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CHAPTER 1
Growth and Development Across the Pediatric-Age Spectrum

1.1 Growth, Development, and Pediatric Nursing

In 2005, there were 73 million children in the United States, and this number is projected to increase to 77.2 million in 2020. Pediatric health care, which encompasses the discipline of pediatric nursing, focuses on protecting children from illness and injury and improving the quality of care provided to children and their families. The primary roles of a pediatric nurse are to provide direct nursing care to children and their families and to provide anticipatory guidance for promoting and maintaining an optimal level of health. Anticipatory guidance is providing parents with information they need to create an optimal environment for their child’s growth and development.

A key element in the care of pediatric patients is the assessment for expected patterns of development and the identification of children who demonstrate slow or abnormal development. Pediatric nurses work with families throughout childhood and teach parents about expected growth and developmental milestones and strategies to assist their child in remaining healthy and managing illnesses. The health of children and youth is basic to their well-being and optimal development. Parental reports of their children’s health provide one indication of the overall health status of the child.

Healthy People 2010

Pediatric nursing is influenced by trends in health care and society and responds to public policy from a variety of organizations. Healthy People 2010 is a set of health objectives for the nation to achieve over the first decade of the new century intended to be used by different people, states, communities, professional organizations, and others to develop programs to improve health. Healthy People 2010 builds on initiatives pursued over the past 2 decades. The 1979 Surgeon General’s Report, Healthy People, and Healthy People 2000: National Health Promotion and Disease Prevention Objectives both established national health objectives and served as the basis for the development of state and community plans. Healthy People 2010 was developed through a broad consultation process, built on the best scientific knowledge, and designed to measure programs over time. The Healthy People 2010 health indicators provide a framework for identifying specific programs to increase the quality of health endured by children and their families. The goals of Healthy People 2010 are as follows:

• Increase the span of healthy life

• Reduce disparities among Americans

• Achieve access to preventive services for all Americans

The Healthy People 2010 leading health indicators are as follows:

• Physical activity

• Overweight and obesity

• Tobacco use/substance use

• Responsible sexual behavior

• Mental health

• Injury and violence

• Environmental quality

• Immunization rates

• Access to health care

• Risk factors

• Inherited biology

• Health care delivery

• Environment

• Lifestyle

1.2 Children’s Health

Specific efforts to improve the health of children currently focus on health promotion to reduce many of the leading causes of death in adulthood (cardiovascular disease, cancer, high-risk lifestyle—sexual practices, drugs, and alcohol use). In addition, an emphasis on nutrition, dental care, and immunization rates is a focus of health care for children.

Childhood health problems that are of particular concern due to their rise in incidence rate include the following:

• Obesity and type 2 diabetes

• Childhood injuries

• Violence and deaths due to violence

• Substance abuse

• Emotional and mental health problems during adolescence

Efforts to ensure equal access to care among all children in the United States are an important initiative to improving the health of children. Child health varies by family income. Children living below the poverty line are less likely than those in higher-income families to be in very good or excellent health. Children represent a disproportionate share of the poor in the United States; they make up 25 percent of the total population but 35 percent of the poor population. In 2007, 13.3 million children, or 17.4 percent, were poor. The poverty rate for children also varies substantially by race and origin; 33.7 percent of these children were black and 28.6 percent were Hispanic. Poverty is changing from an episodic circumstance to a segment of the nation’s families that is chronically poor.

1.3 Childhood Morbidity: Fast Facts

• The chief childhood illness is the common cold.

• Increased morbidity occurs in children who are poor, are homeless, have low birth weight, have chronic illness, are foreign-born adopted, and are in day care.

• Injuries account for the 16 million emergency department visits annually.

• New morbidity is pediatric social illness related to psychosocial problems.

1.4 Psychosocial Health Issues of Current Concern

Depression

Depression occurs in about 5 percent of children and adolescents. In 2001, the national Youth Risk Behavior Survey of ninth- through twelfth-grade students reported that 36 percent of girls and 22 percent of boys reported feeling sad or hopeless almost every day for 2 or more weeks in a row in the past year; 20 percent considered suicide; 9 percent attempted suicide. Symptoms of depression differ in children as compared with adults. Symptoms exhibited are irritability, anger, behavioral problems, loss of interest in school and activities, withdrawal from others, somatic complaints, as well as eating disorders, substance abuse, and sexual promiscuity in teens.

Added dangers in the development of depression in adolescents are due to rapid developmental changes that normally occur in childhood. Depression can cause regression or delay in emotional, social, and academic development. It can also cause family stress and dysfunction. Suicide is the third leading cause of death for 10- to 18-year-olds. Nurses must screen for depression; the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) has stated requirements for screening of all high-risk children.

Treatment for depression includes the following:

• Psychotherapy

• Psychosocial support

• Cognitive-behavioral therapy

• Bereavement counseling

• Drug therapy with antidepressant drugs (such as Prozac)

Adolescents and their parents need to be aware that antidepressants take about 4 to 6 weeks to improve mood.

Poisonings

In 2005, 23,618 (72 percent) of the 32,691 poisoning deaths in the United States were unintentional, and 3,240 (10 percent) were of undetermined intent (Centers for Disease Control, 2008). Unintentional poisoning death rates have been rising steadily since 1992. Ninety-two percent of all toxic exposures reported occurred in the home.

Nutrition, Obesity, Activity, and Exercise

Only 1 percent of children aged 2 to 19 ate enough from all five food groups; 16 percent met the National Dietary Recommendations (RDA) Guidelines. Children ages 5 to 17 years have much higher rates of activity limitation than younger children do, which is possibly due to some chronic conditions that are not diagnosed until children enter school. Changes in diet and activity are contributing factors to rising rates of childhood obesity.

Concerning Facts About Nutrition, Obesity, Activity, and Exercise:

• Soda consumption has increased from approximately 19 gallons per person per year in 1965 to over 52 gallons in 1994, a 174 percent increase.

• It is estimated that children spend only 12 minutes a day running or playing hard, and television watching for children ages 3 to 6 years is approximately 4 hours daily. Television watching also increases with age.

• It is estimated that one out of five American children is overweight, and one out of eight American children is obese.

• Childhood obesity has more than doubled in children less than 17 years of age since the mid-1960s.

• The effects of obesity and physical inactivity have resulted in rising rates of hypertension, high cholesterol, diabetes, orthopedic problems, and sleep apnea.

Concerning Facts About High-Risk Lifestyle Behaviors:

• 5.5 percent of eighth graders, 12 percent of tenth graders, and 23 percent of twelfth graders reported smoking.

• Females and males report similar rates of daily smoking.

• Alcohol is the most commonly used psychoactive substance during adolescence. Its use is associated with motor vehicle accidents, injuries, and deaths.

• Among children who drink, males are more likely to drink heavily than are females.

• Associated problems in school and the workplace include fighting, crime, and other serious consequences.

• In 1999, 26 percent of twelfth graders reported using illicit drugs in the previous 30 days, as did 22 percent of tenth graders and 12 percent of eighth graders.

• Serious violence can adversely affect victims’ physical well-being, mental health, growth, and development, and can increase the likelihood that they themselves will commit acts of serious violence.

• Youths aged 12 to 17 are nearly three times more likely than adults to be victims of serious violent crimes, which include aggravated assault, rape, robbery (stealing by force or threat of violence), and homicide.

• One in five children (ages 10 to 17 years) have been sexually solicited online by a cyberpredator.

1.5 Patterns of Growth and Development

The growth and development patterns of children include biological (physical) growth and maturation; psychosexual, psychosocial, and cognitive development; moral and spiritual development; and language skills. In addition, the development of a self-concept that encompasses a child’s body image and self-esteem is a critical dimension in all children’s psychosocial growth and physical development, both of which occur in predictable sequence of developmental milestones.

There are many theories of childhood personality growth and development. The following text provides a summary of the commonly recognized theories of development and general growth and developmental principles.

1.6 Physical Growth and Development

The physical growth of children occurs in a cephalocaudal (head to tail) direction, and occurs in a predictable and definitive pattern. Control over the head occurs before control of the upper body; control of the upper body occurs before control over the lower extremities. Proximodistal (midline-to-peripheral) development and maturation progress from the center of the body to the extremities and occur symmetrically. Likewise, development becomes increasingly differentiated. Simple tasks are mastered before complex ones can be mastered, and development becomes increasingly integrated and complex so that as new skills are gained, tasks that are more complex are acquired.

Physical growth and development are measured by growth charts to track if adequate growth is occurring in infants, children, and adolescents in the United States. Growth charts are tools used by nurses, physicians, and parents to measure changes in weight, height, and head circumference and provide an overall clinical impression of the child. They consist of a series of percentile curves that illustrate the distribution of selected body measurements in U.S. children. Percentile and percentages differ. A percentage refers to the portion of a group of 100 that falls into a given category. For example, “5 percent of all people have naturally curly hair.” A percentile is a value on a scale that indicates the percent of a distribution that is equal to it or below it. For example, a score at the 95th percentile is equal to or better than 95 percent of the scores.

Growth charts can be used until an individual is 20 years of age, and include charts for the following:

• Infants, birth to 36 months:

1. Length-for-age and weight-for-age

2. Head circumference-for-age and weight-for-length

• Children and adolescents, 2 to 20 years:

1. Stature-for-age

2. Weight-for-age

3. Body mass index-for-age

1.7 Body Mass Index

Body mass index (BMI) in children is used to screen for the following weight classifications: obese, overweight, healthy weight, or underweight. However, BMI is not a diagnostic tool; it is used to judge how appropriate the child’s weight is for the child’s height. BMI is a number calculated from a child’s weight and height and is a reliable indicator of the level of body fat for most children and teens.

An example of a BMI calculation would be:

Height = 105.4 cm

Weight = 16.9 kg

BMI = Wt (kg) divided by ht (cm) divided by ht multiplied by 10,000

16.9 kg/105.4 cm × 10,000 = 15.2

After BMI is calculated for children and teens, the BMI number is plotted on the Centers for Disease Control and Prevention (CDC) BMI-for-age growth charts (for either girls or boys) to obtain a percentile ranking (Figures 1.1 and 1.2). Percentiles are the most commonly used indicator to assess the size and growth patterns of individual children in the United States. The percentile indicates the relative position of the child’s BMI number among children of the same sex and age. The growth charts show the weight status categories used with children and teens (underweight, healthy weight, overweight, and obese). The following table defines weight status categories and the associated percentile ranges.
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1.8 Freud’s Theory of Psychosexual Development

According to Freud and his psychosexual theory of human behavior, human behavior is rooted in mental processes at one of the levels of consciousness:

• The id—the unconscious mind that is driven by instincts

• The ego—the conscious mind that serves as the reality principle

• The superego—the conscience that functions as the moral arbitrator

Freud proposed that a child who passes through each stage without trauma will become a “well adjusted adult.” At each stage certain parts of the body have more significance in their ability to provide pleasure. Freud’s stages of psychosexual development are as follows:

Oral Stage (birth to 1 year): The major source of pleasure is oral gratification through sucking, biting, chewing, vocalization, and anal sphincter control that results in the ability to expel or withhold feces.

