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PEDIATRIC CARE LEARNING RESOURCE GUIDE
INTRODUCTION

Nursing care of pediatric clients is provided in accordance with policies and procedures established at Naval Medical Center Portsmouth.  Nursing Practice at NMCP has adopted Dungan’s Model of Dynamic Integration and Gordon’s Functional Health Patterns to provide a systematic process for assessment which gives structure to the History Part IV data collection tool.  

TERMINAL OBJECTIVE
This Learning Resource Guide is designed to complement the data collection process and utilizes Gordon’s Functional Patterns as it’s framework.  After completion of this Learning Resource Guide, the individual will demonstrate basic knowledge of care requirements appropriate to the pediatric patient.
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LEARNER OBJECTIVES

Upon completion of this guide, the reader will be able to:

1.  Identify physiological differences between adults and children that are significant to pediatric clinical assessment.

2.  Identify immunizations recommended for the pediatric population.

3.  Identify safety precautions recommended for the pediatric population.

4.  Discuss pain assessment and interventions for the pediatric patient.

5.  Identify problems/concerns associated with inadequate intake for both the infant and older child.

6.  Describe differences in stool character between bottle-fed and breast-fed infants.

7.  Identify opportunities for growth related to pediatric play activities.

8.  Recognize stages of cognitive development and list factors which optimize language development in the pediatric patient.

9.  Recognize common sleep disturbances in preschool and school-age children.

10.  List the greatest threats to self-esteem experienced by school-age children.

11.  Identify behavioral indicators of a positive relationship between the infant and primary caregiver.

12.  Identify possible signs of child abuse and actions needed to report.

13.  State the best approach for explanations about sexuality and reproduction for pediatric patients. 

14.  List the major responses to stress commonly manifested by each pediatric age group:  infant, toddler, preschooler, school-age.

15.  Describe a key component for each of the first three stages of faith development related to the pediatric population.

16.  Identify general approaches useful for interactions with pediatric patients.

POLICY
1.  Competency Requirements


A.  Complete LRG test with a minimum score of 84%.

B.  The staff member will demonstrate Pediatric-specific interventions to the preceptor when caring for pediatric patients during orientation to the unit, if applicable.  Documentation of performance will be made on the Age-Specific Criteria Competency Checklist.  These will be signed by the Division Head and maintained in the staff member’s training file.


C.  When indicated, additional population specific needs will be addressed at the unit level



utilizing an Addendum Skills Competency Checklist which will be maintained in the staff 



member’s training file.

2.  Scope of Practice

A.  When applicable to the individual’s assigned practice, upon completion of the LRG (and any 



applicable unit specific addenda), staff members will demonstrate appropriate knowledge of 



behavioral interventions when interacting with pediatric populations.


B.  Appropriate addenda will be provided by the specific workspace.

1.  Identify physiological differences between adults and children  that are significant to pediatric clinical assessment.

AGE RANGES – The age of patients normally classified as “pediatric” ranges from Birth until up to approximately 20 years.  Several stages have been identified and labeled as:
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Newborn:

Birth - 1 month

Infancy:

1 month - 11 months

Toddler:

12 months - 35 months

Preschool:

3 years - 5 years

School-Age:
6 years - 12 years

Adolescence:
13 years - 17/20 years 

GENERAL CONSIDERATIONS


Judgments are made about the health status of newborns, infants, and children on the basis of observations made during the interview and physical assessment.  The degree to which the child can participate during the interview process will depend on the child’s age, verbal communication skills,  and social skills.  Regardless of age, the child should be directly addressed to convey interest in the child as well as communicate comfort and safety through both verbal and nonverbal behaviors.


In the development of babies and young children, functional abilities are rapidly evolving.  The challenge of assessing the pediatric population is that growth and development in relation to developmental norms may be quite different for children only a few months apart in chronological age.  


Healthy children should be assessed at frequent time intervals that change as the child ages.  For example, during the first year of life, the child is rapidly growing, and is usually assessed five to six times, whereas the school-aged child is assessed yearly.  Developmental and physical changes are evaluated in relationship to previous assessments of the child, in comparison to standards of growth and development, and are conducted to detect deviations from normal ranges as soon as possible.  


In addition to physical findings, the health assessment is also focused on determining the acquisition and mastery of necessary skills such as motor and social skills, including language, speech, and intellectual development.  The ability to interpret observations of children is facilitated by an understanding of normal growth and development processes (Appendices A & B).  During the physical assessment, the child’s fears, ability to follow directions, and physical abilities should be considered.  Flexibility is required to accommodate each child’s specific needs.


When conducting a health assessment of the child, an evaluation of other family members is an important component.  Because most children are accompanied by one or more family members, it is possible to assess many aspects of family functions that affect the child including family relationships, values and beliefs, and health management practices.  Parents or other caretakers may need interventions regarding their concerns for, and their ability to meet the needs of the child.  Needs of caretakers will change as the child grows and develops.
HEALTH PERCEPTION AND HEALTH MANAGEMENT  
Describes the client's perceived pattern of health and well-being and how health is managed.

Key Points:   For babies and young children, the responsibility for health promotion and health maintenance activities lies with parents or other caregivers.  Health promotion activities for infants begins with the mother’s health habits and exposure to harmful substances before and during the prenatal period.


Assessment of health perceptions and health promoting activities require an evaluation of:


 - Common health concern or problems


 - Immunization status


 - Screening for diseases and disease risk factors


 - Safety practices

COMMON HEALTH CONCERNS OR PROBLEMS


Healthy infants may experience few problems except for common colds and ear infection;    diaper rash due to urine and feces irritation;  allergies, particularly to foods;  and colic (paroxysmal abdominal pain or cramping), most common in infants under age 3 months.  First-time parents may have more questions and concerns about their children because of lack of previous experience and not knowing what is normal and what is not.  


As children interact with other children in environments such as day care, school, and play grounds, the exposure to and incidence of communicable diseases increases.  More frequent colds, ear and throat infections (strep throat), skin infections, and parasite infestation may occur.  In addition, young children often develop vision and hearing problems.  

                                       NORMAL PEDIATRIC VITAL SIGNS

HEART RATES (Beats per Minute)
BLOOD PRESSURE 


Resting –awake
Resting - asleep
 General rule for Systolic BP:

Newborn
100 - 180 bpm
80 - 160 bpm
    80 + (2x age) = normal systolic BP

1 wk - 3 mos
100 – 180 bpm
80 – 180 bpm
    

3 mos - 2 yrs
  80 - 150 bpm
70 – 120 bpm
(Ex: Determine Systolic BP of 5 year old) 

2 yrs - 10 yrs
  79 - 110 bpm
60 -  90 bpm
    80 + (2x5) = 90 systolic BP)

10yrs - adult
  55 - 90 bpm
50 - 90  bpm


RESPIRATORY RATES

average breaths/min
TEMPERATURE
URINARY OUTPUT 

Newborn
  35   (20-60)
3 mos-1yr ®
99.4--99.7°F
Formula:    1-2 cc/kg/hr

1-11 mos
  30   
3 yrs-5yrs ®
99.0--98.6°F
Ex:  Minimum amount a 15 kg child should void hourly?

1 cc x 15 kg =  15cc/hr minimum

2 yrs
  25   




4 yrs
  23   
7yrs-9yrs  (o)
98.3--98.1°F


6 yrs
  21   




8yrs
  20
11yrs-13yrs (o)
98.0--97.8°F
** If weight is given in pounds, convert to kilograms (kg) first!

10 -12 yrs
  19




ANTHROPOMETRIC MEASUREMENTS
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Anthropometric measurements of infants include measurement of height, weight, and head and chest circumference.  These measurements assist in assessing nutritional status, and also provide clues to various disease processes.  In older children, height and weight are evaluated, and skinfold thickness may be assessed.  Measurements should be graphed, and should reflect a consistent normal growth curve.  Because of age-related variation in the amount and distribution of subcutaneous fat, anthropometric norms vary across age groups and gender.  Variations may also be noted in different ethnic groups.  Regardless of the actual measurement, height should be proportional to weight.


As all medication doses are based on weight, an accurate weight measurement is required at every visit to a medical facility.  Height (or length if < 2 years old or not walking if developmentally delayed) should also be measured at each visit.  Head circumference should be measured at every visit until over age 36 months.  See Wong & Whaley reference for measuring techniques and expected values.

