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Preface

Children are a precious gift. Some of the most satisfying nursing roles involve helping families bring their children into the world, being a resource as they rear them, and supporting families during times of illness. In addition to providing care to young families as they bear and raise children, nurses play a crucial role in women’s health care from the teen years through postmenopausal life. The fourth edition of Maternal–Child Nursing is written to provide a foundation for care of these individuals and their families and is intended to assist the nursing student or the nurse entering maternity and women’s health nursing or nursing of children from another area of nursing.


Maternal–Child Nursing builds on two successful texts to combine maternity, women’s health, and nursing of children: Nursing Care of Children: Principles and Practice, fourth edition, by Susan Rowen James, Kristine Ann Nelson, and Jean Weiler Ashwill and Foundations of Maternal-Newborn Nursing, fifth edition, by Sharon Smith Murray and Emily Slone McKinney.


Maternal–Child Nursing, fourth edition, emphasizes evidence-based nursing care throughout. The scientific base of maternal-newborn, women’s health, and nursing care of children is demonstrated in the narrative and features in which the nursing process is applied. Physiologic and pathophysiologic processes are presented so the reader can understand why problems occur and the reasons behind nursing care. Current references, many of them from Internet sources for best timeliness, provide the reader with the latest information that applies to the clinical area. National standards and guidelines, such as those from the Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN); Society of Pediatric Nurses (SPN); and American Nurses Association (ANA), are used when they apply.


Maternal-newborn, women’s health, and nursing of children may be practiced in a wide variety of settings. Where appropriate, our text discusses care of patients in settings as diverse as acute and chronic care facilities, the community, schools, and the home. Methods to ease transition among facilities and improve continuity of care are highlighted when appropriate.


Legal and ethical issues add to the complexity of practice for today’s nurse. Discussion of nurses’ legal obligations when providing health care to women, newborns, and children optimizes care for all patients in each group. Legal topics include such areas as Standards of Care, informed consent, and refusal of treatment. Ethical principles and decision making are discussed in the first chapter of the text. Ethical issues, such as care of babies born at a very early gestation or nursing care at the end of life, are discussed in appropriate chapters.


Nursing students have time demands from work, family, and community activities in addition to their nursing education. A significant number of nurses use English as a second language. With those realities in mind, we have written a text to effectively convey necessary information that focuses on critical elements and that is concise without the use of unnecessarily complex language. Terms are defined throughout the chapter and are included with definitions in a glossary at the end of the book.

Concepts

Several conceptual threads are woven into our book. The family is a concept that is incorporated throughout our book as a vital part of Maternal–Child nursing care and nursing care of women. Family considerations appear in every step of the nursing process. The family may be the conventional mother-father-child arrangement or may be a single parent or multigenerational family. We consider several types of family styles as we present nursing care. We sometimes ask the reader to use critical thinking to examine personal assumptions and biases about families while studying.


Without communication, nursing care would be inadequate and sometimes unsafe. Teaching effective communication skills is incorporated into several features of the text as well as into the main narrative. Highlighted text within the narrative contains communication cues to give tips about verbal and nonverbal communication with patients and their families. Children are not little adults and nowhere is this more true than when communicating with them. Therefore, communicating with children is presented in a separate chapter to supplement information given in other nursing of children chapters.


Health promotion is obvious in chapters covering normal child-bearing, child rearing, and women’s health, but we also incorporate it into the chapters covering various disorders. Health promotion during illness may be as simple as reminding the reader that a technology-laden woman in labor is still having a baby, a usually normal process, and thus needs human contact. Sick children need activities to promote their normal growth and development as much as they need the technology and procedures that return them to physical wellness. This edition of Maternal–Child Nursing contains health promotion boxes in each of the developmental chapters. The goal of these boxes is to highlight anticipatory guidance appropriate for an infant’s or child’s developmental level according to the schedule of well visits recommended by the American Academy of Pediatrics.


Teaching is closely related to health promotion. Teaching is an expected part of nursing care to help patients and their families maintain health or return to health after illness or injury. Several features discussed later help the reader provide better teaching to patients in an understandable form.


Cultural diversity characterizes nursing practice today as the lines between individual nations become more blurred. The nurse must assess for unique cultural needs and incorporate them into care as much as possible to promote acceptance of nursing care by the patient. Cultural influences are examined in many ways in our text, including critical thinking exercises to help the student “think outside the box” of his or her own culture.