Phallic Stage (3 to 6 years): Genitalia become of interest and differences in anatomy between boys and girls become a point of curiosity. The Oedipus and Electra complexes, penis envy, and castration anxiety, develop.
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Figure 1.1 Weight-for-stature percentiles: girls
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Figure 1.2 Weight-for-stature percentiles: boys

Latency Stage (6 to 12 years): Sources of pleasure are focused around gaining knowledge and play and less centered on physical areas of the body.

Genital Stage (12 years and older): The genital organs become the main source of pleasure that is fueled by sex hormones.

1.9 Erikson’s Theory of Psychosocial Development

Erik Erikson believed that personality develops in a series of stages. One of the main elements of Erikson’s psychosocial stage theory is the development of ego identity. Ego identity is the conscious sense of self that develops through social interaction. According to Erikson, an individual’s ego identity is constantly changing due to new experiences and information that are acquired in daily interactions with others. Eight stages of Erikson’s theory begin in infancy and extend through old age. Of these eight stages, the first five stages occur in childhood. Each stage is characterized by a conflict referred to as a nuclear (central) conflict that needs to be resolved before the individual moves on with success to the next stage.

Psychosocial Stage 1. Trust versus Mistrust (birth to 1 year): Due to an infant’s complete dependence on adult caregivers, the development of trust is based on the dependability and quality of the child’s caregivers. A child who successfully develops trust will feel safe and secure in the world. Caregivers who are inconsistent, emotionally unavailable, or rejecting contribute to feelings of mistrust in the children they care for. Failure to develop trust will result in fear and a belief that the world is inconsistent and unpredictable.

Psychosocial Stage 2: Autonomy versus Shame and Doubt (1 to 3 years): The second stage of Erikson’s theory of psychosocial development is focused on children developing a greater sense of personal control. Erikson believed that learning to control one’s bodily functions leads to a feeling of control and a sense of independence. Other important events include gaining more control over food choices, toy preferences, and clothing selection. Children who successfully complete this stage feel secure and confident, while those who do not are left with a sense of inadequacy and self-doubt.

Psychosocial Stage 3: Initiative versus Guilt (3 to 6 years): Preschool children, who are 3 to 6 years of age, begin to assert their power and control over the world through directing play and other social interactions. Children who are successful at this stage feel capable and able to lead others. Those who fail to acquire these skills are left with a sense of guilt, self-doubt, and lack of initiative.

Psychosocial Stage 4: Industry versus Inferiority (6 to 12 years): In this stage, school-age children develop a sense of pride in their accomplishments and abilities. Those who are encouraged and commended by parents and teachers develop a feeling of competence and belief in their skills. Those who receive little or no encouragement from parents, teachers, or peers will doubt their ability to be successful.

Psychosocial Stage 5: Identity versus Confusion (12 to 18 years): During adolescence, individuals are exploring their independence and developing a sense of self. Those who receive positive encouragement and reinforcement through personal exploration will emerge from this stage with a strong sense of self and a feeling of independence and control. Those who remain unsure of their beliefs and desires will be insecure and confused about themselves and the future and lack a strong sense of identity.

1.10 Piaget’s Cognitive Developmental Theory

According to Piaget’s theory, development of cognitive (thinking and reasoning skills) is related to major developments in brain growth. Piaget proposed four stages of cognitive reasoning, and the progression through the stages is gradual and orderly. Development of intelligence is biologically determined, and individual children go through stages at their own pace.

Sensorimotor (birth to 2 years): This period is characterized by six substages:

Substage 1: Reflexive stage (0 to 2 months) in which simple reflex activities such as grasping and sucking are exhibited.

Substage 2: Primary Circular Reactions (2 to 4 months) in which repetitive behaviors such as opening and closing the fist are exhibited.

Substage 3: Secondary Circular Reactions (4 to 8 months) in which the child repeats an action to create a change.

Substage 4: Coordination of Secondary Reactions (8 to 12 months) in which responses become more coordinated and complex and intentional behaviors are seen.

Substage 5: Tertiary Circular Reactions (12 to 18 months) in which the child discovers how to produce the same event or achieve the same goal.

Substage 6: Invention of New Means Through Mental Combination (18 to 24 months) is the last substage of this period in which the child begins to demonstrate early problem-solving cognitive process without actually exhibiting it.

Preoperational phase (2 to 7 years): This period of cognitive development is characterized by egocentrism in which the child lacks the ability to either see another’s point of view or appreciate any need to do so. Language skills are developing but again speech is egocentric. Preoperational thinking is concrete and tangible. The latter stage of this phase is the intuitive phase (4 to 7 years of age), in which the child has an intuitive grasp of basic logical concepts. Reasoning is transducive—the child reasons that because two events occur one caused the other.

Concrete operations (7 to 11 years): During the concrete operational stage of cognitive development, thought becomes increasingly logical, organized, and coherent. The child acquires the ability to perform multiple classification tasks, orders objects in a logical sequence, and comprehends the principle of conservation (physical quantities of objects, such as volume and weight, which remain unchanged even though the outward appearances of the objects have been changed—two glasses, one tall and one short, can have the exact same amount of water even though the level of water in each glass reaches a different level in each glass). The child is capable of concrete problem solving. Some ability to comprehend reversibility is now possible (10 + 2 = 12; 12 − 10 = 2).

Formal operations (11 to 15 years): Formal operation thought is more abstract and is guided by principles of logic. In this stage, thought is characterized by adaptability and flexibility. Individuals in this stage of cognitive development can use abstract symbols and prepositional logic, as-if and if-then steps.

1.11 Development of Language and Speech

The following milestones are used to assess a child’s development of language and speech:

• Birth to 2 months communicates through crying, cooing, and vocalizing to familiar voices

• 2 to 6 months squeals, laughs, can make sounds such as da, ah, and goo

• 7 to 9 months uses two-syllable sounds such as dada, mama

• 10 to 12 months learns three to five words, and can repeat sounds made by others

• Age 1, a child says three or four words; animal sounds

• Age 2, a child says 300 words, and can speak two- or three-word phrases

• Age 3, a child says 900 words, and can speak four- or five-word sentences (who, what, where?)

• Age 4 to 5, a child uses 1,500 to 2,100 words and can speak in complete sentences that are intelligible

• Age 5 to 6, a child uses 3000 words and comprehends “if,” “because,” and “why”

1.12 Immunizations

A key to the improvement of children’s health and advances in pediatric health care has been the decline of infectious diseases and their long-term effects due to the widespread use of immunization in the prevention of common childhood disease. Health promotion in all pediatric age groups is to maintain a current, up-to-date immunization status. The Advisory Committee on Immunization Practice for the CDC and the Committee on Infectious Disease of the American Academy of Pediatrics determine recommendations for immunization policies and procedures in the United States.

Childhood immunizations begin in children at 2 weeks from birth and continue into adolescence. A key role of pediatric nurses in both community and acute care settings is to have an understanding of the most up-to-date pediatric immunization schedule and be knowledgeable in the education and health promotion of children and families to inform them of the benefits of an up-to-date immunization status as well as expected side effects of specific vaccines. The following are recommendation schedules for young children, older children, and adolescents. Catch-up schedules are also provided (Figures 1.3 to 1.5).

1.13 Common Side Effects of Immunizations

• Mostly mild

• Benefits outweigh risks

• Most common side effects include (1) pain, redness at site, (2) low-grade fever, (3) child experiences fussiness but is consolable, (4) anorexia

• Possible arthralgia 2 weeks after rubella vaccine has been administered

1.14 Nursing Responsibilities

• Review child’s known allergies

• Review past response to immunizations

• Reassure parents that vaccine does not cause disease

• Educate parents about the reason for the vaccine, its common side effects, guidelines as to when to call the health care provider, or when to give the child acetaminophen

• Administer acetaminophen preventively

1.15 Atraumatic Care in the Administration of Immunizations

• Plan according to the child’s developmental level

• Infant nonnutritive sucking and concentrated oral sucrose

• Toddlers and preschool children benefit from distraction such as “take a deep breath and blow it out until I tell you to stop”

• Topical eutectic mixture of local anesthetics (EMLA) 1 hour before injection (You may want to mention that the 1-hour wait for the anesthetic to take effect must be weighed against the child’s waiting the hour in anticipation of getting the injection. Also some environments, such as doctor’s offices, cannot wait an hour to give an injection.)

• Proper needle length for the child’s body size

1.16 Barriers to Immunizations

• Availability, affordability, utilization

• Parental barriers

• Provider barriers

1.17 Improving Immunization Rates

• Provide information at time of newborn’s discharge

• Mail reminder cards
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Figure 1.3 Immunization schedule, aged 0 through 6 years
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Figure 1.4 Immunization schedule, aged 7 through 18 years
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Figure 1.5 Catch-up immunization schedule

• Remove barriers to vaccines

• Use a central database

• Take every opportunity to immunize children

CHAPTER REVIEW QUESTIONS AND ANSWERS

1. During a 6-month well-child checkup, an infant should have mastered all of the following developmental tasks (select all that apply):

a. Sits in highchair

b. Pulls up to stand

c. Pincer grasp is evident

d. Holds head at 90 degrees without any head lag

e. Imitates sounds

Correct answer: A + D + E

Explanation: Sits in highchair and imitates sounds; these are developmental milestones expected by 6 months of age. Infant should have good head control by 4 months. The pincer grasp and pulling self to stand up are expected to develop at 9 months of age.

2. A mother of a 12-month-old infant asks what new gross motor skills her baby should be demonstrating when he returns for his next scheduled immunizations. The nurse’s best response is: “At the next scheduled appointment for immunizations, your son should be expected to”:

a. Jump with both feet

b. Walk up and down stairs, one step at a time

c. Catch a big ball

d. Walk on his own

Correct answer: D

Explanation: The next scheduled immunizations occur at 15 months with the administration of DTaP. At 15 months, children are expected to walk on their own without support or assistance. Jumping with both feet occurs at 30 months of age; walking up and down stairs one step at a time occurs at 24 months; and catching a ball is an expected developmental milestone at 4 years.