PHYSIOLOGICAL ASSESSMENT

Airway / Breathing


Infants are obligate nose breathers for the first 4-6 months, so any nasal obstruction/stuffiness may cause an increase in the work of breathing.  The airways of infants/small children are much smaller and are shaped differently than that of an adult.  The younger pediatric patient airway is shaped like a funnel, with a narrow opening that can become obstructed more quickly than the larger and straighter adult airway.  The diameter of the pediatric trachea is approximately the size of the little finger.  An uncuffed endotracheal (ET) tube is normally used in children less than 5 years old.


Pediatric patients in respiratory distress may present with an increased respiratory rate, nasal flaring, and retractions of the chest wall.  A measurement of oxygen saturation should be taken with a pulse oximeter.  A normal reading is greater than ( > ) 95% in most children.  

When taking vital signs, count the respiratory rate (over at least 30 seconds) before attempting to take the temperature, as the patient may become upset.  Approximately 90% of cardiac arrests in children are due to respiratory arrests, so early recognition of distress and treatment is important.

Circulation


Heart rates in children are higher than in adults.  Cardiac output is increased by increasing the heart rate, instead of the stroke volume.  For accuracy, an apical heart rate should be auscultated for all children less than 3 years old.  An apical heart rate is often easier to obtain than other sites for children until 6 years old.  To prevent upsetting the child, count the heart rate before measuring the temperature. 


Bradycardia in a pediatric patient is often caused by hypoxemia and should be treated with oxygen.  Bradycardia can be a sign of serious decompensation.  Cyanosis is a late sign of decreased oxygenation.


Tachycardia is the earliest sign of shock in a pediatric patient.  Hypotension will be a very late sign.  The patient’s skin should be assessed for peripheral circulation, looking for mottling color and assessing the strength of peripheral pulses.  Mucous membranes may also appear mottled with decreased perfusion.  These can all be signs of shock in the pediatric patient.    Note:   Extremities may also appear mottled if patients are cold.  


Both dehydration and fluid overload can occur more rapidly in pediatric patients, as a larger proportion of the total body water is extracellular and the kidneys are immature.  Drug toxicity can also occur more rapidly, as the immature kidneys and liver cannot metabolize and excrete substances as easily.  Urine output should be 1-2 cc/kg/hour.

Neurological


The temperature control mechanism in infants is immature.  Hypothermia can lead to increased oxygen requirements and use of energy.  Keep infants and children warm, covering them when possible during procedures.  A rectal temperature of less than 97°F is considered hypothermic, and warming measures should be instituted.  Wrap the infant in blankets, covering the head, and have a parent/staff member cuddle.  Recheck the temperature in 30 minutes.  If still less than 97°F, notify physician.  Other parameters may be provided and should be followed, as ordered.


For an infant less than 6 months old, a temperature of greater than 100.4°F (rectal) is normally considered a fever.  If the child is greater than 6 months old, a temperature of greater than 101.4°F is normally considered a fever.  Different guidelines may be set by individual providers.

Although pediatric patients may not respond by answering questions, assessment of the level of consciousness (LOC) is an important part of the pediatric assessment.  The following questions can be used as part of your assessment.

-- Does the child appear to recognize his/her parent/caregiver and respond to them?

-- Is there purposeful movement or response to painful interventions?  

    Apathy or lethargy to painful procedures is a disturbing sign.

-- Based on developmental level of ability and understanding, will the child accurately follow 

    commands?

-- Can the child be easily comforted, or does he/she remain very irritable?

-- Can you easily wake the child when sleeping?


The anterior fontanel (“soft spot”) is open on the top of the head until about 18 months of age.  It should be flat and soft.  A fontanel that is sunken may indicate dehydration.  A bulging fontanel may indicate increased intracranial pressure.    Note:   The fontanel may also bulge if the infant is straining and/or crying.


Pupil response is assessed during the neuro exam.

SCREENING FOR DISEASE OR DISEASE RISK FACTORS


Children with positive family histories for genetic related diseases such as cardiovascular disease, diabetes mellitus or sickle cell should receive appropriate screening and education regarding the effects of lifestyle.   
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2.  Identify immunizations recommended for the pediatric population.

IMMUNIZATION


Childhood immunizations should be initiated shortly after birth for protection against communicable diseases such as hepatitis, diphtheria, pertussis (whooping cough), tetanus, poliomyelitis, measles, mumps, rubella, and chicken pox.  Parents should keep written immunization histories or charts to remind them of the schedule and for proof of immunization status for entry into school and college.  Immunization status should be assessed at every visit to a medical facility.  (See Appendix C for the recommended childhood immunization schedule.)

3.  Identify safety precautions recommended for the pediatric 

population.

SAFETY PRACTICES


Accidents are the leading cause of morbidity and mortality of babies and children.  Home and environmental safety should be evaluated and measures taken to prevent falls, burns, and ingestion of poisons.  Poisoning is most common with 2 - 3 year olds and often involves toxic substances such as medications, plants, household cleaning agents, and insecticides.  


When addressing safety behaviors, assess whether the preschool-aged child knows how to avoid traffic.  Check whether the child can recite his or her name, address, and telephone number.  Ask how the child perceives police and firefighters  -- Are they feared or seen as helpful adult figures?  You may directly interview older children about safety measures.  Ask the child questions such as, “What would you do if a fire started in the kitchen?”  “What would you do if a stranger wanted you to go with him/her?”


Automobile safety is a concern for all age groups.  If the car is equipped with an airbag, seating should be in the rear seat until the child reaches adolescence.  Ask if the child is restrained in an automobile and if the restraining device is appropriate for the child’s age and size.  Infants and toddlers should be restrained in infant seats with a five-point harness.  The infant seat should face the back of the rear seat until the infant weighs at least 20 pounds.  For children more than 4 years of age or weighing more than 40 pounds, a booster seat and regular shoulder/lap belt may be used.  The shoulder harness should not be used unless the child is large enough to fit because the strap may cause neck injuries. 


For children who participate in sports activities, appropriate measures should be taken to prevent sports related injuries, such as helmets and knee/elbow pads.


Hospital/clinic safety practices include never leaving a patient unattended unless side rails are securely in the “up” position.  Do not assume a young infant cannot turn over or pull themselves upwards.  Equipment and all sharps should be kept out of reach.  Toys should be washable, appropriate for the child’s age, and have no small parts that can come loose.  Only mylar balloons should be allowed for young children, as regular latex balloons can pop into small pieces.  


When transporting a pediatric patient, the child should be moved in a bed, crib, or wheelchair (if old enough).  A parent or staff member can also hold the child while the adult is sitting in a wheelchair.

4.  Discuss pain assessment and interventions for the pediatric patient.

PAIN MANAGEMENT


Pain assessment in children is extremely important!  A golden rule to follow is that “Whatever is painful to an adult is painful to an infant or child, until proven otherwise.”  Painful procedures may be even more frightening to a child when restraint is necessary to maintain safety.


Pain is perceived differently based on the developmental age of the child.  And assessment of pain with infants and children is different based on the ability to communicate.  Involve the parent(s)/caregivers in both assessment and intervention, as they know the child best. 

Young Infants



Cognitively demonstrate no association between the approaching stimulus and subsequent pain.

Assessment is based on body postures, vocalizations, and facial expressions.


-- General body rigidity or thrashing;  immobility of body part 

-- Withdrawal of painful area to touch and/or stimulation, possibly local reflex

-- Loud crying

-- Facial expression of pain, such as eyebrows lowered and drawn together, eyes closed tightly, 

    mouth open and squarish

-- Decreased intake

-- Increased heart rate, blood pressure, respiratory rate

-- The CRIES Neonatal Pain Assessment tool evaluates five (5) criteria on a point scale

    (see Appendix D).  It is intended for use in infants from birth—3 months old for assessment   

    and evaluation of intervention effectiveness.

The criteria are:

C = crying

R = requires oxygen to maintain saturation > 95%

I = increased vital signs

E = expression







            S = sleepless

-- The FLACC Assessment tool may be used for children from birth—11 years old.  Five          

    criteria are assessed on a point scale (see Appendix E).



The behaviors assessed are:
F = face







L = legs







A = activity







C = cry







C = consolability

Interventions include:  

-- Administration of analgesics before painful procedures and/or before pain increases, including 

    preventive around-the-clock medications

-- Employ nonpharmacologic strategies (in addition to analgesic medications), such as swaddling 

    blankets, cuddling/holding, rocking, pacifiers for sucking comfort, soft vocalizations for 

    calming.  Encourage parents to assist.