Growth and development are concepts that appear throughout the book. We cover physical growth and development as the child is conceived and matures before birth and throughout childhood, and as the woman matures through the childbearing years and into the climacteric. Specific chapters in the nursing of children section focus on growth and development issues, including anticipatory guidance, specific to each age group from infancy through adolescence.


Advocacy is emphasized in our text. Whether it is advocacy for a woman or family to be informed about their rights or advocacy for child and adult victims of violence, the concept is incorporated in relevant places.

Features

Maternal-newborn and women’s health nursing care differs from nursing care of children and their families in several important respects. Because of this fact, some features in the text appear in one part but not in the other, often with references to the chapter containing related content. Other features appear in both parts of the text.


Visual appeal characterizes many features in the text. Beautiful illustrations and photographs convey developmental or clinical information, capturing the essence of care for maternity, newborn, women’s health, and child patients.

Objectives

Objectives provide direction for the reader to understand what is important to glean from the chapter. Many objectives ask that the learner use critical thinking and apply the nursing process—two crucial components of professional nursing—to care of patients with the conditions discussed in that chapter. Other features within the chapters reinforce these two components of care.

Nursing Process

Several methods help the learner use the nursing process in care of maternal-newborn, women’s health, and child patients. Steps of the nursing process include performing assessment; formulating nursing diagnoses after analysis of the assessment data; planning care; providing nursing interventions; and evaluating the nursing interventions, expected outcomes, and appropriateness of nursing diagnoses as care proceeds. We address these steps in different ways in our book, often varying with whether the nursing process is discussed in the maternal-newborn, women’s health, or the nursing of children section. The varied approaches show the student that there is more than one way to communicate the nursing process. These different approaches to the nursing process also provide teaching tools to meet the needs of students’ varied learning styles.


In the maternal-newborn and women’s health section, the nursing process is presented in two ways. Nursing care is first presented as a text discussion that would apply to a typical patient with the condition. In addition, a nursing care plan that applies to a patient created in a specific scenario is constructed for many common conditions. This technique helps the student see individualization of nursing care. Many nursing care plans list additional nursing diagnoses to consider encouraging the reader to reflect on patient needs other than the obvious needs. The approach of scenario-based care plans is especially useful for showing learners how to apply the nursing process in dynamic conditions such as labor and birth.


In the nursing care of children section, the nursing process is applied to care of the most common childhood conditions by a blend of a text discussion similar to the maternal-newborn and women’s health section and a generic rather than scenario-based nursing care plan. The student thus has the benefit of seeing typical nursing diagnoses, expected outcomes, and interventions with their rationales discussed in a manner similar to care plans the learner may encounter in clinical facilities or be required to write in school. The evaluation step of the nursing process provides sample questions the nurse would need to answer to determine whether the expected outcomes were achieved and whether further actions or revisions of nursing care are needed. The application of the nursing process in the nursing care of children provides a framework for the nursing instructor to help students individualize nursing care for their specific patients based on a generic plan of care. Maternal–Child Nursing demonstrates not only the use of nursing process when caring for acutely ill children but also emphasizes its application when providing care in the community setting. Community-based use of the nursing process applies to many nursing specialties, including those in both sections of this updated edition of Maternal–Child Nursing.

Critical Thinking Exercises

Critical thinking is encouraged in multiple ways in Maternal–Child Nursing, but specific Critical Thinking exercises present typical patient scenarios or other real-life situations and ask the reader to solve nursing care problems that are not always obvious. We use the exercises to help the student learn to identify the answer, choose the best interventions, or determine possible meanings or importance of signs and symptoms. Answers are provided on the Evolve website so the student can check his or her solutions to these problems.

Evidence-Based Practice

The fourth edition of Maternal–Child Nursing continues to present timely nursing research in chapters where its topic is likely to be relevant to the patient care content. Reports of recent nursing research related to practice are summarized and give the reader a chance to identify possibilities to use the research in the clinical setting through questions at the end of each box.

Critical Alerts

Students always want to know, “Will this be on the test?” The authors cannot answer that question, but, consistent with Quality and Safety Education for Nurses (QSEN) terminology and the need to present critical and important information in a summative way, we have included both Safety Alerts and Nursing Quality Alerts that emphasize what is critical to remember when providing safe and optimal quality care.

