To provide complete assessment data including demographics, social assessment, health status, diabetes-related information, family history, and
readiness to learn for those newly diagnosed with diabetes.

To provide a user-friendly format for recording above data.

To reduce duplication of information gathered by DC staff.

To reduce repetitious questioning of the child/adolescent and family.

To facilitate a team approach to assessment and education.

Pediatric Assessment Part 2 or Follow-Up Form for Not Newly Diagnosed Referrals and Follow-up Visits

¢ To provide complete assessment data including demographics, social assessment, health status, diabetes-related information, family history, and

readiness to learn for those being seen as a:

- Not newly diagnosed (NND) individual with diabetes. NND is a classification used to denote those individuals that are not newly diagnosed
(educated elsewhere) but are new to the DC or last seen in the DC > 24 months ago.

- Follow-up visit. Individuals with diabetes returning for routine follow-up care.

To provide a user-friendly format for recording the above data.

To reduce duplication of information gathered by DC staff.

To reduce repetitious questioning of the child/adolescent and family.

To facilitate a team approach to assessment and education.

Pediatric Flow Sheet (This is presently under revision—summer 2003. The DCPNS Flow Sheet for adults may be adapted and used in its place.)
e To provide pertinent laboratory and selected self-care data "at-a-glance."

e To permit tracking of the child/adolescent's progress.

¢ To reduce double documentation in various parts of the child/adolescent's chart.

Pediatric Nursing and Nutrition Education Checklists (these will be revised in the fall of 2003)

e To provide a record of diabetes education--content, comprehension, materials given, to whom, by whom, and date.

e To facilitate "at-a-glance" identification of topics requiring instruction, reinstruction, or reinforcement.

e To provide documentation corresponding to the "instructed" boxes in the Pediatric Initial Assessment and Follow-up Forms.

DCPNS July 2003 Documentation 1



PEDIATRIC ASSESSMENT -

NEWLY DIAGNOSED
DIABETES CENTRE

Shading indicates optional completion when recorded elsewhere.
Use on all newly diagnosed (ND) new referrals.

Name: Date:
Accompanied by: U mother 4 father U sibs: U other:
Lives with: 4 mother 4 father U other:

Information obtained from: O mother O father Q child Q other:

DEMOGRAPHIC INFORMATION

Mother: Other:
Father: Relationship:
Sibs (number, name, age): Address:
Province:
Address: Postal Code:
Phone: Res:
Province: Bus:
Postal Code: Occupation:
Phone: Res: Hours of work:
Bus:  (mother):
(father):
Occupation: (mother): Hours of work:
(father): Hours of work:
Drug plan: U social assistance U employment plan:
Q other: U none
Pharmacy: Phone:
Language spoken (if other than English): Interpreter required: anN ay

Religious, family, or cultural practices that may influence how child/family cares for health:

O none

School and grade: Phone:

Signature:

Person completing demographic information (if other than RN/PDt)

Allergies (food, drug, environmental): anN QY (note):

O none
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DIABETES-RELATED INFORMATION

Ageatonset: _ = Date of diagnosis: Type of DM: U type 1 U type 2
Previous diabetes education: anN QY (if yes, complete part 2 or Follow-up Assessment form)

When:

Where:
Present symptoms: a M thirst O M urination 4 fatigue Q weight loss

U mood changes U nausea/vomiting U headaches U blurred vision

O DKA (pH < 7.35) O recent infections:

U other:

Describe iliness at present:

U none
|
HEALTH STATUS
Medications (Non-DM - Include type/dose/frequency, OTCs, vit/min suppl): O see Medication Sheet d none
Medical problems: 4 thyroid O other (chronic illness/significant past illness/hospitalizations/disabilities):

U none
Date of last immunization: 4 see attached card Other preventative measures:

How often do you see the following:

GP? Name:
Specialist(s)? Name:

Name:
Dentist? Name:
Eye Specialist? Name:
Other? Name:

Q INSTRUCTED (see Education Checklist)
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FAMILY HISTORY

Diabetes: U mother Q father
U sibs:
U grandparents: (M): mother father
(P): mother father
U other: U none

How has it affected their lives?