3. Which of the following questions asked by the nurse is not an example of collecting information in providing anticipatory guidance for a school-age child?

a. How many hours does your child spend playing video games or watching television?

b. Where does your child sit when he is riding in the car?

c. How much soda does your child drink in a week?

d. How far away do you live from your child’s school?

Correct answer: D

Explanation: Asking about the child’s level of activity and amount of soda consumed assesses the child’s diet for excess calories and if dietary requirements are being met. Likewise, asking where a child sits in the car assesses safety issues. Finding out how far away the child’s school is from his home does not provide any information that could assist in providing anticipatory guidance for promoting and maintaining an optimal level of health.

4. A 12-year-old has a BMI in the 60th percentile. Anticipatory guidance that the nurse would provide to this child and his parent would involve:

a. Discussing weight-reduction strategies

b. Implementing a plan for increased physical activity

c. Referring the child and parent to a nutritionist for weight-management strategies

d. Encouraging the child to continue to maintain his current diet and level of activity

Correct answer: D

Explanation: A BMI greater than the 5th percentile and less than the 85th percentile indicates a healthy weight, so changes in diet and level of activity are not warranted.

5. To assess language development of a 3-year-old child at a well-child visit, the nurse would ask the parent:

a. Does your child ask who, what, and where questions?

b. Does your child imitate animal sounds?

c. Does your child speak in complete sentences?

d. Does your child seem to comprehend explanations that provide the “what” and “why” of things?

Correct answer: A

Explanation: At an age of 3 years, a child should be able to ask who, what, and where questions. Imitating animals is a language skill that should have been acquired at the age of 1 year. Speaking in complete sentences is a characteristic of 4- or 5-year-olds and the ability to comprehend explanations that provide the “what” and “why” of things occurs between the ages of 5 and 6 years.

6. A mother calls to say that her child who received an immunization yesterday at the clinic now has a fever of 100.2°F. The nurse’s best response would be:

a. Bring your child in to be seen in the clinic today.

b. Does your child also have vomiting?

c. Give your child a dose of Tylenol.

d. What known allergies does your child have?

Correct answer: C

Explanation: The most common side effects of childhood immunizations include (1) pain, redness at site, (2) low-grade fever, (3) child experiences fussiness but is consolable, (4) anorexia. A low-grade fever is best treated with an age-appropriate dose of Tylenol.

7. A nursing strategy that will not threaten a 2-year-old child’s developmental level and will provide atraumatic care when administering an immunization would be to:

a. Tell the child the shot will hurt but will be done with quickly

b. Apply EMLA cream before the procedure

c. Encourage the parent to wait outside while the injection is administered

d. Tell the child that “big boys” are brave and hold still when getting a shot.

Correct answer: B

Explanation: The application of EMLA cream before a painful procedure is an example of a nursing intervention that provides atraumatic care. EMLA cream is a eutectic mixture of lidocaine 2.5 percent and prilocaine 2.5 percent that acts as a topical anesthetic for painful procedures. Telling the child the shot will hurt is threatening, and not having the parents present during any painful procedure is very traumatic for most children. Telling a child to be brave is a form of coercion that is nontherapeutic.

8. A nurse screens an adolescent for depression. All of the following questions should be asked in this screening except:

a. How often do you feel irritable and angry?

b. Are you happy?

c. Describe for me what school activities you are involved in.

d. Tell me about your friends and what kinds of things you enjoy doing with them.

e. What has been your experience with using alcohol or drugs?

Correct answer: B

Explanation: Questions about irritability, anger, relationships with friends, and experience with experimentation or use of drugs and alcohol are all important to ask when screening an adolescent for depression. Although asking an adolescent if she is happy may provide useful information, “yes/no” (closed-ended) questions will not provide the most helpful response in screening for depression.

9. The parent of a 6-year-old child is concerned that her son is small for his age. The child’s weight is 42 pounds and he is 42 inches tall. The nurse’s best response to this parent’s concern would be:

a. I am concerned too. I will request a nutritional consult for you and your child.

b. Actually, your child is somewhat overweight and tall for his age.

c. Your son’s weight and height are in the average range for a boy his age.

d. All children vary in their weight and height, so I would not be concerned.

Correct answer: C

Explanation: Average weight for a boy is 45 pounds and average height is 45 inches so he is neither under- nor overweight for his gender and age. Telling a parent not to worry is false reassurance, which is nontherapeutic.

10. The correct interpretation of the immunization schedule for infants and children regarding the administration of the influenza vaccine would be:

a. It is administered annually to children aged 6 months through 18 years.

b. It is administered annually to children aged 2 months through 10 years.

c. It is administered to infants at 6 months and then once again to adolescents of 18 years.

d. It is only administered to infants and children who are immunocompromised.

Correct answer: A

Explanation: According to the 2009 CDC administration schedule, it is appropriate to administer the influenza vaccine annually to children aged 6 months through 18 years.

Infancy: Birth to 12 Months
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Infancy: Birth to 12 Months
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Toddlerhood (1 to 3 years)
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Toddlerhood (1 to 3 years)
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Preschool Age (3 to 5 years)
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Preschool Age (3 to 5 years)
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School Age (6 to 12 years)
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School Age (6 to 12 years)
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Adolescence (12 to 21 years)
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CHAPTER 2
Nursing Care Interventions for the Hospitalized Child and Family

2.1 Family-Centered Care

Family-centered care (FCC) is an approach to the planning, delivery, and evaluation of health care that is grounded in mutually beneficial partnerships among health care providers, patients, and families. It redefines the relationships between and among consumers and health care providers. Family-centered practitioners recognize a broad definition of family. They value the vital role that families play in ensuring the health and well-being of infants, children, adolescents, and family members of all ages. They acknowledge that emotional, social, and developmental support is an integral component of health care. They promote the health and well-being of individuals and families and restore their dignity and control. Family-centered care is an approach to health care that shapes policies, programs, facility design, and health care providers’ day-to-day interactions. It leads to better health outcomes and wise allocation of resources, and greater patient, family, and staff satisfaction.

Family-Centered Care Overview

FCC is a philosophy of care based on the belief that all families are deeply caring and want to nurture their children. The family is the constant in the child’s life.

In 1987, the Association for the Care of Children’s Health outlined eight equally important essential elements of FCC. This document was prepared in response to dramatic changes in patterns of childhood illnesses and treatment successes, resulting in increasing numbers of hospitalized children with chronic illnesses. The benefits of FCC include the following:

• Families experience greater feelings of confidence and competence, and their dependence on health care professionals decreases.

• Health care professionals have greater job satisfaction.

• Parents and health care providers are empowered.

Many organizations have emphasized the importance of FCC: the American Hospital Association, the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), the Agency for Healthcare Research and Quality, American Nurses Association (ANA), the Society for Pediatric Nurses, the American Academy of Pediatrics, and the National Institutes of Health (NIH). The 2001 Institute of Medicine report, “Crossing the Quality Chasm,” identified six characteristics of quality care: care must be safe, efficient, effective, timely, equitable, and patient and family centered.

Elements of Family-Centered Care:

1. Recognition that the family is the constant in the child’s life

2. Facilitation of parent/professional collaboration at all levels of care

3. Sharing of unbiased and complete information

4. Recognition of family strengths

5. Encouragement and facilitation of parent-to-parent support

6. Understanding and incorporating the developmental needs of infants, children, and adolescents and their families into the health care delivery system

7. Implementation of appropriate policies and programs that are comprehensive and provide emotional and financial support to meet the needs of families

8. Assurance that the design of health care delivery systems is flexible, accessible, and responsive to family needs

Key characteristics of FCC include the following:

• Respect

• Choice

• Information

• Collaboration

• Strengths

• Flexibility

• Support

• Empowerment (Titone, Cross, Sileo, and Martin, 2004)

2.2 Needs of Parents of Hospitalized Children

Having a child hospitalized is an extremely stressful experience for parents and families. The foundation principles of FCC promote self-determination, decision-making capabilities, control, and self-efficacy, and they reflect an enabling model of helping. Many claim that these principles provide support and lessen the stress for parents of a hospitalized child.

The needs of parents of hospitalized children include the following:

1. Need their child’s pain to be controlled

2. Need information

3. Need to be able to trust doctors’ and nurses’ decisions

4. Need to feel they themselves are trusted

5. Need human and physical resources

6. Need support and guidance

Benefits of FCC for parents that help lessen their stress include the following:

• Enhanced learning

• Faster learning

• New functional skills

• Lowered anxiety

• Improved parental and overall family satisfaction with care

Health professionals must be clear and consistent in their understanding and beliefs about the care of children and their families. FCC seeks to fully involve children and their families through an approach that is respectful and supportive.

Barriers to practicing FCC include the following:

1. Professionals being nonsupportive and resisting task delegation to parents

2. Professionals having difficulty making themselves available to parents or having insufficient time for families

3. Differences in professionals’ perceptions and practices of FCC

4. Lack of education in relation to understanding the concept of FCC

5. The need for additional skills for interpersonal relationships, negotiation, and clarifying parental and professional roles

Nursing practice recommendations to implementing FCC include the following:

• Establish a therapeutic relationship.

• Perform a comprehensive family assessment to identify strengths and weaknesses.

• Use the information obtained from the family assessment to plan, implement, and evaluate care.

• Provide sibling visitation and provide siblings with information about the hospitalized child at a developmental level they can understand.

• Identify extended family members who should receive information.

• Ensure parents are integral and critical collaborators in the decision-making process on a day-to-day basis and for the overall plan of care.

• Provide parents with the option to stay during procedures.

• Provide parents who stay with their child a place to sleep, eat, and maintain personal care.

• Promote the development of expertise in the special care of their child.

• Integrate family into institutional and community advisory groups and in policy development.

• Provide information about the child’s problem, prognosis, and needs in a manner that respects the child and family and promotes a two-way dialogue.

• Encourage the family to share information about the child for the planning of care.

• Practice FCC in a culturally competent manner. Seek to understand the family’s beliefs related to race, ethnicity, religious/spiritual beliefs.

• Work with the family to address issues related to socioeconomic status, geographic locations, and health insurance.

• Assess the family’s coping strategies and resiliency.

• Assess and support the family’s needs for assistance and assist in providing them with the resources to meet their needs.

• Educate parents about parent-to-parent support resources.

• Provide access to psychoeducational groups.

• Provide collaborative, flexible, accessible, comprehensive, and coordinated services to children and their families.

• Provide comprehensive case management care for children.

• Along with families, take an active role in advocating for the needs of ill and injured children.

• Encourage attention to the normal developmental needs and developmental tasks of the entire family.

• Encourage the identity of the child and family beyond a focus of illness.

• Facilitate normalization as valued and desired by the family.

Summary of FCC

• FCC fosters high-quality care for a hospitalized child to meet his/her physical, psychosocial, and developmental needs.