Older Infants
 

Assessment is again based on body postures, vocalizations, and facial expressions.

-- Localized body response with deliberate withdrawal of stimulated area

-- Loud crying

-- Facial expression of pain and/or anger   

    Signs may be the same as for young infants, except the eyes may be open

-- Physical resistance, especially pushing the stimulus away after it is applied

-- General body rigidity or thrashing;  immobility of body part

-- Decreased intake

-- Increased heart rate, blood pressure, respiratory rate

-- The CHEOPS Pediatric Pain Assessment tool (Children’s Hospital of Eastern Ontario Pain Scale) 

evaluates six (6) criteria on a point scale (see Appendix F).  It is intended for use with pediatric patients from age 4 months—11 years old for assessment and evaluation of intervention effectiveness.  The criteria are:  


Cry

1 – no crying

2 – moaning

3 – crying

4 – screaming
Facial Expression

0 – smiling

1 – no expression

2 – grimacing
Verbal Expression

0 – positive comments

1 – no comments

2 – pain complaints
Torso

1 – no movement

2 – squirming,         tense, restrained
Physical expression

1 – not touching or 

       grabbing things

2 – reaching or touching

       things; 

      or needing restraint
Legs

1 – relaxed

2 – squirming, 

       kicking or       needing restraint


-- The FLACC Assessment tool may also be used for children from birth—11 years old as 

    above (see Appendix E).

Interventions are similar to those for young infants.  Parental comfort becomes more important, as separation anxiety increases in the older infant.

Young Children
Between ages two (2) to seven (7) years (preoperational thought), pain is primarily related to as a physical, concrete experience.  The young child thinks in terms of magical disappearance of pain.  May view pain as a punishment for wrongdoing.  Tends to hold someone accountable for the pain and may strike out against that person, verbally and/or physically.
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Assessment includes more verbal communication.  Behaviors may be seen in anticipation of actual painful procedure.


-- Immobility of body part






-- Loud crying and screaming

-- Thrashing of arms and legs

-- Verbal expressions of “Ow”,  “Ouch”,  “It hurts”



-- Attempts to push stimulus away before it is applied 



-- Uncooperative;  needs physical restraint for safety


-- Requests termination of procedure


-- Clings to parent, nurse, or other significant person

-- Requests emotional support, such as hugs and other physical comfort  

    (“kiss it and make it better”)


-- May become restless and irritable with continuing and/or unresolved pain

-- Decreased intake

-- Increased heart rate, blood pressure, respiratory rate

-- CHEOPS Pediatric Pain Assessment tool (Children’s Hospital of Eastern Ontario Pain Scale) 

    (see Appendix F) as above.

-- The FLACC Assessment tool may also be used for children from birth—11 years old as 

    above (see Appendix E).

Interventions begin to include preparation of the child for painful procedures with simple explanations.  

-- No procedures in patient’s room, if possible.  Patient’s bed should be a “safe place”.

-- Avoid planting the idea of pain.  Words such as “a pinching or stinging feeling” instead of “it 

    will hurt” may be helpful.  See Appendix G for suggested vocabulary for medical experiences.

-- Analgesia continues to be very important.  It is important to explain to the child that the 

    medication will help the pain.  

-- Physical comforting, hugs, “kiss it and make it better”, patting, rocking, story-telling.     

    Parental interaction and comfort is helpful.

-- Distraction such as counting, “blowing the hurt away”, yelling “ouch” together, singing.

-- Provide opportunities for involvement and control when possible.  Allow choices 

    only where there is a choice, such as which leg for the injection.  The child may wish 

                to help clean the injection site, or hold the bandaid.  Bandaids are believed to do 

                magic in the preschool/young school-age child.

School-age Children      Between the ages of seven (7) and ten (10) years (concrete operational thought), children relate to pain more physically, such as “stomachache” or “headache”.  They begin to perceive psychological pain, such as someone dying.  School-age children fear bodily harm, severe injury, and death.  May continue to view pain as a punishment for wrongdoing.

Assessment is much like that for the young child.  Pain is more evident during a painful procedure, and is less anticipatory.  More verbal assessment and questioning can be used.


-- May attempt to stall, asking to “wait a minute”, or “I’m not ready”


-- Decreased intake

-- Increased heart rate, blood pressure, respiratory rate

-- Muscular rigidity/body stiffness, immobilization of painful part, clenched fists, gritted teeth, 

    closed eyes, wrinkled forehead

-- Note the school-age child may deny pain if they fear an injection.  Explain that the quick “little     hurt” from the needle will take away the “bigger hurt” faster and for a longer period.

-- Assessment and evaluation of intervention effectiveness should include the CHEOPS scale    

    (see Appendix F) for children up to age 11 years, and the Numeric Rating Scale (0-10) for         children 12 years old and up.  

-- If patients have difficulty using the Numeric Rating Scale due to cognitive or other 

    impairments, the Wong-Baker Faces Scale can be used.  The FLACC Assessment may also 

    be used for children up to age 11 years (see Appendix E).
Interventions:


-- Preparation is important.  The child can understand more in-depth explanations and 

    instructions.


-- No procedures in patient’s room, if possible.  Patient’s bed should be a “safe place”.


-- Routine administration of analgesia in conjunction with nonpharmacologic interventions.    

                Patient-controlled analgesia may begin to be used in the school-age child.

-- Allowing choices and control where appropriate.  Examples include helping to hold 

    equipment and choosing which medication to take first.

-- Guided imagery / storytelling and other distraction activities.

Other interventions and examples of assessment scales may be found in the Wong & Whaley Clinical Manual of Pediatric Nursing, ed. 4 (1996).

5.  Identify problems/concerns associated with inadequate intake for  both the infant and older child.

NUTRITION AND METABOLISM  -  Describes the client's pattern of food and fluid consumption relative to metabolic need and pattern indicators of local nutrient supply.

Key Points:  Evaluation of nutritional status in the infant or child can be accomplished by:

- Interview parents or older child to obtain diet history and insight into development of 

 

  eating functions and any nutrition problems


- Use anthropometric evaluation, including height, weight, and head and chest circumference 
               in infants.  Weight for stature comparisons for infants and children is also recommended


- Perform physical assessment to detect problems interfering with nutritional process (i.e. 

               caloric needs, eating behaviors) and to detect signs of malnutrition

DEVELOPMENT OF EATING FUNCTIONS


At birth, babies can only suck and swallow liquids that are introduced into the back of the throat, as occurs with nipple or breast feeding.  By age 2 months, the infant is usually able to swallow semisolid foods because the tongue can be brought against the palate.  Between age 4 and 6 months, the gag reflex decreases, which facilitates swallowing solid foods.  Teeth eruption usually occurs before the infant can ingest solid foods.  The first teeth to erupt, between 5 and 6 months, are the lower central incisors.  By 

1 year, the infant usually has 6 to 8 teeth.  Problems related to the development of eating functions include weak sucking, bottle/breast weaning, appetite control, and food intolerance or food allergies.

EATING BEHAVIORS


According to Erickson’s Developmental Theory, the conflict facing children from ages 1 to 3 years involves autonomy versus shame and doubt.  The young child usually resolves this conflict by asserting independence from parental control.  Eating behaviors exemplify this need for autonomy beginning with weaning, when the child no longer takes breast or bottle feedings and begins to use a cup and eat at the table.  These changes usually occur by the end of the first year.  However, breast feeding beyond one year is desirable and should be encouraged.  Early self-feeding is frequently associated with messiness.   


By the end of the second year, the rate of physical growth decreases, and children can tolerate longer periods between meals.  Continued eruption of deciduous teeth continues until approximately 30 months old.  The young child may also demonstrate autonomy by refusing certain foods or insisting on self-feeding.


Older children may find mealtime distracting because they are preoccupied with other activities.  As children become older, their eating habits and food preferences are increasingly influenced by advertising and social/peers pressure.  Children on special diets, such as diabetic diets, may have difficulty adhering to the diet, preferring to eat foods their friends eat, especially at special events such as birthday parties.  All deciduous teeth are lost during school-age, and replaced by permanent teeth from this period through adolescence.

CALORIC NEEDS

 
Caloric needs and nutrient requirements change throughout the life span and should be evaluated and adjusted in relation to the child’s rate of physical growth, stage of sexual maturity, and usual levels of physical activities.  Life-style habits are formed during the school-age period, and obesity with sedentary life-style in this age group is not uncommon.