Want to Know

Because teaching is an essential part of nursing care, we give students teaching guidelines for common patient and family needs in terms that most lay people can understand. Both the Want to Know and the Patient-Centered Teaching boxes provide sample answers for questions that are most likely to be asked or topics that need to be taught, such as when to go to the birth center or methods of managing diet and insulin requirements for type 1 diabetes at home.

Health Promotion

Health Promotion boxes summarize needed information to perform a comprehensive assessment of well infants and children at various ages. Organized around the AAP-recommended schedule for well child visits, examples are given of questions designed to elicit developmental and behavioral information from parent and child. These boxes also include what the student might expect to see for health screening or immunizations and review specific topics for anticipatory guidance.


The topic of Health Maintenance is presented with discussion of Women’s Health Care. Measures that may be taken for prevention of health problems or for early detection of specific diseases are often available to women.

Clinical Reference Pages

Clinical Reference pages provide a resource for the reader when studying conditions affecting children. This feature provides the reader with basic information related to a group of disorders and includes a compact review of related anatomy and physiology; differences between children and adults in the system being studied; commonly used drugs, lab values, and diagnostic tests; and procedures that apply to the conditions discussed in that chapter.

Pathophysiology

Also present in many chapters in the nursing care of children are pathophysiology boxes. These boxes give the reader a brief overview of how the illness occurs. The boxes provide a scientific basis for understanding the therapeutic management of the illness and its nursing care.

Procedures

Clinical skills are presented in procedures throughout the text. Procedures related to maternal-newborn and women’s health are presented in the chapters to which they apply. Because many procedures are common to care of children with a variety of health conditions, they are covered in a chapter devoted to procedures, Chapter 37. Conditions such as asthma affect adults and children. The reader may find information about procedures that apply to both in a related pediatric chapter.

Drug Guides


Drug information may be presented in two ways: tables for related drugs used in the care of various conditions and drug guides for specific common drugs. Drug guides provide the nurse with greater detail for commonly encountered drugs in maternity and women’s health care and in care of children with specific pharmacologic needs.

Key Concepts


Key concepts summarize important points of each chapter. They provide a general review for the material just presented to help the reader identify areas in which more study is needed.

Ancillaries


Materials that complement Maternal–Child Nursing include:

For Students





• Evolve: Evolve is an innovative website that provides a wealth of content, resources, and state-of-the-art information on maternity and pediatric nursing. Learning resources for students include Animations, Case Studies, Content Updates, Audio Glossary, Printable Key Points, Nursing Skills, and Review Questions.


• Study Guide for Maternal–Child Nursing: This student study aid provides learning exercises, supplemental classroom and clinical activities, and multiple-choice review questions to reinforce material addressed in the text. An Answer Key is provided at the back of the book.


• Virtual Clinical Excursions: CD and Workbook Companion. A CD and workbook have been developed as a virtual clinical experience to expand student opportunities for critical thinking. This package guides the student through a computer-generated virtual clinical environment and helps the user apply textbook content to virtual patients in that environment. Case studies are presented that allow students to use this textbook as a reference to assess, diagnose, plan, implement, and evaluate “real” patients using clinical scenarios. The state-of-the-art technologies reflected on this CD demonstrate cutting-edge learning opportunities for students and facilitate knowledge retention of the information found in the textbook. The clinical simulations and workbook represent the next generation of research-based learning tools that promote critical thinking and meaningful learning.


• Simulation Learning System: The Simulation Learning System (SLS) is an online toolkit that effectively incorporates medium- to high-fidelity simulation into nursing curricula with scenarios that promote and enhance the clinical decision-making skills of students at all levels. The SLS offers a comprehensive package of resources including leveled patient scenarios, detailed instructions for preparation and implementation of the simulation experience, debriefing questions that encourage critical thinking, and learning resources to reinforce student comprehension.






For Instructors


Evolve includes these teaching resources for instructors:




• Electronic Test Bank in ExamView format contains more than 1600 NCLEX-style test items, including alternate format questions. An answer key with page references to the text, rationales, and NCLEX-style coding is included.


• TEACH for Nurses includes teaching strategies; in-class case studies; and links to animations, nursing skills, and nursing curriculum standards such as QSEN, concepts, and BSN Essentials.


• Electronic Image Collection, containing more than 600 full-color illustrations and photographs from the text, helps instructors develop presentations and explain key concepts.