• When families are involved in FCC more positive outcomes are evident, which include treatment outcomes as well as family functioning and coping.

• Education about the tenets and application of FCC principles is key for health care providers to fully implement this philosophy of care.

Child’s Response to Hospitalization: Separation Anxiety—Three Stages

Separation anxiety due to hospitalization can occur in all young children, 6 months of age through the preschool period, but it is most often seen in children 16 to 30 months of age. Separation anxiety has been classified into three stages: protest, despair, and denial or detachment.

Protest Phase: The child’s behavior can be described as crying, screaming, clinging to the parent, or desperately searching for the parent if not present.

Despair Phase: The child becomes withdrawn and is often described as being depressed. The child lacks interest in eating, playing, or interacting with others.

Denial or Detachment Phase: The child appears to have adjusted to the loss of the parent’s presence and demonstrates an increased interest in others and playing with toys, but this acceptance is only a superficial adjustment.

Child’s Response to Hospitalization: Nursing interventions

To decrease anxiety and loss of control in infancy:

1. Encourage rooming in of the parent and maintain the parent’s presence at the child’s bedside.

2. Minimize the number of caretakers so as not to confuse the child.

3. Identify volunteers to hold and cuddle the child if a parent is unavailable.

4. Provide tactile (stuffed animals), auditory (soft music), visual stimulation (mirrors, mobiles).

5. Provide comfort measures such as a pacifier, a favorite blanket. or an object.

6. Minimize the use of restraints such as monitor leads or intravenous tubing.

7. Alter the environment by placing the child in a baby seat or stroller and leaving the room, if medically allowed.

To decrease anxiety and loss of control in the toddler:

1. Allow rooming in of a parent.

2. Be certain the parent brings transitional objects with the child to the hospital such as a favorite blanket or stuffed animal.

3. Set a time frame for the parent to return if the parent leaves the hospital. Work around the toddler’s routine so that the child can understand.

4. Teach parents how to assess the child for stress so that they can comfort the child.

5. Follow the home routine as much as possible.

6. Plan time for the child to spend in the playroom.

7. Utilize medical play that involves the use of puppets or dolls.

8. Expect regression behaviors.

To decrease anxiety and loss of control in the preschooler include the same interventions as for toddlers plus the following:

1. Offer choices and encourage participation.

2. Plan time for the child to spend in the playroom.

3. Utilize medical and therapeutic play.

4. Be truthful with explanations of care interventions.

To decrease anxiety and loss of control in the school-age child:

1. Foster communication with parents, siblings, and friends.

2. Promote normalcy (homework).

3. Be available to talk with the child and listen to feelings.

4. Provide explanations of medical care with the use of diagrams and equipment.

5. Promote the developmental goal of industry (to be productive in school and outside of school activities).

6. Provide real choices.

To decrease anxiety and loss of control in the adolescent:

1. Promote peer interactions.

2. Encourage the parents to visit.

3. Develop a plan of care with the adolescent.

4. Respect the need for independence.

5. Allow privacy during bathing and dressing.

6. Be open and forthright about medical care.

2.3 Children and Medical Language

Speaking with Hospitalized Children

1. Be honest.

2. Use understandable language.

3. Include explanations of what will happen and why.

4. Ask for the child’s help.

5. Choose vivid language.

6. Be honest yet not harsh in your explanations.

The following are examples of ambiguous language in pediatric nursing practice:

Ambiguous statement: The doctor will give you some “dye.”

A child’s translation: To make me die

Clearer meaning: “The doctor will put some medicine in the tube that will help to see your belly more clearly.”

Ambiguous statement: “We need to collect your stool.”

A child’s translation: Why do they want to collect little chairs?

Clearer meaning: We need to collect some of your “poop” or “doody.”

Ambiguous statement: “We need to put you to sleep.”

A child’s translation: Like my cat was put to sleep?

Clearer meaning: We need to give you special medicine that you breathe in so you will sleep during your operation and not feel anything and wake up when the operation is over.”

2.4 Safety Considerations during Hospitalization

For Infants

1. Keep the crib side rails up at all times.

2. Place the infant on his/her back in crib, “Back to sleep” principle to avoid the occurrence of sudden infant death syndrome (SIDS).

3. Decrease the risk of strangulation by not placing a bottle or pacifier with a string attached in the bed.

4. Decrease the risk of foreign body aspiration by not placing medical equipment (e.g., needle caps) in the bed.

5. Use a bubble top (clear hard plastic cover over the crib) for infants 6 months or older because they can climb out of bed and fall.

6. Place safety straps across the belly and between the legs in the infant seat to ensure safety and decrease the incidence of the child’s sliding out of the chair or seat.

For Toddlers

1. Keep all objects out of reach (buttons, coins, or balloons) to decrease the risk of foreign body aspiration.

2. Use a bubble top on the crib.

3. Keep the IV pole out of reach so the child cannot reach the pole and alter the rate of intravenous fluid administration.

4. Supervise feedings to prevent choking hazards.

5. Use safety straps across the belly and between the legs in the highchair to prevent falls.

6. To prevent drowning, never leave the child alone in a bathtub.

For Preschoolers

1. Keep medications out of reach to prevent accidental ingestion.

2. Keep the bed side rails up to prevent falls.

3. Keep small objects out of reach.

4. Keep all small chairs and stools out of the patient’s room to prevent climbing and falling.

5. To prevent drowning, supervise when in the bathtub.

For School-Age Children

1. Ensure that the child understands mobility limitations.

2. Supervise play to prevent unintentional self-harm.

3. To prevent drowning, supervise when in the bathtub.

For Adolescents

1. Monitor for “thrill seeking” behaviors.

2. Monitor for smoking and drug use/abuse.

3. Assess for safety in leaving the unit.

2.5 Therapeutic Play and Preoperative Teaching

Therapeutic Play

Therapeutic play is an activity or activities directed by the health care team to promote emotional and physical well-being. It is goal-directed and a form of psychotherapy. Therapeutic play provides an opportunity for the child to “work through” issues related to illness and hospitalization.

Materials/Methods

1. Instructional: hospital equipment (preparation for surgery)

2. Dramatic play: peg board and hammers

3. Physiology-enhancing play: lung expansion—blowing bubbles

Preoperative Teaching

Delivery of information and timing are developmentally dependent:

1. Infant: as the procedure is carried out (parent education)

2. Toddler: immediately before the procedure

3. Child < 7 years: about an hour before the procedure

4. Older child: several days in advance

Elements of preoperative teaching include the following:

1. Use medical and therapeutic play.

2. Be honest about the procedure.

3. Seek the child’s understanding.

4. Observe for signs of too much information and signs of stress.

2.6 Medication Administration

Pediatric Medication Administration

1. Focus on safety, especially calculation of drug dosage.

2. Focus on the child’s developmental level.

3. Involve the parents.

4. Be able to describe side effects.

Medication Administration: Dosage

The dose of ampicillin is 150-300 mg/kg/24 h in 4 divided doses. The child’s weight is 8.5 kg. Administer using the following four steps:

1. Make sure you have a current, accurate weight: convert lb to kg = weight in lb/2.2 lb

2. Calculate the dosage range for the child’s weight: 150 mg × 8.5 kg = 1,275 mg/24 hr. 300 mg × 8.5 kg = 2,550 mg/24 hr. The dose can range from 1,275 to 2,550 mg/24 hours.

3. Calculate the dose per each administration: 1,275 mg/4 doses = 300 [318.75] mg per dose. 2,550 mg/4 doses = 637.5 mg per dose.

4. Verify that the order is correct: “Ampicillin 300 mg/q6h IV.”

Medication Administration: NEVER

1. Never mix medication with formula.

2. Never mix medication with a favorite food.

3. Never deceive the child.

4. Never use as a reward or punishment.

Oral Medication Administration: Developmental Considerations

For infancy:

1. Use the smallest amount possible.

2. Administer with an oral syringe or nipple.

3. Explain to the parent what medication you are administering.

4. Ask the parent to help.

5. Control the child’s arms and legs.

6. Administer before feeding if safe to do so.

7. Comfort the child after administration.

For toddlers:

1. Explain in simple terms: “This is medicine to help your belly feel better.”

2. Use an oral syringe.

3. Ask the parent for assistance if needed.

4. Restrain the child if necessary.

5. Allow the child to cry.

6. Praise the child afterward.

For preschoolers:

1. Give simple explanations.

2. Offer real choices.

3. Use a medicine cup.

4. Ask for the child’s assistance.

5. Praise, praise, praise.

For school-age children:

1. Give concrete explanations.

2. Give as much choice as possible.

3. Allow independence.

4. Acknowledge the child’s cooperativeness.

For adolescents:

1. Consider the stage (early, middle, or late) of adolescence.

2. Base explanations on abstract thinking abilities.

3. Allow for privacy.

4. Give as much control as possible.

2.7 Maintenance Fluid Requirements

Maintenance fluid requirements consist of the fluid and electrolyte levels needed to maintain a “normal fluid balance” (e.g., amount of fluid for a child to remain hydrated). Adults are encouraged to drink eight to ten 8-ounce glasses of fluid daily. For children, the amount of fluid is based on body weight. A hospitalized child can meet maintenance fluid requirements by oral fluids (e.g., drinking) or intravenous fluids (IVF).

How to Assess Hydration Status

To assess hydration status consider the following indicators:

1. Child’s weight (most specific indicator)

2. Urine specific gravity (1.015 or greater)

3. Intake and output

4. Positive tear production when crying

5. Infants: anterior fontanel status (sunken fontanel indicates dehydration)

6. Skin turgor

7. Mucous membrane status

Maintenance Fluid Requirements: “The Formula” for Every Child

1. For the first 10 kg: 100 mL × “those” 10 kg

2. For the next 10 kg: 50 mL × “those” 10 kg

3. For the remaining kg: 20 mL × “those” remaining kg

Example:
Child’s weight is 5 kg

Step 1: 100 mL × 1st 10 kg: 100 mL × 5 kg = 500 mL

Is there a step 2? Anymore kg? No
Maintenance fluid requirement for the child is: 500 mL/24 h or 20.8 mL/h.

Example:
Child’s weight is 23.6 kg

1. Step 1: 100 mL × 1st 10 kg: 100 mL × 10 kg = 1,000 mL

2. Step 2: 50 mL × 2nd 10 kg: 50 mL × 10 kg = 500 mL

3. Step 3: 20 mL × remaining 3.6 kg = 72 mL

Maintenance fluid requirements for a 23.6 kg child are: 1,000 + 500 + 72 = 1,572 mL/24 h or 65.5 mL/h.