CAD or PVD: anN ay

Hypertension: anN ay

Dyslipidemia: anN ay

Thyroid disease: O N ay

Other:

EXERCISE
Activities:

O none
Hobbies:

O none

O INSTRUCTED (see Education checklist)
____________________________________________________________________________________________________________________________________________|

NUTRITION (for completion on newly diagnosed patients)

Nutritional Status Assessment
Ht: Wt:
Usual wt: % wt loss:
Recent wt change: Recent wt loss: 4 not significant Q significant
Applicable lab data (non diabetes): O severe:
Interpretation of nutritional status:

Comments:

Pediatric Assessment - Newly Diagnosed DCPNS - Revised January 2010
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Optional: This pac-;e maz be photocopied and sent as/with the report to the phzsician.
PROBLEM LIST - TEAM USE

U Diabetes education U Adjustment to diagnosis: U parents 4 child U sibs
U Fear of needles Q Family dysfunction Q School
U Fear of checking blood U Stress Q4 Financial
U Eating problems 4 Smoking a
Q Inactivity O Sexual health a
U Fear of hypoglycemia U Driving practices Q
Q Severe hypoglycemia U Behavioural a
COMMENTS
U none

NUTRITION RECOMMENDATIONS

d none

Signature: Date:

NURSING RECOMMENDATIONS

d none

Signature: Date:

OTHER RECOMMENDATIONS Discipline:

U none

Signature: Date:

Non discipline-specific portions of this form were completed by the above: U RN 4 PDt
DC appointment for: O 6 weeks a 3 months Q 6 months 4 other:
Referral to: U social work: U community/home care:

Q psychology: Q ophthalmology:

U other:

Pediatric Assessment - Newly Diagnosed DCPNS - Revised January 2010



PEDIATRIC EDUCATION CHECKLIST
DIABETES CENTRE

INSTRUCTIONS:
Instruction Use this column to indicate the first time the topic was taught/reviewed.
Reinforcement Use this column to indicate review of specific topics.
Date Record date. Initial if required.
Cc Check (V) when exhibits understanding and ability to apply.
H Check (V) if handouts/material given.
F Check (V) if family/others were present for instruction.
G Check (V) if topic was instructed in a group.
* Indicates survival skills for appropriate treatment type.
Instruction Reinforcement Reinforcement
TOPIC DATE C/H F|G DATE C/H|F|G DATE CIHIF|G

What is Diabetes?

Antihyperglycemic Agents
* Name/dosage/action/timing*

» Side effects/interactions*

Insulin
* Name/dosage/action/timing*

+ Storage/preparation

* Injection/site selection/rotation*

* Pens/syringes

+ Adjustment/pattern management

» Special aids

Hypoglycemia
+ Signs & symptoms/treatment*

» Causes/prevention*

* Glucagon*

» Diabetes identification

* Recognizing patterns

* Driving (safety)

SMBG
+ Purpose/frequency/timing

» Technique/record keeping

+ Target values/interpretation/action

» Meter care/lab comparison

Ketone Monitoring
+ Purpose/frequency

» Technique/interpretation/action

Sharps Disposal*

Infection Control*
+ Single use needles

Pediatric Education Checklist DCPNS - Revised January 2010



2

TOPIC

Instruction

Reinforcement

Reinforcement

DATE

Cc

H

DATE

Cc

H

F

G DATE CIHF|G

Record Keeping

Supervision

Nutrition
* Healthy eating guidelines

* CHO sources/balance/consistency*

* Regular meals/spacing*

+ Meal balance/variety*

+ Snacking*

* Role of macronutrients

» Specific modification:
(1 fat

1 sodium

e Other: O

0

Meal Plan*
» Just the Basics

™

» Simplified/menus/CFG

» Portion control

* Beyond the Basics™

* CHO counting

* Glycemic Index

* Other:

Dietetic Foods/Sweeteners

Label Reading

Special Eating Situations
» Travel

* Other:

Alcohol
+ Effect on blood glucose*

* Interaction with medication

Weight Control and DM
+ Setting goals

» Effect on BG/BP/lipids

* Other:

Pediatric Education Checklist
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Instruction Reinforcement Reinforcement

TOPIC DATE C/IHF|G DATE CIHF|G DATE CIHF|G

Exercise
» Benefits/role

* Monitoring/compensation for exercise

Supplements
* Vitamins/minerals

* Herbal

Sick Day Management
» Contact health professional

* Insulin adjustment

* Hyperglycemia/ketoacidosis

* Monitoring protocol

» Medication protocol

* OTC medications

« Intake for sick days

Sexual Health
* Birth control

* Other: d

4

Self-Management/Goal Setting
Complication Prevention

* Goals of treatment/targets

+ Eye care/dental care

» Foot care/skin care

» Lab tests/routine assessment

» Preventative practices

* Immunization

+ Emergency preparedness

School Prepared

Transition Issues

Stress Management/Depression

Family at Risk (Prevention)