• PowerPoint Slides, with lecture notes for each chapter of the text, assist in presenting materials in the classroom. Case Studies and Audience Response Questions for i-clicker are included.


• A Curriculum Guide that includes a proposed class schedule and reading assignments for courses of varying lengths is provided. This gives educators suggestions for using the text in the most essential manner or in a more comprehensive way.
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Chapter 1


Foundations of Maternity, Women’s Health, and Child Health Nursing

Learning Objectives


After studying this chapter, you should be able to:



• Describe the historical background of maternity and child health care.


• Compare current settings for childbirth both within and outside the hospital setting.


• Identify trends that led to the development of family-centered maternity and pediatric care.


• Describe how issues such as cost containment, outcomes management, home care, and technology affect perinatal, women’s health, and child health nursing.


• Discuss trends in maternal, infant, and childhood mortality rates.


• Identify how poverty and violence on children and families affect nursing practice.


• Apply theories and principles of ethics to ethical dilemmas.


• Discuss ethical conflicts that the nurse may encounter in perinatal, women’s health, and pediatric nursing practice.


• Relate how major social issues, such as poverty, homelessness, and access to health care, affect nursing practice.


• Describe the legal basis for nursing practice.


• Identify measures used to defend malpractice claims.


• Identify current trends in health care and their implications for nursing.
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To better understand contemporary maternity nursing and nursing of children, the nurse needs to understand the history of these fields, trends and issues affecting contemporary practice, and the ethical and legal frameworks within which maternity and nursing care of children is provided.

Historical Perspectives

During the past several hundred years, both maternity nursing and nursing of children changed dramatically in response to internal and external environmental factors. Expanding knowledge about the care of women, children, and families, as well as changes in the health care system markedly influenced these developments.

Maternity Nursing

Major changes in maternity care occurred in the first half of the twentieth century as childbirth moved out of the home and into a hospital setting. Rapid change continues as health care reform attempts to control the rising cost of care while advances in expensive technology accelerate. Despite changes, health care professionals attempt to maintain the quality of care.

“Granny” Midwives

Before the twentieth century, childbirth usually occurred in the home with the assistance of a “granny” or lay midwife whose training came through an apprenticeship with a more experienced midwife. Physicians were involved in childbirth only for serious problems.


Although many women and infants fared well when a lay midwife assisted with birth in the home, maternal and infant death rates resulting from childbearing were high. The primary causes of maternal death were postpartum hemorrhage, postpartum infection, also known as puerperal sepsis (or “childbed fever”), and hypertensive disorders of pregnancy. The primary causes of infant death were prematurity, dehydration from diarrhea, and contagious diseases.

Emergence of Medical Management

In the late nineteenth century, technologic developments that were available to physicians, but not to midwives, led to a decline in home births and an increase in physician-assisted hospital births. Important discoveries that set the stage for a change in maternity care included:



• The discovery by Semmelweis that puerperal infection could be prevented by hygienic practices


• The development of forceps to facilitate birth


• The discovery of chloroform to control pain during childbirth


• The use of drugs to initiate labor or to increase uterine contractions


• Advances in operative procedures, such as cesarean birth



By 1960, 90% of all births in the United States occurred in hospitals. Maternity care became highly regimented. All antepartum, intrapartum, and postpartum care was managed by physicians. Lay midwifery became illegal in many areas, and nurse-midwifery was not well established. The woman had a passive role in birth, as the physician “delivered” her baby. Nurses’ primary functions were to assist the physician and to follow prescribed medical orders after childbirth. Teaching and counseling by the nurse were not valued at that time.


Unlike home births, early hospital births hindered bonding between parents and infant. During labor, the woman often received medication, such as “twilight sleep,” a combination of a narcotic and scopolamine, that provided pain relief but left the mother disoriented, confused, and heavily sedated. A birth became a delivery performed by a physician. Much of the importance of early contact between parents and child was lost as physician-attended hospital births became the norm. Mothers did not see their newborn for several hours after birth. Formula feeding was the expected method. The father was relegated to a waiting area and was not allowed to see the mother until some time after birth and could only see his child through a window.


Despite the technologic advances and the move from home birth to hospital birth, maternal and infant mortality declined, but slowly. The slow decline was caused primarily by problems that could have been prevented, such as poor nutrition, infectious diseases, and inadequate prenatal care. These stubborn problems remained because of inequalities in health care delivery. Affluent families could afford comprehensive medical care that began early in the pregnancy, but poor families had very limited access to care or to information about childbearing. Two concurrent trends—federal involvement and consumer demands—led to additional changes in maternity care.