2.8 IV Therapy: The Relationship of Intravenous Fluids and Maintenance Fluid Requirements

Order: D5 .22 NSS with 20 meq of KCl per 1,000 mL IV + PO = 80 mL/h

Translation: Administer the hypotonic solution of 5 percent dextrose with 1/4 percent saline with 20 milliequivalent of potassium chloride in every 1,000 mL. At a rate of 80 mL/h, the child can meet his/her maintenance fluid requirement of 80 mL/h by either receiving IV hydration or by drinking.

Patient Care Situation Background Data

1. The child’s weight is 41 kg.

2. The time now is 11 A.M.

3. Child drank 120 mL of orange juice for breakfast.

4. Child drank 240 mL of milk with a snack.

5. Shift totals for the day shift include all fluids IV + PO the child has received from 7 A.M. until 3 P.M.

6. Order: D5 .22 NSS with 20 meq of KCl per 1,000 mL IV + PO = 80 mL/h

Patient Care Situation Nurse’s Responsibility: What Should You Do?

From 7 A.M. until 11 the child has received 320 mL in IVF.

The total fluid (IV + PO) intake from 7 A.M. to 11 is: 320 mL + 360 mL = 680

What should you do? Maintain the IVFs or stop them?

What is the fluid requirement for a 41 kg child?
100 mL for the 1st 10 kg: 100 mL × 10 kg = 1,000 mL
50 mL for the 2nd 10 kg: 50 mL × 10 kg = 500 mL
20 mL for the remaining kg: 20 mL × 21 kg = 420 mL
Fluid requirement is: 1,000 + 500 + 420 = 1,920 mL/24 or 80 mL/h
In a 4-hour period (7 A.M. to 11 A.M.) the child requires a minimum of 320 mL. Child has actually received (IV + PO) 680 mL
Stop the IVF

2.9 Pediatric Pain Management

Pediatric pain management myths:

• Babies are supposed to cry, that is what they do.

• Infants do not feel pain; a neonate’s neurological system is not sufficiently developed to feel pain.

• Children recover more quickly from painful procedures than do adults.

• Children will become addicted.

• Narcotics always cause respiratory depression.

• Parents aggravate or exaggerate their child’s pain.

• Sleeping is evidence that the child is not having pain.

Pain perception in children—influencing factors:

1. Developmental level

2. Type of injury or pain experience

3. Genetic characteristics

4. Gender

5. Temperament

6. Social and cultural influence

7. Individual coping style

8. Perception of control

9. Parents

Developmental Considerations—Cognitive Impact

Infant

1. No words for pain

2. Has memory events by 3 months

3. Responds to parents’ anxiety

Toddler

1. Use words for pain (owie, hurt); can point to a doll or themselves to show where the “hurt” is located

2. Object permanence: beginning at 6 months of age the infant will understand that an object that cannot be seen or a feeling (pain) that is not currently being felt does exist or can recur

3. Egocentric; autonomy, sense of control

Preschooler

1. Has language, but differs from adult

2. Pain equals punishment; preschoolers believe that they have pain (hurt) and are being punished

School-Age Child

1. Fears body mutilation

2. Concrete logical reasoning

3. Understands time

4. Less dependent upon parents and more on self-initiated coping response

5. Health care staff may see all behaviors of young child primarily during the painful event, but less in the time period prior to it

6. Stalling behaviors, such as “Wait a minute,” or “I’m not ready”

7. Muscular rigidity, clenched fists, gritting teeth, body stiffness, closed eyes

Adolescent

1. Understands abstractions

2. Self-esteem, self-control

3. Behavioral modification helps with pain relief

4. Personal fable

5. Imaginary audience

Developmental Characteristics of Children’s Responses to Pain

Young Infant

1. Generalized body response in which they become rigid and thrash around

2. Loud crying

3. Facial expression of pain (brows drawn together, eyes shut tight, mouth open)

4. Facial expression is most consistent and specific characteristic of an infant experiencing pain

Older Infant

1. Localized body response with deliberate withdrawal from the pain stimulus

2. Loud crying

3. Facial expression of anger or pain

4. Physical resistance

Toddler and Preschool Child

1. Loud crying, screaming

2. Verbal expressions, such as “Ow”

3. Thrashing of arms and legs

4. Uncooperative

5. Pushing away pain stimulus

6. Demands procedure to stop

7. Clings to parents

8. Vocalizes need for emotional support

9. Can anticipate a painful procedure and will change behavior (become upset, uncooperative, etc.)

School-Age Child

1. Perceive that they are being punished for something they may have done that they perceive as being wrong (e.g., taking cookies without parents’ permission)

2. Magical thinking

3. Beginning concept of time

4. Bodily mutilation

5. More blood equals more injury

6. Does better with manipulation of equipment

Adolescent

1. Less vocal protest

2. Less motor activity

3. More verbal expression, such as “it hurts”

4. Increased muscle tension and body control

A Comprehensive Pain Assessment Includes:

• Location

• Quality

• Duration

• Response to treatment

2.10 Pain Assessment

There are three types of measure for pain:

1. Behavioral

2. Physiologic

3. Self-report

Note: The use of these types in the measurement of a child’s pain is dependent upon the child’s cognitive and verbal abilities.

Behavioral Measures of Pain

• Useful for measuring pain in infants and preverbal children

• Add to important data in the assessment of a child’s pain in all stages of childhood

• Might be time consuming to use

• Require a trained observer to watch, record, and rate a child’s behaviors

• Behaviors are scored from 0 to 4 and then added together to determine the pain score

• Most reliable when measuring short, sharp procedural pain such as experienced during a spinal tap or injections

Four Commonly Used Behavioral Pain Assessment Scales

• FLACC: Face, Legs Activity, Cry, Consolability

• CHEOPS: Children’s Hospital of Eastern Ontario Pain Scale

• TPPS: Toddler-Preschooler Postoperative Pain Scale

• PPPRS: Parent’s Postoperative Pain Rating Scale

Physiologic Measures

• Include heart rate, blood pressure, palmar sweating, cortisone levels, oxygen saturation, vagal tone, and endorphin concentration, all of which reflect a generalized, complex response to stress and cannot distinguish between pain and other forms of stress to the body

• Provide indirect estimates of pain

• Provide useful information about general distress levels in children

Self-Report Measures: Preschool Child

Self-report measures of pain can begin in the preschool child, ages 4 to 5 years. These young children are able to self-report their pain using an age-appropriate assessment scale (Figure 2.1), but their ability to report their pain is likely to be influenced by the cognitive characteristics of their preoperational thinking.

In the preoperational stage of cognitive development a child’s thinking is egocentric, concrete, and perceptually dominated. Consequently, being able to distinguish between pain intensity (how strong the pain sensation is) and pain effect (how upsetting the pain is) may be difficult for the preschool child.

Ability to rate pain using facial expression pictures (Figure 2.2) is evident among 3-year-old children.

[image: Image]

Figure 2.1

[image: Image]

Figure 2.2

Commonly Used Self-Report Pain Scales

• Wong-Baker FACES Pain Rating Scale

• Oucher Pain Scale

• Poker Chip Tool

• Word-Graphic Rating Scale

• Visual Analog Scale

• Color Tool

Disadvantages of Self-Report Scales

Self-report scales measure only pain intensity (Figure 2.3). Pain measurement does not produce a number that means the same thing across children or across time.

Chronic Pain: Assessment

1. Vital signs

2. Muscular movement

3. Sleep pattern

4. Developmental regression

5. Change in eating patterns

6. Behavior or school problems

[image: Image]

Figure 2.3

CHAPTER REVIEW QUESTIONS AND ANSWERS

1. To support the philosophy of FCC for a family with a hospitalized preschool child, the nurse should:

a. Encourage the parents not to be present during the physical exam to decrease their anxiety level.

b. Discourage the parents from participating in the child’s care so that their child will build trust with the staff.

c. Make as many decisions as possible about the child’s day-to-day activities to lessen the parents’ responsibilities.

d. Provide the child’s parents with information about the plan of care on a regular, frequent basis.

Correct answer: D

Explanation: The universal need for parents of a hospitalized child is the need for ongoing information of their child’s plan of care and progress, which supports the philosophy of FCC.

2. The two basic concepts of FCC are enabling and empowerment. Which nursing action supports these concepts?

a. Develop a plan of care in which the child is viewed as the center of care.

b. Teach the parents how to provide care for their child.

c. Develop a plan of care and then thoroughly explain it to the child and family.

d. Model problem-focused coping for families managing with stress.

Correct answer: B

Explanation: One of the key principles in FCC is the involvement of the family members in making decisions about their child’s care.

3. In preparing the school-age child for a painful procedure, the nurse should:

a. Use technical medical terminology.

b. Begin preparation immediately before the procedure.

c. Emphasize the helpful nature of the procedure.

d. Set firm limits with few choices.

Correct answer: C

Explanation: According to Erickson’s theory of psychosocial development, school-age children are in the stage of industry versus inferiority and want to help adults.

4. You are planning care for an 8-month-old infant who is being admitted to a pediatric unit. Select all of the nursing interventions from the list below that would apply to the infant’s care:

a. Provide the child with a large plastic truck to play with while interviewing the child’s parent.

b. Assess the child’s level of pain using the FLACC pain scale.

c. Hang a mobile of brightly colored objects on the infant’s crib.

d. Apply a bubble top cover to the infant’s crib.

e. Place a highchair in the child’s room that has straps for around the child’s waist and between the legs.

Correct answer: A + D + E

Explanation: Large push toys are developmentally appropriate for infants. Bubble top covers and a two-part strap are essential safety interventions for older infants. Mobiles are no longer safe for infants 4 months of age or older.

5. A 12 kg child has had a total of 300 mL to drink in the first 4 hours of an 8-hour shift. He currently has his intravenous catheter heparin locked, but has IV fluid orders for IV + PO intake at 46 mL/h. To ensure that the child remains adequately hydrated the nurse should:

a. Begin IV fluids as soon as possible at 46 mL/h.

b. Begin IV fluids at twice maintenance fluid rate, 92 mL/h to correct fluid deficit.

c. Continue to allow the child to drink oral fluids ad lib.

d. Vigorously encourage oral fluids.

Correct answer: C

Explanation: The child is meeting maintenance fluid requirements of 46 mL/h with oral fluids, so continue to encourage intake.

6. The chief indicator of pain in the preverbal child is:

a. Physiologic responses

b. Response to medication

c. Behavioral changes

d. Psychosomatic changes

Correct answer: C

Explanation: One of the most valuable clues to pain being experienced by a child is a change in behavior.