Community Resources/Supports

Other:
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Date Name (Print) Signature Initials | Discipline

Comments:
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PEDIATRIC FLOW SHEET
Diabetes Centre

Name: 1 PUMP Start Date:
Date of Diagnosis: Type of Diabetes:

DATE

Puberty

Ht
%ile

Wit
%ile

BMI
%ile

BP
%ile

U/kg insulin

Insulin regime
(MDI, etc.)

Hypo

DKA

Eye !

Dietitian !

Social Work/
Other

LABORATORY DATA - BLOOD

Glucose 2
A1C
Chol
Trig
HDL
LDL
TTG
Celiac
TSH
ThyAB

Thyroid Meds.

3

3

LABORATORY DATA - URINE

Glucose 4
Ketones 4

Proteinuria

ACR

Micro

Signature

Yile Percentile 1. Record date of last appointment. 3. Other lab data.
Hypo  Occurrence of severe hypoglycemia (unable to help self) 2. Record capillary on top; lab on bottom. 4. Tests up to discretion of individual DC.
ACR Albumin/Creatinine Ratio

Pediatric Flow Sheet DCPNS - Revised January 2010




PEDIATRIC ASSESSMENT

PART 2 - FOLLOW-UP
DIABETES CENTRE

Shading indicates optional completion when recorded elsewhere. Complete for
known patient or NND new referral. Complete every 6-8 months for FU.

Name:

Date:

Duration of diabetes/Age at onset:

Accompanied by: 4 mother U father U sibs: 4 other:
Lives with: Q mother U father O other:
Information obtained from: U mother U father 4 child 4 other:
Ht: Change in ht: %ile: BMI: Ht/Age:
Wt: Change in wt: Yile: IBW: %IBW:
Comments:
BP: Pulse: Glucose: Lab Meter *% difference
Staff Initials: (*Meter to Lab comparison = M minus L, divided by L, multiplied by 100%)
Allergies (food, drug, environmental): N aY (note):
U none
INSULIN/OAA O SYRINGE Q PEN a PUMP Qnla
Meal Times Comments
Bkfst | am. | Lunch | p-m. | Supper | hs | o e kes when i, skips mosib, o)
Usual
Weekend/Other
Type of Insulin/OAA Dosage
PUMP BASAL:

Total units: U/kg:
L]
BLOOD GLUCOSE MONITORING On/a
Method: Frequency/day/week:

% Results/category Based on: [QRecord book U Verbal report
Time Based on days UComputer printout
<4 mmol/L 4-10 mmol/L > 10 mmol/L Average Comments (e.g. weekend variations)
Bkfst
Lunch
Supper
hs

Pediatric Assessment Part 2 - Follow up
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INSULIN
Prepared by: a mother
Supervised by: O mother
Injected by: Q mother
Appropriate technique: anN
Sites used: Q buttock
Q abdomen
Appropriate site rotation: QO N
Lipodystrophy: anN
Adjusts insulin: anN

Q father
Q father
Q father
ay
R L
R L
ay
ay
ay

Qa child Q other:
Q other:
Qa child Q other:

Q not observed
Qleg R L

Q calf (if applicable)

OQam R L
R L

U n/a

0O INSTRUCTED (see Education Checklist)

BLOOD GLUCOSE MONITORING

Tested by: O mother
Recorded by: O mother
Supervised by: O mother
Appropriate technique: anN

Q father
4 father
Q father
ay

Qa child Q other:
Q child Q other:
Q other:

d not observed

O n/a

O INSTRUCTED (see Education Checklist)

HYPOGLYCEMIA

Symptoms: QO headache O moody O weak QO shaky Q hungry Q sweaty
Q pallor Q nightmare Q other: O none

Are symptoms recognized by the child? d N ay O n/a
SEVERE* (date, type, frequency) Seizure? O N ay

Treatment Appropriate? O N ay
MODERATE (frequency, times)

Treatment Appropriate? O N ay
MILD (frequency, times)

Treatment Appropriate? O N ay

*Severe hypoglycemia is defined as unable to help self.

Pediatric Assessment Part 2 - Follow up
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HYPOGLYCEMIA (cont)

What treatment does the child/adolescent carry?