Government Involvement in Maternal-Infant Care

The high rates of maternal and infant mortality among indigent women provided the impetus for federal involvement in maternity care. The Sheppard-Towner Act of 1921 provided funds for state-managed programs for mothers and children. Although this act was ruled unconstitutional in 1922, it set the stage for allocation of federal funds. Today the federal government supports several programs to improve the health of mothers, infants, and young children (Table 1-1). Although projects supported by government funds partially solved the problem of maternal and infant mortality, the distribution of health care remained unequal. Most physicians practiced in urban or suburban areas where the affluent could afford to pay for medical services, but women in rural or inner-city areas had difficulty obtaining care. The distribution of health care services is a problem that persists today.




TABLE 1-1


FEDERAL PROJECTS FOR Maternal–Child CARE








	PROGRAM

	PURPOSE









	Title V of Social Security Act

	Provides funds for maternal and child health programs





	National Institute of Health and Human Development

	Supports research and education of personnel needed for maternal and child health programs





	Title V Amendment of Public Health Service Act

	Established the Maternal and Infant Care (MIC) project to provide comprehensive prenatal and infant care in public clinics





	Title XIX of Medicaid program

	Provides funds to facilitate access to care by pregnant women and young children





	Head Start program

	Provides educational opportunities for low-income children of preschool age





	National Center for Family Planning

	A clearinghouse for contraceptive information





	Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) program

	Provides supplemental food and nutrition information





	Temporary Assistance to Needy Families (TANF)

	Provides temporary money for basic living costs of poor children and their families, with eligibility requirements and time limits varying among states; tribal programs available for Native Americans





	 
	Replaces Aid to Families with Dependent Children (AFDC)





	Healthy Start program

	Enhances community development of culturally appropriate strategies designed to decrease infant mortality and causes of low birth weights





	Individuals with Disabilities Education Act (PL 94-142)

	Provides for free and appropriate education of all disabled children





	National School Lunch/Breakfast program

	Provides nutritionally appropriate free or reduced-price meals to students from low-income families











The ongoing problem of providing health care for poor women and children left the door open for nurses to expand their roles, and programs emerged to prepare nurses for advanced practice (see Chapter 2).

Impact of Consumer Demands on Health Care

In the early 1950s, consumers began to insist on their right to be involved in their health care. Pregnant women wanted a greater voice in their health care. They wanted information about planning and spacing their children, and they wanted to know what to expect during pregnancy. The father, siblings, and grandparents wanted to be part of the extraordinary events of pregnancy and childbirth. Parents began to insist on active participation in decisions about how their child would be born. Active participation of the patient is now expected in health care at all ages other than the very young or others who are unable to understand.


A growing consensus among child psychologists and nurse researchers indicated that the benefits of early, extended parent-newborn contact far outweighed the risk of infection. Parents began to insist that their infant remain with them, and the practice of separating the well infant from the family was abandoned.

Development of Family-Centered Maternity Care

Family-centered care describes safe, quality care that recognizes and adapts to both the physical and psychosocial needs of the family, including those of the newborn and older children (see also p. 5 for discussion of family-centered child care). The emphasis is on fostering family unity while maintaining physical safety.


Basic principles of family-centered maternity care are as follows:




• Childbirth is usually a normal, healthy event in the life of a family.


• Childbirth affects the entire family, and restructuring of family relationships is required.


• Families are capable of making decisions about care, provided that they are given adequate information and professional support.





Family-centered care increases the responsibilities of nurses. In addition to physical care and assisting the physician, nurses assume a major role in teaching, counseling, and supporting families in their decisions.


Current Settings for Childbirth

As family-centered maternity care has emerged, settings for childbirth have changed to meet the needs of new families.

Traditional Hospital Setting

In hospitals of the past, labor often took place in a functional hospital room, often occupied by several laboring women. When birth was imminent the mother was moved to a delivery area similar to an operating room. After giving birth the mother was transferred to a recovery area for 1 to 2 hours of observation and then taken to a standard hospital room on the postpartum unit. The infant was moved to the newborn nursery when the mother was transferred to the recovery area. Mother and infant were reunited when the mother was settled in her postpartum room. Beginning in the 1970s, the father or another significant support person could usually remain with the mother throughout labor, birth, and recovery, including cesarean birth.