7. Which scale would the nurse use to assess pain via self-report method in a preschool child?

a. CHEOPS (Children’s Hospital of Eastern Ontario Pain Scale)

b. Numeric Scale (0–10)

c. FACES (Wong-Baker)

d. The FLACC Scale

Correct Answer: C

Explanation: Preschool children can count but cannot rank order, so a self-report scale in picture form is developmentally appropriate to use for pain assessment.

8. The nurse is aware that the most reliable indicator of pain in a 4-year-old child is:

a. Crying and sobbing

b. Changes in behavior

c. Decreased heart and respiratory rate

d. Verbal reports of pain

Correct answer: B

Explanation: The most reliable indicator of pain in children is a change in their behavior.

9. A 3-year-old child who weighs 26 kg is ordered ventolin syrup, 20 mg every eight hours. The hospital formulary recommends that the dose of ventolin be 1.3–2.6 mg/kg/24 hr. The nurse should:

a. Administer the dose as prescribed.

b. Hold the dose because it is too high and reweigh the child.

c. Give half the dose ordered.

d. Hold the dose because it is too low and call the physician.

Correct answer: A

Explanation: The safe dosage range is:

1.3 mg × 26 kg = 33.8 mg/d or 11.3 mg/dose

2.6 mg × 26 kg = 67.6 mg/d or 22.5 mg/dose

10. The nurse is attempting to administer an oral medication to a 2-year-old child who is being uncooperative. The most effective way to administer an oral medication to this young child is to:

a. Mix the medication in a small amount of the child’s favorite food without the child’s awareness.

b. Dilute the medication in the child’s bottle or cup of juice without the child’s awareness.

c. Bargain with the child by saying that swallowing the medication will earn the child a trip to the playroom.

d. Mix the medication in a small amount of flavored syrup and tell the child.

Correct Answer: D

Explanation: Mix the drug with a small amount of a sweet-tasting substance, such as flavored syrup.
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WEIGHT STATUS CATEGORY PERCENTILE RANGE

Underweight Less than the Sth percentile
Healthy weight Sth percentile to less than the 85th percentile
Overweight 85th to less than the 95th percentile

Obese Equal to or greater than the 95th percentile
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Strong attachment with  « 1500-word vocabulary and = Associative and cooperative
same-sex parent receptive vocabulary is on play.

Takes aggression out on par with cxpressive adult  + Child can begin to obey limits
parents and siblings vocabulary and often has an imaginary
Very imaginative + Exaggerates and constandy  friend.

Judges everything in one questions + Toys include building blocks,
dimension + Understands simple music, memory games, d

analogies up (fantasy play), and puzzles.
+ Counts but does not
understand numbers.
+ Names more colors
* Starts m understand

+ Quéstoning peaks

Eager to please « 2100-word vocabulary + Cooperative play is now
Increase in trustworthiness + Uses all parts of speech possible since the child can
and responsibility « Names coins control his/her impulses, and
Gets along with parents  + Knows days of week, months group activities become an

Identifies with same-sex = Can count to 10 interest. Board games, pretend
parent « Knows age and primary colors play, playing catch are examples
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Agein Cognitive Development/
Years  Psychosocial Development  Language Play/Toys
3 « Egocentric « Vocabulary is approximately + Associative and cooperative

+ Attempts to please parents
and conform

900 wor play.
« Identifies objects + Toys include a tricycle, big
and understands their blocks, large puzzles, and

purpose or function
+ Carries on a conversation
« Uses simple sentences
(three- or four-word
sentences)
« Realizes own gender and
gender-based role functions
« Asks questions
« Starts to sing
« Begins (o understand time
nd pretends to tell time
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* Slowerrate in weight gainand  « Skips, alternating feet * Adept with a pencil
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Hecommended Immunization Schedule for Persons Aged 7 Through 18 Years—uUnited States « 2009
For those who fall behind or start late, see the schedule below and the catch-up schedule

VaccineV  Agep 7-10 years. 11-12 years 13-18 years
Tetanus, Diphtheria, Pertussi soe footnote 1 Tdap  Tdap

- HPV (3 doses) HPV Series L
Meningococcal® mcv mev mcv i
Influenza® Influenza (Yearly) |
Preumococca® L _eesv |
Hepatitis A | — A
Inactivated Poliovirus' I 1PV Series i
Measles, Mumps, Rubella® [ MMR Series ]
Varicella™ I Varicella Series |

This schadula indicates the recommended ages for routine adminitration
of currently licensed vaccines, as of December 1, 2008, for children aged
7 through 18 years. Any dose not administered at the recommended age
should bo administered at a subsequent ist, when indicated and feasibl.
Licensed combination vaccines may be used whenever any component of
ihe combinationis indicated and other components are not containdicated
and if approved by the Food and Drug Administration for that dose of

the series. Providars should consult the relevant Advisory Committee on
Immunization Practices statement for detaied recommendations, including
high-isk conditions: http:/www.cdc.gov/vaceines/pubs/acip-ist .
Ciinically significant adverse ovents that follow immunization should
be reported to the Vaceine Adverse Event Reporting System (VAERS)
Guidance about how to obtain and complete a VAERS form is
available at hitp:/jwww vaers.hhs.gou or by telephone, 800-522-7967.
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SCORING"

o ] 2
No partcular ‘Occasional grimace or frown, Frequent 0 constant frown,
expressionorsmile  withdrawn, disinterested quivering chin, clenched jaw

Legs Normal position or  Uneasy restles, tense. Kicking or legs drawn up
relaxed

Activity Lying quietly. normal  Squirming, shifting back and forth,  Arched,rigid, or jerking
position, moves easily  tense.

Cry Nocry (awake or Moans or whimpers,occasional Crying steadily, screams or
asleep) complaint Sob, frequent complai

Consolability ~ Content, elaxed Reassured by occasional touching,  Difficult 0 console or

hugging, or being talked t0; comfort
distractible

“Each of the i categorie Face (F),Legs (L), Activity (A), Cy (C). and Consalabilty (C) s scored from 0-2, which esulis n
ot score between 0 and 10,

From Merkel, Vocpel-Lewis, Shayevitz, & Malviya (1997). The FLACC: A behasioral sale for scoring postoperativ pain i
young children, Pediatric Nursing, 233, 293-297,

Source: Pediatr Nurs 2003 Jannetti Publ
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Ao - aota
LA - leftaium

LV — leftventricle
PA - puimonary artery
RA ~ right atrium

RV - right ventricle
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ASD

Smalish
Av

Features:

+ Tricuspid valve atresia

« Transposition of the great arteries
« Ventricular septal defect

« Atrial septal defect

« Small right ventricle (not depicted)
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Agein  Physical Growth and
Months  Developmental Changes Gross Motor Skills Fine Motor Skills
1215+ Physical growth during « Drinks from a cup + Takes off shoes; drinks from

18-24

toddlerhood slows: average
weight gain is 5 pounds per
year and height increases
by 3 inches per year.

+ Anterior fontanel closes
by 18 months

« Feeds self
+ At 13 months walks with
assistance

« At15 months walks on own

er control

mes standing position
without support

« Creeps up stairs

« Runsand falls butis clumsy

« Throws ball without falling

« Washes hands

* At 24 months walks up and
downstairsonestepatatime
with both feet at 30

a cup and can feed self

Persistently throws objects
1o the floor

Builds two-block tower
Begins to scribble

Seribbl
Builds a three- to four-block
tower at 18 months; turns
pages in a book dresses self
Can turn a door knob;
removes lids: begins to draw
Builds an cight-block tower
at 30 months.
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Play/Toys

predictable effecton others

« Has learned to wait longer
to have needs met

« Egocentric interactions
with others

« Tolerates separation
from parents

- Stanger fear
R

Points at thing he/she wants
Begins to develop memory:
responds to simple
commands

Jabbers in nonmeaningful
sentences

« Parallel play

+ Short attention span
causes the choice in toys to
change frequently

+ Play and toys are used to
enhance skills; movement
and walking, encourage
imitation, language devel-
opment and fine and gross
motor skills
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1. Tetanus and Hlular pertussis vace
(Tdap). (Minimum sge: 10 yeas for BOOSTRIX" an 11 yaars for ADACEL')
+ Administer at age 11 or 12 years for those who have completed the
recommended childhood DTP/DTaP vaccination series and have.
ot received a totanus and diphtheria toxoid (Td) booster dose.
* Persons oged 13 hrough 18 yers who have ot received oo
« A5.year interval from the last Td dose is encouraged whon Tdap is
however, @ shortr interval may be used if
pertussis immunity is needed.

2.Human papillomavirus vaccine (HPV). (Minimum age: 9 years)
+ Administer the first dose to females ot aga 11 or 12 years.
+ Administer the second dosa 2 months after the frst dose and the
D dose  monihsaer he st Gos et 24 weeks afor the
irst dose)
+ Administe the series 1o females at age 13 through 18 years if ot
previously vaccinated.

3.Meningococcal conjugate vaccine (MCV).

+ Administerat age 11 or 12 years, or at age 13 through 18 years f
ot previously vaccinated.

« Administe to previously unvaccinated callege freshmen lving in
‘a dormitory.

« MCV s recommended for children aged 2 through 10 years with
torminal complemant component defciency, anatomic of functionl
asplenia, and certain other roups at high isk. See MMWA
2005,54{No. AR-7).

« Persons who received MPSV & or more years previously and
romain at increased risk for meningococcal disease should be
revaccinated with MCV.

4.Influenza vaccine.
+ Administer annually 1o children aged 6 months through 18 years
« For healthy nonpregnant persons (.e.,those who do not have
underlying medical conditions that prédispose then to influenza
compiications) aged 2 through 49 years,either LAV or TIV may be used.
+ Administer 2 doses (separated by at least 4 weks) to children aged
Younger than 9 years who are receiving influenza vaccine or the

it time or who were vaccinated for the first ime during the previous.

influenza season but only received 1 dose.

5.Pneumococcal polysaccharide vaccine (PPSV).
+ Administer 1o children with certain underlying madical conditons
(s00 MMWR 1997;46{No. RR8), including a cochiear implant.
A single revaccination should b sdministered to childran with
functional or anatomic asplenia or other immunocompromising
condiion afte 5 years.

6. Hopatitis A vaccine (HopA).
+ Administer 2 doses at least 8 moniths apart.
+ HapA is recommended for children older than 1 year who five in
Vaccination programs target older children or who are
tisk of infection. See MMWA 2006;55(No. RR.7).