6.  Describe differences in stool character between bottle-fed and        breast-fed infants.

ELIMINATION  -  Describes patterns of excretory function  (bowel and bladder).

Key Points:  Patterns of bowel and bladder elimination should be evaluated in relation to age-related norms and expectations.  

You should determine:


- The child’s pattern of bowel and bladder elimination


- Characteristics of feces and urine


- Development of control of bowel and bladder elimination and related behaviors


- Problems with bowel and bladder elimination

ELIMINATION PATTERNS


The frequency of urine output depends on the total fluid intake and hydration status.  Urinary output is normally 1-2cc/kg/hour.


The character of feces is evaluated in infants to determine if the gastrointestinal tract is functioning normally and if bowel elimination problems such as diarrhea or constipation are present.  During the first week of life, the baby has transitional stools, which may be loose, green or yellow in color, and infiltrated with mucus.  


Differences in the infant’s stool may be attributed to diet.  Babies receiving formula will usually have feces that are more yellow and harder than the feces of breast-fed babies .  Formula-fed infants average one to two bowel movements a day, whereas breast-fed babies may have as many as four or more per day.  As other foods are added, the infant’s feces becomes more adult-like.  

TOILET TRAINING


Children usually indicate a readiness for bowel and bladder training between ages 2 and 3 years. Bowel training usually occurs before bladder training, and daytime bladder control is usually achieved before nighttime dryness.  Periodic loss of daytime bowel and bladder control is considered normal in young children and may occur during stressful periods or intense play.  Complete control of elimination is usually achieve by age 4 to 5 years, although bedwetting may occur through preschool and school-age years.  Once bowel and bladder control are developed, children generally have few problems related to elimination.  Young girls may develop occasional urinary tract infections because of poor hygienic practices following bowel elimination.


School-age children are usually completely independent concerning elimination.  It is important that each child understands what is their own “normal” elimination pattern and talk with their caretakers when abnormal patterns occur.

7.  Identify opportunities for growth related to pediatric play                 activities.

ACTIVITY AND EXERCISE  -  Describes patterns of exercise, activity, leisure, and recreation.
Key Points:  The developmental aspects of activity and exercise functions to consider when evaluating children include:


- Nature of play, exercise, and leisure activities


- Motor development and maturation of self-care abilities in relation to eating, dressing, and    
               attending to personal hygiene


- Actual or potential problems that may be associated with activity

MOTOR DEVELOPMENT


Motor functions develop rapidly and continue to mature through adolescence.  Motor functions are easily evaluated during the physical assessment of the child and by administering screening tools such as the Denver Development Screening Test II (DDST2) which also aids in determining the development of cognitive, social and speech abilities.  


With the development of motor abilities, increasing independence occurs in performing self-care activities such as feeding, dressing, and attending to personal hygiene.  For the toddler and preschooler, upright locomotion, self-expression, autonomy, and gaining independence in self-care are important activities.  School-age children are usually completely independent in performing self-care activities.  To evaluate physical function, observing the child while at play can provide cues to abnormal development.

PLAY


Play is the major activity of early childhood, providing opportunities for social interaction, learning, and developing gross and fine motor function.  Playing house, for example, encourages role playing with socialization, and computer games increase hand-eye coordination.  Young children like to explore and discover their world.  Toy safety and age-appropriate toys and leisure activities should be discussed with parents.  Inappropriate toys can be harmful or fatal, especially for the infant and toddler.


By the end of the second year, children begin to exhibit parallel play, which involves playing near other children but not always interacting with them.  Preschoolers (ages 3 to 5 years) move to cooperative play patterns and begin to participate in group activities that require mutual cooperation with other children.

8.  Recognize stages of cognitive development and list factors which  optimize language development in the pediatric patient.

COGNITION AND PERCEPTION  -  Describes sensory-perceptual and cognitive patterns.

 Key Points:  Evaluation of cognitive and perceptual functions can be accomplished by:


- Administration of appropriate screening tools such as the DDST2


- Interaction with the child


- Interview of parents about any cognitive and perceptual problems


- Physical assessment of sensory and hearing systems, and special senses

COGNITIVE FUNCTIONS


The use of  Piaget’s Theory of Cognitive Development assists in understanding how children of different ages think and learn.  This theory is useful when providing patient/parent teaching and guidance.


Infants are in the sensorimotor stage of cognitive development.  Learning occurs by repeated exposure to stimuli that are perceived through the senses of sight, hearing, smell, taste, and touch.  As the infant grows, other factors influence the learning process, especially the child’s innate intellectual capacity, exposure to language, social integration, and physical health.  The development of the infant’s cognitive functions is evaluated by determining the age when certain learned responses first occur.  

For example:

By age..
The infant should...

3 months
- recognize and respond to the primary care giver

4 months
- bottle-fed infant can associate the appearance of a bottle with feeding

6  months
- recognize people as familiar or strange, begins to imitate behaviors 

  demonstrated by others (wave bye-bye)

7 months
- learns object permanence, and will demonstrate this understanding 

  by looking briefly for a hidden object

9 months
- The search for a hidden object will continue longer, and makes     

  “Peek-a-boo” a fun game.


Children aged 2 to 7 years are viewed as being in the preoperational stage of cognitive development.  The child is inquisitive and learns by imitating others.  Thought processes are concrete, and the child’s attention span is short.  Children in this age group should be screened for problems with vision and hearing that may interfere with cognitive development.  Physical problems, mental deficits, and shorter-than-usual attention spans may also influence the rate of cognitive development.

Older children enter the stages of concrete and formal operations, respectively.  With the development of concrete operations, the child becomes less self-centered (egocentric) and begins to develop the ability to see another person’s viewpoint.  Alternative means to achieve the same outcome are considered.  In the higher stage of formal operations, the ability to think abstractly, consider hypothetical situations, and view situations in relation to past, present, and future are developed. 


Cognitive development usually proceeds without major problems as long as appropriate adaptations have been made to any sensory deficits, the child is motivated to learn, and the child is exposed to stimulating, learning environments.  Consideration should be given to school performance as well as the effects that watching television, and preoccupation with computer/video games may have on learning.

LANGUAGE DEVELOPMENT


The development of language skills is influenced by factors other than innate cognitive abilities.  It is especially important to determine the possible influence of other factors when speech development appears delayed, and various tools are available to assess speech abilities. 

Factors that optimize language development include:


- consistent and satisfying relationship with a parent or other caregivers


- a sense of security


- verbal stimulation


- positive response to attempts to verbalize


The ability to comprehend and speak the dominant language develops with cognitive abilities.  Language comprehension precedes the ability to speak or write the language.  It is helpful to evaluate the age that the child acquired various verbal skills.  Speech delays may be secondary to hearing problems and lack of verbal communication within the family.

By age..
The infant/child should...

2-3 months
- coo, smile responsively

4 months
- babble, smile, laugh

7  months
- verbalize “ma” or “da” sounds

12 months
- verbalize rather than cry some of their needs in jargon form;  use 

  mama, dada, and 1-2 other words

15-24 months
- understandable speech begins, progressing to two-to-three-word   

  phrases and plurals

2 years
- receptive vocabulary of 900 - 1200 words, and expressive 

  vocabulary of approximately 250 words

6 years
- knows some 2,000 words; able to count, distinguish and name 

  colors, and define simple concepts

School-age
- Verbal communication skills and ability to write continue to develop

9.  Recognize common sleep disturbances in preschool and school-age  children.

SLEEP AND REST  -  Describes patterns of sleep, rest, and relaxation.

Key Points:  Evaluation of sleep and rest in babies and children should focus on:


- Amount of time the child sleeps each day; including naps and nighttime sleep


- Child’s or parent’s perceptions of sleep pattern disturbances

 
- Identification of factors that contribute to sleep and rest problems

SLEEP PATTERNS


Sleep patterns vary greatly during growth and development.  Newborns generally spend more time asleep than awake, requiring as much as 18 hours of sleep per day.  Such long sleep periods are believed to support the infant’s rapid growth rate.  Infants gradually develop individual nocturnal sleep patterns.  Some infants may sleep through the night as early as 6 weeks of age, and most sleep all night by age 3 to 6 months.  Premature infants may develop nocturnal sleep patterns more slowly than 

full-term infants.  Morning and afternoon naps are common through the first year.  The infant may sleep 12 to 14 hours during the night and 1 to 4 hours during the day.