Although birth in a traditional hospital setting was safe, the setting was impersonal and uncomfortable. Moving from room to room, especially during late labor, was a major disadvantage. Each move was uncomfortable for the mother, disrupted the family’s time together, and often separated the parents from the infant. Because of these disadvantages, hospitals began to devise settings that were more comfortable and included family participation.

Labor, Delivery, and Recovery Rooms

Today most hospitals offer alternative settings for childbirth. The most common is the labor, delivery, and recovery (LDR) room. In an LDR room, labor, birth, and early recovery from childbirth occur in one setting. Furniture has a less institutional appearance but can be quickly converted into the setup needed for birth. A typical LDR room is illustrated in Figure 1-1.
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FIG 1-1 A typical labor, delivery, and recovery room.
Home-like furnishings (A) can be adapted quickly to reveal needed technical equipment (B).



During labor, significant others of the woman’s preference may remain with her. The nurse often finds it necessary to regulate visitors in and out of the room to maintain safety and patient comfort. The mother typically remains in the LDR room 1 to 2 hours after vaginal birth for recovery and then is transferred to the postpartum unit. The infant usually stays with the mother throughout her stay in the LDR room. The infant may be transferred to the nursery or may remain with the mother after her transfer to a postpartum room. Couplet care, or assignment of one nurse to the care of both mother and baby, is common in today’s postpartum units. The father or another primary support person is encouraged to stay with the mother and infant, and many facilities provide beds so they can stay through the night.


The major advantages of LDR rooms are that the setting is more comfortable and the family can remain with the mother. Disadvantages include the routine (rather than selective) use of technology, such as electronic fetal monitoring and the administration of intravenous fluids.

Labor, Delivery, Recovery, and Postpartum Rooms

Some hospitals offer rooms that are similar to LDR rooms in layout and in function, but the mother is not transferred to a postpartum unit. She and the infant remain in the labor, delivery, recovery, and postpartum (LDRP) room until discharge. Frequent disadvantages of LDRP include a noisy environment and birthing beds that are less comfortable than standard hospital beds having a single mattress. Many hospitals have worked with the unit design so they have a group of beds in one area of the unit that are all postpartum.


Birth Centers

Free-standing birth centers provide maternity care outside the acute-care setting to low-risk women during pregnancy, birth, and postpartum. Most provide gynecologic services such as annual checkups and contraceptive counseling. Both the mother and infant continue to receive follow-up care during the first 6 weeks. This may include help with breastfeeding, a postpartum examination at 4 to 6 weeks, family planning information, and examination of the newborn. Care is often provided by certified nurse-midwives (CNMs) who are registered nurses with advanced preparation in midwifery.


Birth centers are less expensive than acute-care hospitals, which provide advanced technology that may be unnecessary for low-risk women. Women who want a safe, homelike birth in a familiar setting with staff they have known throughout their pregnancies express a high rate of satisfaction.


The major disadvantage is that most freestanding birth centers are not equipped for obstetric emergencies. Should unforeseen difficulties develop during labor, the woman must be transferred by ambulance to a nearby hospital to the care of a back-up physician who has agreed to perform this role. Some families do not feel that the very short stay after birth, often less than 12 hours, allows enough time to detect early complications in mother and infant.

Home Births

In the United States only a small number of women have their babies at home. Because malpractice insurance for midwives attending home births is expensive and difficult to obtain, the number of midwives who offer this service has decreased greatly.


Home birth provides the advantages of keeping the family together in their own environment throughout the childbirth experience. Bonding with the infant is unimpeded by hospital routines, and breastfeeding is encouraged. Women and their support person have a sense of control because they actively plan and prepare for each detail of the birth.


Giving birth at home also has disadvantages. The woman must be screened carefully to make sure that she has a very low risk for complications. If transfer to a nearby hospital becomes necessary, the time required may be too long in an emergency. Other problems of home birth may include the need for the parents to provide an adequate setting and supplies for the birth if the midwife does not provide supplies. The mother must care for herself and the infant without the professional help she would have in a hospital setting.


Nursing of Children

To better understand contemporary child health nursing, the nurse needs to understand the history of this field, trends and issues affecting contemporary practice, and the ethical and legal frameworks within which pediatric nursing care is provided.