7. Hepatitis B vaccine (HopB)

+ Administer the 3-dose serios to those not previously vaccinated,

+ A 2-dose series (separated by atloast 4 morths) of adult formulation
Recombivax HB* i icensed for children aged 11 through 15 year

8.Inactivated poliovirus vaccine (IPV).
For children who raceived an all:PV or all.oral polovirus (OPV) series,
a fourth dose s not necessary if the hird dose was administered at
age 4 years o older.
* Ifboth OPV and IPV were admiristared as part of a seris, a otal of
4 doses should be administered
9. Measles, mumps, and rubella vaccine (MMR).
* If not previously vaccinated, administer 2 doses of the second dose.

for those who have received only 1 dose, with atleast 28 days
batwean doses.

10. Varicella vaccine.

* For porsons aged 7 through 18 years without evidence of immrity

(see MMWR 2007;56[No. RR-4]), administer 2 doses H not previously
vaccinated o the second dose i they have recived only 1 dose.

* For persons aged 7 through 12 years, the minimurm intorvel
betwean doses is 3 months. However, f he sacond dose was
sdmiiiered i eas 28 days afr th st dos,  an b accepied

* For persons aged 13 years and old
between doses is 28 days.

the minimum interval

he America

oo o aproved by th Abvisory Comeiies oa et
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Practces (i geraccisesecsiach.
merican Academy o il Physicans (ip wwvealp o).
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* Questions parent’s
thinking

Sentences spoken with
increased complexity

Can follow three commands in
succession

Begins to understand numbers
and time

of common play activitics for
this age group.
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Agein  Psychosocial Cognitive,
Years  Development Development Play/Toys
6 « Independence is gaining  + Enjoys table gamesand Play becomes more competitive

Imitates adult behavior
Shares and cooperates
better

Cheats to win

Boastful behavior

s jealous, rough

spelling games

Sentences are spoken with
correct grammar
Reads simple stories
Aware of days and seasons
Knows left from right and
P

and complex throughout the
school-age period. Team sports,
formal social organizations
(Gil Scouts and Boy Scouts).
board games, reading, video
games.hiking,listening tomusic.
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Agein  Physical Growth and

Years  Developmental Changes Gross Motor Skills Fine Motor Skills
6 = During the school-age « Very active « Uses utensils and has gradual
period, there is asteady Can walk straight increase in dexterity

+ Likes to draw and color

by 5 t0 6 pounds yearly
and height increases by 2
inches per year. Average
weight for a male is

45 pounds and average

height is 45 inches.
For females the average
weight at 6 years is
43 pounds and an average
height is 45 inches.

7 « Repeats skills acquired to + Can cut up meat with a knife
gain mastery and fork
8-9 « More limber with more + Uses cursive writing
fluid movements + Increased speed and
+ Can crouch on toes smoothness over fine motor
control skills
10-12 . + Fine motor skill development
« Can catch a ball with continues.

one hand
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Agein  Physical Growth and

Years  Developmental Changes Gross Motor Skills Fine Motor Skills

3 « Weightincreases 410 6 pounds » Rides a tricycle « Nighttime bladder control
per year and height increases  + Stands on one foot forafew + Uses scisso
3 inches per year. Average seconds « Copies a circle and cross
weight s 32 pounds and + Altemates fect going up  + Builds a nine- to ten-block
average height is 37.5 inche: steps tower
Brain growth s 80 to 90 « Tries to dance
percentofadultsize by 3 years.

4 + Weightincreases4to6pounds + Skips and hops on one oot Uses scissors
per year and height increases  + Alternates feet going down = Can lace shoes
3 inches per year. Average teps « Copies square and diamond
weight s 37 pounds and « Can catch a ball

average height is 40.5 inche
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18-24

Kisses and hugs

Uses “no” indiscrimin-
ately to assert
independence
Temper tantrun
Secks a security object

n times of stress or
uncertainty

Ritualism, negativism, and
independence  dominate
interactions

Refers to himself by name
Asks for food and drinks
Tmitates

Manages a spoon
Transitional object is
important

Peak age for thumb.
sucking

Tantrums

Understands simple
instructions

Asks for objects by
pointing

Uses jargon

Vocabulary increases o 300
words; can combine words
Talks constantly
Understands *“my"

Points to two or three body
parts

Talks in phrases
Knows first and last name
Talks constantly

Can listen 10 a five- to ten-
minute story by 30 months

¢ Push-pull toys, dolls and
housckeeping toys, play
phones and cloth  books,
rocking horse, riding
trucks, finger-paints, plastic
puzzles, wooden blocks
« Parallel play

« Parallel play

« Imaginary playmates
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1. Hepatitis B vaccine (HepB). (Minimum age: birth)
Atbinh:
it ool e 08 vt b b g,

fmother i hepaiis  surace (MBS posiive,adminiter HepB
g0 Of hepats § o gopuin ABKE e 13 houts of e
i mothr's HBsAg status i urknow, adminster HepB within 12 hours of
bith, Determine mother's HBSAg statu &5 S00n a5 possible and, f
HBsig posive, administer HBIG (no later than ag0 1 weekl.
After the birh dose:
+ The HepB seres should be completed withsither monovalent HepB o a
combination vaccine contaiing HepB. Tho second dose should bo
a5 or 2 monts. The i osssholdbesomisred

« s o sk et mothers shid b st for Hoshg nd
Snibody 1 A (BPiHEs) shr omplton of alget 3 Goses of i
Hep sries, a age § vcugh 18 month (general at the next wellehid i,

4-month dose:

+ Adminstration of & dose of Hep 0 infants is permissile when combination
Vaccines containing Hept oo oaministared fter the birth dose

2. Rotavirus vaccine (RV). (inimum age: 6 weeks)
+ Administer thefrst dose at 390 6 throgh 14 weeks (maximu age:
14 Wweeks 6 days). Vaccinaton should not b iniated fo nfnts 3969
15 vieeks o older (e, 15 weeks 0 days or lder
« Administer thefinal dose n the sries by age 8 months 0 days.
« Rotarx” i administered a1 ages 2 and  months, 8 oso at & months is
not indicated
3.Diphtheria and t
(Minimum ago: 6 weeks)
e toun dose oy 5 sminstred a5 a5 oge 12 monis, provided
atleast 6 months have elapsed since th third dos
Ao o ol o e s 98 0

2. Hoemophilus infl b conjugate vaccine (Hib).
Haomophilus influenzgo type b conjugate vaceine (Hi).

I PRP.OMP (PedvaxIB" or Comvax” (HepBil) is administered at ages
20 & monihs, a dose a age § monihs i notindicate.
« TAHBIC (DTaP/Hib) should not be used for doses a ages 2, 4, or & months
bt can b used s the fnal Gose in chidren aged 12 monihs or clder
col vaccine. ge: 6 waeks for
Vaceine [PCV]: 2 yoors for prsumacoccal polyseceharids vacein (PPSVi)
+PCV s racommendod for allchidren aged younger than & years.
Adminiser 1 G0se of PGV to il heahthy chidren aged 24 through 59
months who ara not comlotely vaccinated for thl age.

eanus oxlds and acelarparusis vcein (TPl

+ Administer PPSV to children aged 2 years or older with certain underlying.
medica condiion (see MMWR 2000;4SINo. RR.), including 3 cochear
implnt

- Influenza voceine. Misimum 490 & manths o rlent nctivtet

aceine (1] 2 yours ot ive, sttt nlosrss vocein (LA}
e il o ol o904 S vt g Bvesre
For healihy nonpregnant persons (e, those who do not have underlying

medical conditions that predispose them 1o influenza complications) 3969

2thrcugh &9 years,sither LANV or TIV may be used.

Children receiving TIV shouldreceive 0.25 m il agod  trough 35 months

o0 fa90d%yers o

* Admisr 2 does ot s wooks) o et aged youger
3 o a1 socehing Inuenca acainefo 1 e s of o

e ot 5 4 i s v ants sesson bt

only recaied 1 dos,

7. Measles, mumps, and rubella vaccine (MMR). (Minimum age: 12 months)

+ Administo th second dose atago 4 through 6 years. Howovr, he socond
ose may be adminitered before age 4, rovided at east 28 Gays have.
clapsod since the frst dose.

8. Varicalla vaceine. (Minimum age: 12 months)

Administe th second dose atage & through & years. Howsver, the second
ose may be adminitered belore 498 4, rovided at east 3 o have
elapsod sinco th fstdose.
 For chikdren aged 12 months through 12 years the minimur nterval

botween doses is 3 months, Howove, f e sacond dose was sdminstored
atleast 28 days after the st dose, i can be accepted a5 ol

o:Hepatits A vaccine iepA). (Minmum
o

 Children no fully vaccinated by age 2 years. can be vaccinated at
subsequent viits.
* Haph ko ecommendedfor chiron oldr a1 yerwho e i arogs

whre vaccination programs gt olde children or who ao o increased
ik ot nfcton ek S0 07

0. e: 2 yours for
Voo o o aridevaceie NPV

+ Rdminser MGy o e a2 voa 0 et iy il ol
mponent dficiency, anatomic of tnctional asplenia, nd Ceran other
sk orous. SeoMHTWA 0 AR,
rs0ns who recelved MPSV'3 or more years previously and who remain
ncreasad sk formningococcaldsease shouk be rovaccinated wih NCV.

The Rocommesded Immaszaton Schadies o ersons Aged  hroah 18 Yeurs rsapprovd b
the e aap org), ad 1

D e ——
American Acadeny ofFamiyPiysicians (h1g: v aly o).
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ELECTROLYTE NORMAL VALUE
Sodium 138-145 meg/L
Potassium 3.5-5.0 meg/L
Chloride 98-106 meg/L
€O (carbon dioxide) 20-28 meg/L
BUN (blood urea nitrogen) 7-18 me/dL

Creatinine

0.3-0.7 mg/dL.
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Recommended Immunization Schedule for Persons Aged 0 Through 6 Years—United States * 2009
For those who fall behind or start late, see the catch-up schedule

Vaccine ¥ Agel | gin | ot  mosths | months mosths | manths  months | months | monts | yeas | years
Hepatts 8° WopB  HepB  im HepB
Rotavirus’ RV RV AV

orer | DTaP | DT o o
[———— Twio W A -
Praumococcal Pev | Pov | pov ~ppsv
nnctvatod Polois ey w w
Infiuenza® Influenza (Yearly)
Measles, Mumps, Rubella” MMR see footnote] MMR

Varicala eoned Vit

et A Hep (2 doses)
Meningococcal MCV.

i schedule ndicates the recommended ages fof routine adminisuation
of currenty lcensod vaccine, as of Docomber 1, 2008, for children aged
0 through 6 yaars. Any dose not administered at the recommended age
should be administered at a subsequent visi, when indicated and feasibie.
Licensed combination vaccines may be vsed whenever any component
of the combination is indicated and other components are not contraindcated
nd if spproved by th Food and Drug Adminstration for that doso of