Toddlers and preschool-aged children generally sleep 12 to 14 hours a day, including one or two daytime naps.  By age 5, children may need only one daytime nap or rest period.  Nighttime awakenings are normal.  Presleep routines such as bath, snack, or bedtime story may help ease the transition from activities to sleep and rest.  Sleep pattern disturbances related to nightmares, bedtime fears, sleep walking, and bedwetting may develop in preschool-age children and may persist through early 

school-age years.  


School-age children may require only 9 hours of sleep per day, although great variability exists.  School-age children commonly resist bedtime at a specific hour because they want to continue favorite activities such as watching television and playing games.

SLEEP REQUIREMENTS

Full-Term Infants
- 14-18 hr/day (newborns)

- 12-18 hr/day (infants)

- Average sleep periods are 3-4 hrs

- Night time awakenings common

1-Year-Olds
- 12 hr/night with AM and PM nap

- Sleep cycles 45-60 min long

2-to 5-Year-Olds
- 10-12 hr/night

- Progressive decrease in nap time

- Boys require more total sleep time than girls

- Sleep cycles 45-60 min long

8-to 12-Year-Olds
- 8-10 hr/night

- 90-minute adult sleep cycle noted

10.  List the greatest threats to self-esteem experienced by 

school-age children.

SELF-PERCEPTION / SELF-CONCEPT  -  Describes the client's self-concept pattern and perceptions of self  (e.g., self-conception/worth, body image, feeling state).

Key Points:  The development of a child’s self-concept is influenced by cognitive and intellectual abilities, the actions and reactions of their parents and peers, moral development, and emotions.

Self-concept can be evaluated by:


- Observing the child’s overall appearance and body language


- Interpreting self-disclosing statements about self and self-esteem


- Observing quality of social interaction


- Identifying potential threats to self-esteem and the child’s response patterns


According to Erikson’s Theory of Human Development, a positive self-concept in the child is achieved through successful resolution of developmental crisis experienced as the child passes through sequential stages of human development (Appendix A).  Evaluation of self-concept is difficult when the child is too young to verbalize feelings about self.  Young infants do not differentiate self from others.  Infants establish the basis of a positive self-concept by learning to trust others through the communication of love and acceptance by care givers.  Infants who demonstrate weight loss, excessive colic, and difficulty sleeping may be apprehensive and have difficulty establishing trusting bonds with others.


Toddlers know themselves as separate beings, although the boundaries of self may be vague.  Toddlers who are frustrated in their attempts to establish autonomy may have feelings of self-doubt and anger toward themselves and others.  Between 18 and 36 months, children conceptualize themselves as being either “good” or “bad”.  


The self-concept of the preschool-age child may be threatened by feelings of guilt that occur when the child senses doing something wrong.  The preschooler may also start comparing his or her own accomplishments with those of older siblings or feel threatened by new siblings.  

Guilt feelings may be indicated by the child’s behaviors, including: 


- lack of coordination

- verbalization of fears
- eating and elimination problems


- fear of strangers 

- stammering speech

- disinterest in playing with others


The greatest threats to self-esteem of school-age children include a sense of inferiority, inadequacy, difficulty learning or performing tasks, or an inability to concentrate.  If the child is not doing well in school, he or she may perceive self as stupid.  When evaluating self-concept in school-age children, it may be helpful to ask children to draw a picture of themselves.  You and the child can then discuss the child’s interpretation of the drawing. 

11.  Identify behavioral indicators of a positive relationship between   the infant and THE primary caregiver.

ROLES AND RELATIONSHIPS 

Describes the client's pattern of role engagements and relationships.

Key Points:  During the health assessment of infants and children, determine the following:


- Nature of the child’s important relationships and who fulfills the child’s needs for   

               nurturing, protecting, and helping
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- Dynamics among family members


- Roles enacted by the child

IMPORTANT RELATIONSHIPS


The infant’s most important relationships are usually with the parents or primary caregiver.  A major developmental task for a new family involves attachment.  Bonding, the most significant relationship between mother and infant, refers to the attachment that is usually initiated following the infant’s birth.  Engrossment refers to the father’s initial parental response to the baby.  Instruments are available to assess the quality of mother-infant bonding.  Behavioral indicators of a positive relationship between the infant and primary caregiver include the following:

By age..
The infant should...

2 months
- response  to caregiver’s voice by making sounds

3 months
- visual recognition of caregivers

4  months
- preference for being with others during waking hours and initiation 

  of social interaction by smiling

6 months
- separation anxiety or fear of being with strangers begins

7-10 months
- fear of being separated from primary caregiver

The most important relationship for the toddler usually continues to be with parents.  During this developmental phase, separation anxiety resurfaces and is most stressful, especially between 18 and 24 months.  A major developmental task for the toddler is learning that parental separation does not mean abandonment and can be tolerated for short periods.  By age 3, most toddlers can tolerate short separations, but may still cry when first left in the care of another.  Toddlers begin to establish play relationships with other children, although some parallel play continues.


Preschool children begin to participate more fully as family members, but may prefer to spend play time with same age children.  Cooperative play is the primary interaction with other children.  Preschool children frequently play games, such as house that imitate future roles.  By ages 4 or 5, children usually identify strongly with the parent of the same gender and focus of love may be with parent of the opposite gender.  Other significant adults include relatives, parental friends, and adult caregivers or babysitters.

School-age children begin to demonstrate decreased dependency on family and increased interaction with peers, especially neighborhood children, and other adults such as teachers.  Even so, family relationships are important and continue to influence emotional and social development.  Interactions and frustrations with peers and adults outside the home help the child in this growth phase to learn more complex social responses.

The pre-adolescent usually spends more time in the community.  At this age, children begin to develop pride in family, school, and community.  Older children may earn a small income from services such as yard care or newspaper delivery.  They learn to appreciate that parents are individuals with different ideas as well as specific attributes.  Gender or sex roles usually develop or are identifiable by school age.  The best friend becomes very important, and friends are usually of the same gender.

12.  Identify possible signs of child abuse and actions needed to report.

Dysfunctional family relationships may occur at any stage of the life-cycle, and the child in a dysfunctional family may be at significant risk for abuse.  Unexplained delay in seeking treatment, conflicting accounts of the incident and injury patterns, unusual interactions between the pediatric patient and the family, or unusual injury locations may be cues to abuse and should be investigated.  Any suspicions must be reported to Family Advocacy and the child’s healthcare provider.

13.  State the best approach for explanations about sexuality and            reproduction for pediatric patients.

SEXUALITY AND REPRODUCTION   

Describes the client's pattern of role engagements and relationships.
Key Points:   Sexuality and reproduction are evaluated in children primarily to determine:


- Parental and child teaching needs in relation to sexual development and sexual myths


- Development and maturation of secondary sex characteristics

            - Sexuality / self-esteem

SEXUAL DEVELOPMENT


The development of a person’s sexuality begins during infancy and continues throughout the life span.  Infants derive bodily pleasure from sucking and being touched.  The manner in which the infant is fed, washed, stroked, kissed, and hugged provides messages related to sexuality.  Infants explore their own bodies, including genitalia.  


Toddlers explore their own bodies and begin to differentiate between males and females at about age 2.  They develop an interest in viewing the genitals of adults and other children of either gender.  Normally, gender identity is firmly established by age 3 as the child explores bodily function, especially elimination.  Between the ages of 3 and 4, children may begin to masturbate.  This may represent one way the young child deals with stress.


Preschool children develop a curiosity about reproduction and the differences between men and women, boys and men, and girls and women.  Children continue to ask questions through early 

school-age years about such topics as where babies come from, breast-feeding, and why women have breasts and men have penises.  During this developmental phase, children require simple and factual explanations.  


School-age is usually a quiet time for sexual development.  Children generally have same-sex friends.  They continue to learn more about the anatomy of their bodies and experiment with different sexual roles.  Anticipatory guidance for school-age children may focus on preparing the child for the physical changes associated with puberty.  You may ask parents questions about how they plan to prepare their children for changes such as menstruation.  


Generally, girls begin puberty between ages 10 and 12, and boys between ages 12 and 14.  For girls, signs of puberty include changes related to breast development;  pubic and axillary hair growth;  menstruation;  and height increases.  For boys, puberty changes include genital development;  ejaculation from masturbation or nocturnal emissions;  pubic, axillary, chest, and facial hair growth;  voice changes;  and height increases.