Historical Perspectives

The nursing care of children has been influenced by multiple historical and social factors. Children have not always enjoyed the valued position that they hold in most families today. Historically, in times of economic or social instability, children have been viewed as expendable. In societies in which the struggle for survival is the central issue and only the strongest survive, the needs of children are secondary. The well-being of children in the past depended on the economic and cultural conditions of the society. At times, parents have viewed their children as property, and children have been bought and sold, beaten, and, in some cultures, sacrificed in religious ceremonies. At times, infanticide has been a routine practice. Conversely, in other instances, children have been highly valued and their birth considered a blessing. Viewed by society as miniature adults, children in the past received the same remedies as adults and, during illness, were cared for at home by family members, just as adults were.

Societal Changes

On the North American continent, as European settlements expanded during the seventeenth and eighteenth centuries, children were valued as assets to the community because of the desire to increase the population and share the work. Public schools were established, and the courts began to view children as minors and protect them accordingly. Devastating epidemics of smallpox, diphtheria, scarlet fever, and measles took their toll on children in the eighteenth century. Children often died of these virulent diseases within 1 day.


The high mortality rate in children led some physicians to examine common child-care practices. In 1748, William Cadogan’s “Essay Upon Nursing” discouraged unhealthy child-care practices, such as swaddling infants in three or four layers of clothing and feeding them thin gruel within hours after birth. Instead, Cadogan urged mothers to breastfeed their infants and identified certain practices that were thought to contribute to childhood illness. Unfortunately, despite the efforts of Cadogan and others, child-care practices were slow to change. Later in the eighteenth century, the health of children improved with certain advances such as inoculation against smallpox.


In the nineteenth century, with the flood of immigrants to eastern American cities, infectious diseases flourished as a result of crowded living conditions; inadequate and unsanitary food; and harsh working conditions for men, women, and children. It was common for children to work 12- to 14-hour days in factories, and their earnings were essential to the survival of the family. The most serious child health problems during the nineteenth century were caused by poverty and overcrowding. Infants were fed contaminated milk, sometimes from tuberculosis-infected cows. Milk was carried to the cities and purchased by mothers with no means to refrigerate it. Infectious diarrhea was a common cause of infant death.


During the late nineteenth century, conditions began to improve for children and families. Lillian Wald initiated public health nursing at Henry Street Settlement House in New York City, where nurses taught mothers in their homes. In 1889, a milk distribution center opened in New York City to provide uncontaminated milk to sick infants.

Hygiene and Hospitalization

The discoveries of scientists such as Pasteur, Lister, and Koch, who established that bacteria caused many diseases, supported the use of hygienic practices in hospitals and foundling homes. Hospitals began to require personnel to wear uniforms and limit contact among children in the wards. In an effort to prevent infection, hospital wards were closed to visitors. Because parental visits were noted to cause distress, particularly when parents had to leave, parental visitation was considered emotionally stressful to hospitalized children. In an effort to prevent such emotional distress and the spread of infection, parents were prohibited from visiting children in the hospital. Because hospital care focused on preventing disease transmission and curing physical diseases, the emotional health of hospitalized children received little attention.


During the twentieth century, as knowledge about nutrition, sanitation, bacteriology, pharmacology, medication, and psychology increased, dramatic changes in child health occurred. In the 1940s and 1950s, medications such as penicillin and corticosteroids and vaccines against many communicable diseases saved the lives of tens of thousands of children. Technologic advances in the 1970s and 1980s, which led to more children surviving conditions that had previously been fatal (e.g., cystic fibrosis), resulted in an increasing number of children living with chronic disabilities. An increase in societal concern for children brought about the development of federally supported programs designed to meet their needs, such as school lunch programs, the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC), and Medicaid (see Table 1-1) under which the Early and Periodic Screening, Diagnosis, and Treatment program was implemented.

Development of Family-Centered Child Care

Family-centered child health care developed from the recognition that the emotional needs of hospitalized children usually were unmet. Parents were not involved in the direct care of their children. Children were often unprepared for procedures and tests, and visiting was severely controlled and even discouraged.


Family-centered care is based on a philosophy that recognizes and respects the pivotal role of the family in the lives of both well and ill children. It strives to support families in their natural caregiving roles and promotes healthy patterns of living at home and in the community. Finally, parents and professionals are viewed as equals in a partnership committed to excellence at all levels of health care.