Gui

be reported to

ince. sbout

how to. obt

Rangeof
recommended
ages

Corta
Tighaisk
oups

' Advisory Committse on

focommendations, including

Jwwwecdc. Govivaccings/pubs/acip-i

e ovants that follow immunization should
- Event Reporting System (VAERS)

and_complote @ VAERS form s

.
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PRESSURE __ APPEARANCE _ WHITE BLOOD CELLS __ PROTEIN GLUCOSE
(mm H,0) (mm’) mg/dL mg/dL

Normal  60-20 Clear 0-5 10-30 40-80

Bacterial  Increased  Cloudy 100-60,000 Increased Decreased

Aseptic __ Normal Clear 10-1,000 Slightly increased _ Normal
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years

10-12
years

Has difficulty in assuming
responsibility for
mishehavior

Becoming a family member
Prefers same-sex frien
May steal

Dramatic

Enjoys rewards

Friends gain increased
importance; becomes
selective about friends
Likes his/her family
Respects parents

Writes stories and letters

Can tell time

Understands concepts of
reversibility, space, cause
and effect, and conservation
Describes common objects
in detail; understands parts
and wholes

Reads for information and
enjoyment

« Enjoys group play as well as
spending time alone
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Physical Growth and

Psychosocial and Cognitive

Stage Developmental Changes Development
Early « AUI2 years of age the average weight = Mood swings
12-14 for a male is 88 pounds and the average  + Chooses to spend time with friends versus
years height is 59 inches. For a 12-year-old family
female the average weight is 91 pounds  +Ts conscious of body image
and the average height is 60 inches. + Focused on normalcy and being normal

+ Tmaginary audience (everyone is looking at
him/her and noting deviations from normal)

+ Personal fable (believes there will be few or
1o consequence for actions taken)

+ Uses abstract thinking; cognitive thinking
becomes more complex; can solve math and
logic problems

+ Mdealism

Middle « Parental conflicts
15-17 years + Concerned with degree of attractiveness

+ Intensely involved with peers

« Feclings of omnipotence

+ Sexual drive emerges

« Experiments with physical limitations and
high-risk behaviors

Late « Conflict with parents and family subsides
17-21 years + Plans for college and future career

+ Has adult-level reasoning skills
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Agein

Physical Growth and Developmental

Months  Changes Gross Motor Skills Fine Motor Skills
T « Between 0 and 6 months: « Startled response o = By 1 month strong
length increases 1 inch/month, noise hand grasp
weight gain is 1.5 pounds/month head + Can turn head from
ircumference increases 0.6 inches/ side to side
month
2 « Posterior fontanel closes
3 « Grasp reflex fades
and now can hold a
ratdle
4 * Good head control

« Birth weight doubles

- Average length: 25.5 inches
« Average weight: 16 pounds
« Average head circumference: 17 inches

with no head lag
Rolls from front to
back

Sits in highchair

« Hand-to-hand
transferofan object
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Ao - aota
LA - leftatium
LV - leftventricle
PA - pumonary artery
RA - right atrium

ight ventricie

1. Supravalve mitral membrane
2. Parachute mital valve

3. Coarctation of the aorta

2 Biibhnrla glanadis:
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WHITE BLOOD

PRESSURE _ APPEARANCE ___ CELLS PROTEIN GLUCOSE
(MmH,0)  (mm’) mg/dL. mg/dL.

Normal 60-20 Clear 0-5 10-30 40-80

Bacterial Increased  Cloudy 100-60,000 Increased Decreased

Aseptic Normal Clear 10-1,000 Slightly increased  Normal
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Tetanus, Diphtheria/

4 woeks

7yrse

Human Papiliomavirus' | "9 yrs
Hopatiis A° 2mos & months
Hopaits ' Birth 4 wooks

Messio, Mumps, Rl | 12 mos

3 months
b s’ yuger e 13 e

Varicola* 12mos

4 wesks
0wt T s o

Smonthy
s s o 2 s i
" Routing dosing intervals are recommended

A weoks
s oo 6 months
s Gt St

Voo oo 12 o

1-Hopatits 8 vaccine (HopB).
Wit o do s o s ot prevusy e
A2 o e e ot bl o o4k omdson combis O i ersed
ol o e 1 o
2. Rotavirus vacine (RV).
T o ot i 14 weks 6 dy,occwicn stk b it
s S0 15wk o i . 15 Wi Gy o .
s o st e s by s O doys.
Wt s st o o s 1 o doses, - s ot st

5. Diphtheria and totanus toxoids and acellular pertussis vaccine (DTaP).

i ose 1t rcese oo s ws S 0 4 20 80t

4. Haemophilus influenzas type b conjugate vaccine (HIb).

8 acene i gy hconndd o prins g e o o affcacy it
i wheh i e 8 ecorondsion carcarin e o b 10 o ot i snd
S50 N 100 505 (o8 TGl 1 Jrors wha s Sl ol s
ek, o Y bcion o v o S5, SO |t O a0
e o cowndinss

i 2 s P OUF P o Com), it e 1 ol
Yo, (T o S b i .00 12 e 15 o s 1.
ot har s e i

1o s was ot on ] dvough 1| o, st 2 oss st by 4
ks 423 s 0 1w 1 s

5. Preumococcal vaccine.

TRt o o prstoocel ot
S5 morawhohoe 1t e okt 1ot f Vo1 e g 12 100

 For e age 24 oo 53 s iy el Cndtors samets | se
STPEV o o Tceved vy o s 2 st of OV s woks 5
ey hn dss s e

Rvisen
i e oo e MW 20005 3. Hcon oo,
e sk s s o PV

it POV 08 hesy hldn s 2¢ o

vty
i (PS1 o chihenagud 2 yers o e i cr.

6. Inactivated poliovirus vaccine (IPV).
Fr chirunh e 0 1 Y o sor s OPY) sues, aforth s s ot
ey ot o 00 Yo ol
150 0P and P s arnstored s porf s, 10304 s shoud b s,
et o e it corr s
7. Meastos, mumps, and rubela vaccine (MMF).
Rt o e oo 004 o € yas Howers, thescond s may b
St 30, o0 ot 8 G v cogid snce o s o
ot rovousy et it s ih ot 23 dys bt s
5. Varicolla vaccine.
Rt o doe s a4 e § yous. Howen, thascond sy b
it sl s rovsed o st P o e e L
 Frpeson g 11T trugh 12 e, h mima el beween doses .3 s
oo 1155040 o was s o Wt 3 dos skt b s, £ b
s 5ol
«F pson 50 13 yusad o o i ol bewoen s 2 oy
9. Hopatitis A vaceine (HopA).
I RESA s rcianad o ol 1 s e s s o s
Lt i i or i e crsse o o icicn S MHWA 0K S50 AT

500 10 g 18 oo s T o rbr s
uman papillomavirus vaccine (HPV).

i o st s t s 1 e 18 yoors ot el ot

© Ushconmnde v s s o s Hchp L. hscand nd e s
Sha b st 24§ s s it s, o e U e
Beween o s s scind s 4wk Th e, e s 1
s 1 wel, o e o S0 en 3 st 24 vk st o s .
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Catch-up Immunization Schedule for Persons Aged 4 Months Through 18 Years
Who Start Late or Who Are More Than 1 Month Behind—United States « 2009

The table below provides catch-up schedules and minimum ntervals between doses for chidren whose vacinations have been delaye. A vaccin
Sories does not noed o be restarted, regardless of the timo that has elapsed betuveen dosos. Use the section appropriate for the childs ago.

o Minimom iterval Betwveen Doses

Vaccine forDuse ! Doso Tio DosoZ Dose 210 Dose 3 Dose 310 Dose i Dose.
Hopais B' Birth PR —
Rotavius? Swis waoks @ weeks?
Diphthei Toanus Partisss | 6 wics 4 waoks 176 ot & montha’

Sea ieeict

PRI M [

ey 1 Buooks (o Tnldne | & wesks o ol

Haemophilus G whs | it o OS] s | s o omsard st e n | hicen a5 1 mor o

arte omet ‘age 15 months 59 months who recerved 3 doses.
N furthe doses ne o et
T et

No further doses neaded
e

s coss e youger hon 4 woeks

T B [P

T e Srsia ety

wks fas final o hoaithy chidren) final dose for healthy children) ian u] Ve maaie Sk

Provmacoccal owhe | npttoniitbosnon, | e | SEmmie e
No further doses needed for heathy chidren  previous dose- - 3 doses at any age.

ooty o o G s | adnmchr o0 24 e o o
Hiog 24 morie o o

nactivated Poliovirus’ | 6 i 4 wooks. 4 wesks @ waskst
Weasios, Mumps, Rubolla’ | 12 mos. 4'woaks
Varicella® T2 mos 3 months
Hopatis Ai 2 mos 6 months

'CATCH-UP SCHEDULE FOR PERSONS AGED 7 THROUGH 18 YEARS
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Ao - aota

LA - leftatium

LV feftventricle

PA  puimonary artery
RA —right atium

ight ventricie

1. Ventricular septal defect
2. Valvular and infundioular puimonary stenosis
3. Overiding aorta

4. Right ventricular hypertrophy

5. Atrial septal defect (optional)
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Birth weight triples
Between 12 and 18 months anterior
fontanel closes

Sits leaning forward
Sits unsupported
Pulls up to stand

Cruises (walking
while holding on to
furniture)

Walks while holding
someone’s hand

Pincer grasp devel-
oped at 9-10
months.

Attempts to build a
two-block tower
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Age in
Months

Psychosocial Development

Cognitive Development/
Language

Play/Toys

Tnfant will observe a
parent’s face when
interacting with the
parent

Smiles socially

Secks atiention

Begins to become aware
of strangers

Exhibits stranger fear and
anxiety: has likes and
dislikes; knows parents;
object permanence

i beginning to develop
Reaches arms out to be:
held: biting behaviors

Expresses fear of being
alone

Expresses emotions; clings
to parents; object
permanence is fully
established

+ Cries to express needs

+ Cries are differentiated
1o express a specific need

+ Begins to show memor
c00s, babbles, laughs

Imitates sounds, makes
sounds to images scen in
amirror

+ Responds to simple
verbal commands;
understands what “no”
means

+ Recognizes objects by
name, says five to ten
words; imitates specch

ind animal sounds

« Play and tys for an infant serve
0 provide stimulation for
psychosocial, cognitive, and sen-
sorimotor development. Toys 1 to
3 months: mobile, mirror, music
box, rattle, and stuffed animals
without detachable parts.

+ Toys4106 months: squeeze toys,
busy boxes, play gym

« Toys7t09 months: large blocks,
bath toys, cloth textured toys

large pictures (may be plastic in
‘material) push-pulltoys, large
building blocks