14.  List the major responses to stress commonly manifested by each      pediatric age group:  infant, toddler, PReschooler, school-age.
COPING AND STRESS TOLERANCE  -  Describes the client's general coping pattern and the effectiveness of the pattern in terms of stress tolerance.

Key Points:  During assessment of children in relation to stress and coping, focus on:


- Common stressors associated with childhood stages of growth and development


- The child’s perception of stressors


- Behavioral manifestations of coping or responding to stress


- Support systems during times of stress or crisis

STRESS RESPONSE


The infant’s response to stress is commonly manifested by crying.  By age 2, children can respond to simple stresses by expressing impatience and imitating some adult displays of emotions.  When overwhelmed, the response to stress can be excessive and manifested in a “temper tantrum.”  


Preschool children begin to use adaptive mechanisms such as denial, relation formation, regression, projection, suppression, and sublimation, which help the child develop stress tolerance as well as a sense of independence.  Because physical activity is a method of handling stress, children with high levels of stress may be hyperactive.


Young children usually learn to imitate the feelings, emotions, and responses to stress from family members.  This process, called identification, helps children learn how persons of like gender experience and cope with stress.  Imagination, as well as play and participation in sports activities, may be used to alleviate stress.


School-age children can identify stressors, and they begin to reason with others regarding how to cope, using past experiences and advice from others.  They may also engage in ritualistic behavior to reduce anxiety.  Fantasy can compensate for feelings of inadequacy or inferiority.  Projection, rationalization, regression, sublimation, and malingering may help protect the ego when children are unable to perform at the expected level.  Using such defense mechanisms in moderation can help children handle anxiety and grow emotionally.  Section 16 provides suggestions for decreasing stress during interactions with pediatric patients.

15.  Describe a key component for each of the first three stages of faith development related to the pediatric population.

VALUES AND BELIEFS  -  Describes patterns of values, beliefs (including spiritual), and goals that guide the client's choices or decisions.

Key Points:  Evaluation of values and beliefs can be accomplished by:


- Identifying signs of interpersonal conflict and confusion


- Identifying  level of faith and moral development


- Identifying anticipatory learning needs of parents



An individual’s values and beliefs are influenced and shaped by his/her culture and affect one’s attitudes, moral outlook, behaviors, and life goals.  Culture is socially inherited and represents a complex system of values, beliefs, customs, communication patterns, rituals, taboos (laws), and norms shared by a group of people.  A component of values and beliefs is spirituality, a dynamic process of gaining awareness of the meaning, purpose, and values in life. 



Theories that suggest developmental norms in relation to values and belief systems include Fowler’s Theory of Stages of Faith Development and Kohlberg’s Theory of the Development of Moral Reasoning and Judgment.

STAGES OF FAITH



Fowler identified seven developmental stages of faith.  Stage 0 relates to infancy, where “good” and “bad” are defined in terms of physical consequences to the self.  The infant does not have values or beliefs, but does understand bodily comfort and the relief of tension.  Stage 1 occurs in early childhood.  Here the child develops an awareness of parental values, beliefs, and any associated religious practices, conforming to such patterns to gain acceptance and love.  Preschoolers may misinterpret parental value and belief patterns because of limited experience of concrete thinking patterns.



School-age children enter Stage 2, where the development of logical thinking assists with understanding world order and the meaning of life.  Values and beliefs can be influenced by storytelling. Symbolic meanings are still difficult to interpret for this age group.  The perspectives of others, especially family and religious figures, are usually accepted.  Adolescents enter Stage 3.  In this phase, the person attempts to reduce internal conflict by relying on conventional belief systems, and may never advance further in faith development.

MORAL DEVELOPMENT

The conscience begins forming about age 4 years and is analytical as well as judgmental in relation to moral development.  Kohlberg identified three stages of moral development dependent upon the level of cognitive ability.  The first stage is characterized by punishment and obedience orientation.  This is characteristic of young children who engage in right or wrong behavior depending on the consequences of the behavior.  Children at this stage generally view rules as unchanging and imposed by adults.  Children begin to value fairness, agreement, and equal exchange, although self-interests are still the most important.  

The second stage is characterized by conformity to the expectations and behaviors of others.  The child’s conduct is influenced more by social expectations than by the threat of punishment.  School-age children display these types of behaviors.  As the child enters adolescence, a law-and-order orientation to right and wrong may develop.  Rules may be accepted without question, because the person believes that the particular rule is best for all concerned.

16.  Identify general approaches useful for interactions with pediatric patients.
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PEDIATRIC SPECIFIC BEHAVIORAL INTERVENTIONS / INTERACTIONS
NEONATE / INFANT

* Involve parent(s) in procedures, education and planning of care

* Provide protective environment

* Cuddle and hug

* Use distractions: pacifier, bottle, familiar object, talking, singing 

* Ensure infant warmth due to immature heat regulation

* Keep parents in infant’s line of vision - within safety specifications

* Limit number of strangers

* Provide for safe environment, i.e., remove equipment, keep rails up

* No procedures in patient’s room, if possible.  Patient’s bed should be a “safe place”.

* If restraint required, assure adequate staff or use appropriate restraint per policy

* Parents should be used as a comfort during / after procedures, and not to restrain (unless the parent 

   specifically wants to assist in that manner).

* Use equipment specific for size and age of child

* Provide nutritional assessment specific to age/weight requirements 

* Conduct more intrusive assessment components last

TODDLER

* Always explain what you will do before you start to both child and parent

* Allow the child to handle the equipment to decrease uncertainty 

* No procedures in patient’s room, if possible.  Patient’s bed should be a “safe place”.

* Play is important as a means of communication, include in explanation and preparation of the child   

* Involve parents in procedure and education of procedures - may demonstrate use of equipment on the     parent, a doll, or yourself to ease the child’s fears

* Use firm, direct approach

* Use distraction techniques:  talking, singing, adhesive bandages, stickers

* Give one direction at a time

* Prepare child shortly before procedure

* Allow choice when possible, such as “Would you like the pink medicine or the white medicine first?”

* Be cautious not to verbally ask a question, if there is no choice (”Are you ready for your medicine?”)

* Provide for safe environment: remove equipment, keep rails up, do not leave unattended during               procedures

* Emphasize those aspects that require cooperation

* Offer bathroom breaks (when able) if potty trained

* Use equipment specific to size and age of child

* Allow for religious and cultural beliefs as expressed by parents

* Assist with age appropriate menu selection

* Conduct more intrusive assessment components last

* Allow expression of fear and pain

PRESCHOOLER

* Explain procedures/equipment to child and parent(s) using correct terminology

* Plan for longer teaching session

* Include games, rewards and praise as part of patient education and during procedures

* Play is important as a means of communication, include in explanation and preparation of child   
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* Involve parents in procedure and education of procedures - may demonstrate use of equipment on the     parent, a doll, or yourself to ease the child’s fears

* Use distraction techniques:  talking, singing, adhesive bandages, stickers

* Allow child to have some control

* Plan in advance for procedures to decrease child’s waiting time

* Involve child whenever possible in aspects of care:  activities, meal selection,           treatments

* Explain unfamiliar objects - allow the child to handle the equipment to decrease        uncertainty

* Provide for safe environment: remove equipment, side rails up, do not leave                unattended during procedures

* No procedures in patient’s room, if possible.  Patient’s bed should be a “safe place”.

* Allow for elimination needs in planning care and procedures

* Use equipment specific to size and age of child

* Plan care based on motor skills development

* Assist with age appropriate menu selection

* Allow for religious and cultural beliefs as expressed by parents

* Conduct more intrusive assessment components last

* Allow expression of fear and pain

SCHOOL-AGE

* Explain procedures/equipment to child and parent(s) using correct terminology

* No procedures in patient’s room, if possible.  Patient’s bed should be a “safe place”.

* Plan for longer teaching session

* Include games, rewards and praise as part of patient education and during              

   procedures

* Allow child to have some control

* Allow expression of fear and pain

* Plan in advance for procedures to decrease child’s waiting time

* Involve child whenever possible in aspects of care:  activities, meal selection, treatments

* Explain unfamiliar objects

* Provide for safe environment: remove equipment, side rails up, do not leave unattended during      

   procedures

* Provide for privacy

* Allow for elimination needs in planning care and procedures

* Use equipment specific to size and age of child

* Allow for religious and cultural beliefs as expressed by patient/parent(s)

* Plan for mobility and functional needs based on motor and social skills development identified in     

   assessment
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APPENDIX A
ERIK ERIKSON’S DEVELOPMENTAL THEORY
According to Erickson, an individual’s positive self-concept is achieved through successful resolution of developmental crisis experienced as he/she passes through eight sequential stages of human development.  