Diabetes ID: anN ay

Is school prepared to treat? anN ay

Has teacher been given appropriate information? anN ay

Glucagon at home: N QY Expiry date checked: QN ayvy Prescription: anN ayvy

0O INSTRUCTED (see Education Checklist)
____________________________________________________________________________________________________________________________________________|

GENERAL HEALTH
Significant diagnoses: Q thyroid Q hyperlipidemia Q other:

Q Vision problems:

Q Menses onset: frequency: pain: Q n/a

Q Other: O none

Non diabetes medications (0 see medication sheet):

Q none

Foot Care Practices (age = 15 years): QO appropriate Q inappropriate

QO INSTRUCTED (see Education Checklist)

SICK DAYS

lliness since last visit: QN QY Numberofdays sick:

Describe:

Blood glucose problems whenill: QN ay

Diabetes symptoms: QO polyuria QO nocturia (__ /night) QO polydipsia Q enuresis QO headaches

O Abdominal symptoms:

Ketones: Checked: aN ay When: By whom:
Testing: Q appropriate Q inappropriate Q never Expiry date checked: O N ay
Action taken: QO appropriate O inappropriate Q never

O INSTRUCTED (see Education Checklist)

Pediatric Assessment Part 2 - Follow up DCPNS - Revised January 2010



EXERCISE
Activities:

Q none
Hobbies: 4 none
Activity changes:

Q none
Compensates appropriately for planned activity: AN QY O n/a

U snack
0 insulin adjustment

0 INSTRUCTED (see Education Checklist)

SOCIAL ASSESSMENT

Smoking: QN QY Amount: QO Willing to reduce/quit Q n/a
Social drugs: QN QY Typeffreq: Q n/a
Alcohol: QN QY Type/amount/freq: Q n/a
Sexually active: O N QY Birth control: Q n/a
STD prevention: O N QY Q n/a
Driving: QN QY Safepracticess QN QY Q n/a
Grade in school: Has made teacher/school aware of diabetes: aN Qy

Days missed from school since last visit:

School concerns/performance:

Family concerns/involvement:

Religious, family, or cultural practices that may influence how child/family cares for health:

Recent change in/of the family:

O INSTRUCTED (see Education Checklist)

LOCAL USE

Pediatric Assessment Part 2 - Follow up DCPNS - Revised January 2010
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NUTRITION--DIETITIAN ONLY (for known patient or new referral if appropriate)

CHO counting: anN ay
Present meal plan: KJ/calories:
Meal plan: Q appropriate Q inappropriate
Meal/snack timing: O appropriate QO inappropriate
Treatment for hypoglycemia: O appropriate Q inappropriate
Compensation for activities: Q appropriate QO inappropriate
School concerns: QN Qy
Notable eating patterns: U food restrictive behaviour

Q overindulgence

Explain:
Comments:
Meal plan /g CHO adjusted: QN QY KJ/calories: Pattern attached: O N QY
__gbreakfast; ___ga.m.snack; ___glunch; __ gp.m.snack; g supper; g hs snack

O INSTRUCTED (see Education Checklist)

Pediatric Assessment Part 2 - Follow up DCPNS - Revised January 2010



Optional: This page may be photocopied and sent as/with the report to the physician.

PROBLEM LIST - TEAM USE

U Diabetes education U Adjustment to diagnosis: U parents 4 child U sibs
O Fear of needles Q Family dysfunction Q School
U Fear of checking blood U Stress U Financial
U Eating problems U Smoking a
Q Inactivity O Sexual health a
U Fear of hypoglycemia U Driving practices a
U Severe hypoglycemia U Behavioural a
COMMENTS
U none

NUTRITION RECOMMENDATIONS

d none

Signature: Date:

NURSING RECOMMENDATIONS

d none

Signature: Date:

OTHER RECOMMENDATIONS Discipline:

U none

Signature: Date:

Non discipline-specific portions of this form were completed by the above: 0 RN O PDt
DC appointment for: O 6 weeks d 3 months Q 6 months A other:
Referral to: U social work: U community/home care:

0 psychology: Q ophthalmology:

U other:

Pediatric Assessment Part 2 - Follow up DCPNS - Revised January 2010



COMMENTS FOR THE NEXT EDITION OF THE MANUAL

Please note any comments, suggestions, and/or problems as you use this manual. In order to make this manual more useful for you, we need
feedback that only actual use can provide. Thank you for your help.
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