Stage
Psychosocial Crisis
Age
Radius of Significant Others
Theme

I
Trust vs. Mistrust
Infancy

(birth-1 year)
“maternal” person
Getting; tolerating frustration in small doses; recognizing mother as distinct from others and self.  “Can I trust the world?”

II
Autonomy vs. Shame and Doubt
Toddlerhood

(1-3 years)
“paternal” person
Trying out own powers of speech; beginning acceptance of Reality vs. Pleasure principle.  

“Can I control my behavior?”

III
Initiative vs. Guilt
Preschool

(3-6 years)
Family
Questioning; exploring own body and environment; differentiation of sexes. 

“Can I become independent?”

IV
Industry vs. Inferiority
School-age

(6-12 years)
Neighborhood, school, instructive adult
Learning to win recognition by producing things, exploring, collecting; learning to relate to own sex.  “Can I master the skills necessary to survive & adapt?”

V


Identity vs. Role Confusion
Adolescence

(10-18+ yrs)
Peer groups
Moving toward sexual orientation;  selecting vocation; beginning separation from family; integrating personality.

“Who am I?  What are my beliefs?”

VI


Intimacy vs. Isolation
Young Adulthood

(18-late 20’s)
Partners in friendship; sex; competition
Becoming capable of establishing a lasting relationship with a member of the opposite sex; learning to be creative and productive

VII
Generativity vs. Stagnation
Middle Adulthood

(30–65 yrs)
Family, society, peers, career
Making contributions to family, society, and succeeding generations;  demonstrates consideration, productivity, charity, and perseverance; reevaluates life’s accomplishments and goals.

VIII
Ego Integrity vs. Despair
Late Adulthood

(65-Death)
Family, friends
Acceptance of self and the roles one had fulfilled; maintains meaningful interactions with others and continues personal growth; adjusts to life changes (retirement, limitations, losses); accepts death with serenity.
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APPENDIX B
NORMAL GROWTH AND DEVELOPMENT

MOTOR
COGNITIVE
PSYCHOSOCIAL
PHYSICAL

BIRTH TO 1 MONTH

*Visually fixes on objects & faces

*Lies on back with head averted.

*Keeps hands fisted.
*Responses limited to tension states &    discomfort.

*Likes feeding, bathing, cuddling,           being rocked.

*Quiets when picked up.
*Cries & makes discriminating sounds.

*Sleeps long intervals.
*Eyes follow objects.

*Requires more fluid relative to size than        adult.

*Feeding schedule according to infant needs.  May have breast milk or formula followed      by water.

1 - 3 MONTHS

*Hands begin to come to face.

*Will take objects and move them to            mouth.

*Begins to hold head up when placed           prone.

*Turns from side to back.

*Eyes follow better and will focus.
*Recognizes familiar faces

*More aware and interested in                 environment.

*Enjoys sucking - puts hands in mouth.


*Begins vocalization, babbles and coos.

*Begins social smile. 

*Crying becomes differentiated.

*Eyes may follow person or object more closely.

*May become aware of new situations.

*Gets pleasure from sucking, putting hands   in mouth.

*May start to establish sleep routine.
*Anticipates and enjoys feedings.

*Posterior fontanel closes at about 3 mons.

*Anterior fontanel remains open.

*Average weekly weight gain 4 - 7 ounces.

*Average gain 1 inch per month.

4 - 7 MONTHS

*Eyes focus on small objects.

*Holds head up when pulled to sitting          position.

*Hands may come to meet rattle, grasping   with both hands.

*Sits with minimal support.

*May begin crawling or scooting.
*Interested in environment.

*Recognizes bottle.

*May sleep through night.

*Searches for lost objects, drops and       picks up objects.

*Exhibits some fear of strangers.
*Laughs and chuckles.

*Fussing for a reason.

*May say recognizable words, makes             talking sounds in response to others.

*Discriminates between familiar faces and     strangers.

*May respond to “no-no.”

*Enjoys being propped in sitting position,      likes highchair.
*May start teething.

*Begins eating cereal and strained fruits in      addition to formula or breast milk.

*May start drinking from a cup.

*Weight and height gains continue.

8-12 MONTHS

*Sits without support, recovers balance.

*Manipulates objects with hands.

*Pulls self up in crib.

*Does not like supine position.

*May crawl, walk & climb.

*May begin throwing objects.
*Responds to own name.

*Points to indicate wants.

*Has increased attention span.

*Begins to imitate.


*Smiles at images in mirror.

*Strong urge toward independence in             dressing, eating, and moving.

*Shows fear, anger, affection, jealousy,         anxiety, and sympathy.


*Holds bottle and may feed self crackers.

*May use spoon and cup.

*Eating mashed table foods or junior foods.    Likes finger foods.

*Usually begins drinking cow’s milk.

*May have regular bowel movements.

*Continues teething.
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MOTOR
COGNITIVE
PSYCHOSOCIAL
PHYSICAL

12 - 18 MONTHS

*Big muscles are well developed.

*Fine muscle coordination begins.

*Walks without support, falls less           frequently.

*Stoops to pick up items.

*Objects placed in mouth.
*Developing new awareness of strangers.

*Vocabulary increasing.

*Follows directions and requests.
*Begins to move away from parents.

*Likes a security blanket or thumb.
*Anterior fontanel closes.

*Weight triples birth weight, slows after 1 yr. 

*Teething continues.

*Abdomen protrudes, arms & legs lengthen.

*Begins to have specific food preferences.

*Uses mealtime equipment.  Likes to feed self.

18 - 36 MONTHS

*Walks up and down stairs

*Opens door, turns knobs.

*Has a steady gait.

*Begins to climb, jump and walk            backwards.

*Likes to scribble.

*Will dress him./herself.

*Holds cup in 1 hand.
*Says “no” frequently.

*Throws tantrums.

*Has a fear of parents leaving.

*Asks “why” frequently.

*Has an interest in colors.

*Prefers parallel play.

*Does not know right from wrong.

*May begin fantasy.
*Increased word vocabulary, uses short sentences.

*Begins toilet training.

*Begins to fantasize.

*Begins to identify sex roles.

*Routine and rituals are important.

*Fears may become pronounced.
*Drinks from a straw.

*Has a full set of baby teeth.

*Height is about ½ of adult height.

3 - 5 YEARS

*Begins to button, use laces.

*Draws with meaning but has no detail.

*Likes to skip, good motor control

*Walks up stairs.

*Brushes teeth.
*Knows colors & may recognize letters        and numbers. 

*Thinks concretely.

*Has increased self confidence.

*Has dreams and nightmares.

*May begin to masturbate.

*Asks many questions.

*Can explain some cause and effect.

*Does know right from wrong.
*Increased vocabulary & talks constantly.

*Has imaginary companions.

*Likes cooperative play.

*May dramatize experiences.

*Tolerates separation longer.
*Has good gross motor skills with improving      fine motor coordination.

*Normal diet.



5 - 9 YEARS

*Good fine motor coordination.

*Balance improves.
*Learns to read.

*Less self centered.

*Realistic, more aware of world.
*Active and compulsive.

*Needs routines.

*Has an extended world - family &             friends.

*Still needs parental support.

*Likes same sex friends.
*Begins to loose teeth.

*Eyes are fully developed.

*Better neuromuscular coordination.

*Growth rate is slow and steady.

*Child appears taller and slimmer.

9 - 12 YEARS

*Works to perfect physical skills.

*Energetic but may see decreased           energy as growth spurt occurs.
*Likes to reason and uses mostly concrete thinking.  Begins to conceptualize.

*Motivated by self versus competition.

*Has creative talents.

*Likes privacy.
*Able to discuss problems.

*”Gang” preference begins.

*Unreasonable desire for independence      begins.

*Increased interest in sexuality.
*Vital signs approach adult parameters.

*Growth spurts occur.

*Secondary sex characteristics may develop in   females at ages 10-12,  males 12-14.

APPENDIX C

RECOMMENDED CHILDHOOD IMMUNIZATION SCHEDULE

United States, January - December 2001
Vaccines are listed under the routinely recommended ages.  Shaded bars indicate range of acceptable ages for vaccination.     (*) indicates  catch-up vaccination:    Hepatitis B vaccine should be administered to children not previously vaccinated, beginning at any visit;      MMR should be administered if 2 doses not previously received;  and, Varicella vaccine should be administered to children not previously vaccinated who lack a reliable history of chickenpox at any visit after their first birthday.  After age 13 years, two doses of Varicella are required.

            Age   >

Vaccine
Birth
1 

mo
2 

mos
4 

mos
6 

mos
12 mos
15 mos
18 mos
4-6 

yrs
11-12 yrs

Hepatitis B
Hep B-1










Hep B-2
Hep B-3

Hep B-3*

Diphtheria, Tetanus, Pertussis


DTaP 
DTaP 
DTaP

DTaP 
DTaP 
Td

H Influenzae

type b


Hib
Hib 
Hib
Hib




Polio, Inactivated




IPV 
IPV 
IPV 
IPV 


Measles, Mumps, Rubella





MMR

MMR
MMR*

Varicella





Varicella

Var*











Pneumococcal Conjugate


PCV
PCV
PCV
PCV




HEPATITIS A is also recommended after age 24 months is selected areas.

Ref:  American Academy of Pediatrics, Committee on Infectious Diseases.  Recommended Childhood 


Immunizations Schedule - United States, Jan-Dec 2001.

 AAP website  www.aap.org 

APPENDIX D 

CRIES Neonatal Pain Assessment

For use with infants from Birth – 3 months old


0
1
2

Crying

Requires O2 for Sat > 95

Increased vital signs

Expression

Sleepless
No

No supplemental oxygen

HR & BP = or < of Preop

None

No
High Pitched

< 30% supplemental oxygen

HR and BP ↑ < 20% of Preop

Grimace

Wakes at frequent intervals
Inconsolable

> 30% supplemental oxygen

HR and BP ↑ > 20% of Preop

Grimace / grunt

Constantly awake

Coding tips for using CRIES

Crying

Requires O2 for 

   Sat > 95%

Increased vital signs

Expression
Sleepless
The characteristic cry of pain is high pitched
If no cry or cry which is not high pitched score 0
If cry high pitched but baby is easily consoled score 1
If cry is high pitched and baby is inconsolable score 2
Look for changes in oxygenation.  Babies experiencing pain manifest decreases in oxygenation as measured by Tco2 or oxygen saturation

If no oxygen is required score 0
If < 30% O2 is required score 1 

If > 30% is required score 2
     (Consider other causes of changes in oxygenation:  atelectasis, pneumothorax, 

       over-sedation, etc.)

*Note:  Take blood pressure last as this may wake child causing difficulty with other assessments

Use baseline pre-op parameters from a non-stressed period

Multiply baseline HR x 0.2 than add this to baseline HR to determine the HR which is 20% over baseline

Do likewise for BP.  Use mean BP.

If HR and BP are both unchanged or less than baseline score 0
If HR or BP is increased but increase is < 20% of baseline score 1
If either one is increased > 20% over baseline score 2
The facial expression most often associated with pain is a grimace.  This may be characterized by: brow lowering, eyes squeezed shut, deepening of the naso-labial furrow, open lips and mouth

If no grimace is present score 0
If grimace alone is present score 1
If grimace and non cry vocalization grunt is present score 2
This parameter is scored based upon the infant’s state during the hour preceding this recorded score

If the child has been continuously asleep score 0
If he / she has awakened at frequent intervals score 1
If he / she has been awake constantly score 2

APPENDIX E

FLACC Pain Assessment

For use with infants from Birth – 11 years old


0
1
2

Face


No particular expression or smile


Occasional grimace or frown, withdrawn, disinterested


Frequent to constant quivering chin, 

clenched jaw



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

Activity
Lying quietly, normal position, moves easily
Squirming, 

shifting back & forth, tense
Arched, rigid, or jerking

Cry
No cry (awake or asleep)
Moans or whimpers;  occasional complaint
Crying steadily, screams or sobs, frequent complaints

Consolability
Content, relaxed
Reassured by occasional touching, hugging or being talked to, distractable
Difficult to console or comfort

(Ref:  Merkel et.al., 1997)

APPENDIX F
CHEOPS Pediatric Pain Assessment tool 

Children’s Hospital of Eastern Ontario Pain Scale

For use with infants from 4 months—11 years old

Date:  




Time:








Cry:

1 – no crying

2 – moaning

3 – crying

4 – screaming








Facial expression:

0 – smiling

1 – no expression

2 – grimacing








Verbal expression:

0 – positive comments

1 – no comments

2 – pain complaints








Torso:

1 – no movement

2 – squirming, tense, 

       restrained








Physical expression:

1 – not touching or           grabbing things

2 – reaching or                  touching things; 

     or needing restraint








Legs:

1 – relaxed

2 – squirming, kicking      or needing restraint








Intervention(s)










Total Score
(4-14)








Addressograph





1:  CHEOPS = Children’s Hospital of Eastern Ontario Pain Scale

2:  This Scoring Tool should be utilized for Pediatric patients from 

      age 4 months to 11 years undergoing painful procedures, and during 

      their recovery period.
3.  An initial CHEOPS score of six (6) or more, or an increase of 

 3 points or more from baseline requires assessment and                         intervention if indicated.

APPENDIX G
SUGGESTED VOCABULARY FOR MEDICAL EXPERIENCES
Suggested Vocabulary
Vocabulary/Terminology to  Avoid or Explain

Needle
Shot (Use only if child uses term first indicating that he/she understands, and relates to this medically)

Injection

Poke

Stick (may confuse child)

Rubber band (for tourniquet)
Tourniquet (may use for older children)

Special bed on wheels
Stretcher (“stretch her” - can be confusing)

Gurney

Special kind of sleep
“Put to sleep” (confused with putting a pet to sleep)

Help you to go to sleep
Anesthesia

Sleeping medicine doctor
Anesthesiologist

Small opening
“Cut open”


Incision

“Make a hole” (too explicit - may leave child feeling incomplete)

Into the vein

Intravenous (for older children)
IV (not like ivy)

Medicine to help the doctor see
Dye

Picture/big camera (for x-ray)

“The camera will move but won’t touch you”
X-ray (unless it is obvious child already understands this term)

CT Scan & other scans

“Has this been harder than you expected?”
Bad (try to use softer language)

“You may feel it in your throat”

Tickle
Scratchy (may set up negative expectation due to connection with past experiences with scratches)

Intensive Care Unit (explain)

“A special place where you will have  your own special nurse.”

A place where you will get extra special care.
I.C.U. (“I see you.”)

Nothing to eat

“Your stomach needs to be empty.”
N.P.O. (too technical)

Poo-poo (or child’s familiar term)

Pee (Or child’s familiar term)
Stool Collection (confusing term - do you sit on it?)

Urine specimen

Sticky

Like a sticker

Snaps    fit together
Electrodes (too technical)
EEG leads   

LANGUAGE SPECIFIC FOR  IV’S AND O.R.

Medicine in the bag:

“You need different medication to help you get better.  Some is in the bag and some is added with the needle into the tube.  You don’t feel the needle.”

“It’s a different way of getting medicine.”


“It’s the quickest way to make you better.”

Prior to Surgery
“Dry mouth”



“You may have a dry throat when you wake up.”

“This is where you say ‘See you later’ to your parents” (when parents can’t stay with children until induction)

Postoperative
“Your stomach has been asleep and resting.  It needs time to wake up.  As your stomach wakes up you will slowly be able to drink and then eat food again.

Bed     Avoid “O.R. Table”

Continued

FEELING TERMS


Suggested Terms




Terms to Avoid if Possible




“It doesn’t hurt” (OK to use when you are certain it won’t and child can only relate to that form of concrete reassurance)

“Ouch/ouie” sore/ache

Pinch/Sting
Hurt (Only if child uses this first otherwise you may be setting up expectation that may become self-fulfilling)

Irritate

Squeeze

Tight hug

Fits snugly
Blood pressure cuff



Odd/different taste/smell 

Unusual

Yucky (only after the fact)
Funny smell (may be confused with comical)

Bad tasting

Warm/cool feeling
Burn (too threatening)

Cold

Information from the Association for the Care of Children’s Health, Child Life Research Project.
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