Most health care settings have a family-centered philosophy in which families are given choices, provide input, and are given information that is understandable by them. The family is respected, and its strengths are recognized.


The Association for the Care of Children’s Health (ACCH), an interdisciplinary organization, was founded in 1965 to provide a forum for sharing experiences and common problems and to foster growth in children who must undergo hospitalization. Today the organization has broadened its focus on child health care to include the community and the home.


Through the efforts of ACCH and other organizations, increasing attention has been paid to the psychological and emotional effects of hospitalization during childhood. In response to greater knowledge about the emotional effects of illness and hospitalization, hospital policies and health care services for children have changed. Twenty-four-hour parental and sibling visitation policies and home care services have become common. The psychological preparation of children for hospitalization and surgery has become standard nursing practice. Many hospitals have established child life programs to help children and their families cope with the stress of illness. Shorter hospital stays, home care, and day surgery also have helped minimize the emotional effects of hospitalization and illness on children.



Current Trends in Child Health Care

During recent years the government, insurance companies, hospitals, and health care providers have made a concerted effort to reform health care delivery in the United States and to control rising health care costs. This trend has involved a change in where and how money is spent. In the past, most of the health care budget was spent in acute care settings, where the facility charged for services after the services were provided. Because hospitals were paid for whatever materials and services they provided, they had no incentive to be efficient or cost conscious. More recently, the focus has been on health promotion, the provision of care designed to keep people healthy and prevent illness.


In late 2010, the U.S. Department of Health and Human Services (USDHHS) launched Healthy People 2020, a comprehensive, nationwide health promotion and disease-prevention agenda that builds on groundwork initiated 30 years ago. Developed with input from widely diverse constituencies, Healthy People 2020 expands on goals and objectives developed for Healthy People 2010. Although a major focus of Healthy People 2010 was reducing disparities and increasing access to care, Healthy People 2020 reemphasizes that goal and expands it to address “determinants of health,” or those factors that contribute to keeping people healthy and achieving high quality of life (USDHHS, 2010b). See www.healthypeople.gov to see and download objectives. Many of the national health objectives in Healthy People 2020 are applicable to children and families. In fact, among the 13 new and additional topic areas, 2, Adolescent Health and Early and Middle Childhood, are specifically directed to the health of children and adolescents. Benchmarks that will evaluate progress toward achieving the Healthy People 2020 objectives are called “Foundation Health Measures” and these include general health status, health-related quality of life and well-being, determinants of health, and presence of disparities (USDHHS, 2010b). National data measuring the objectives are gathered from federal and state departments and from voluntary private, nongovernmental organizations.


The focus of nursing care of children has changed as national attention to health promotion and disease prevention has increased. Even acutely ill children have only brief hospital stays because increased technology has facilitated parents’ ability to care for children in the home or community setting. Most acute illnesses are managed in ambulatory settings, leaving hospital admission for the extremely acutely ill or children with complex medical needs. Nursing care for hospitalized children has become more specialized, and much nursing care is provided in community settings such as schools and outpatient clinics.

Cost Containment

Recently, the government, insurance companies, hospitals, and health care providers have made a concerted effort to reform health care delivery in the United States and control rising costs. This trend has involved a change in where and how money is spent.


One way in which those paying for health care have attempted to control costs is by shifting to a prospective form of payment. In this arrangement, patients no longer pay whatever charges the hospital determines for service provided. Instead, a fixed amount of money is agreed to in advance for necessary services for specifically diagnosed conditions. Any of several strategies have been used to contain the cost of services.

Diagnosis-Related Groups

Diagnosis-related groups (DRGs) are a method of classifying related medical diagnoses based on the amount of resources that are generally required by the patient. This method became a standard in 1987, when the federal government set the amount of money that would be paid by Medicare for each DRG. If the facility delivers more services or has greater costs than what it will be reimbursed for by Medicare, the facility must absorb the excess costs. Conversely, if the facility delivers the care at less cost than the payment for that DRG, the facility keeps the remaining money. Health care facilities working under this arrangement benefit financially if they can reduce the patient’s length of stay and thereby reduce the costs for service. Although the DRG system originally applied only to Medicare patients, most states have adopted the system for Medicaid payments, and most insurance companies use a similar system.

Managed Care

Health insurance companies also examined the cost of health care and instituted a health care delivery system that has been called managed care. Examples of managed care organizations are health maintenance organizations (HMOs), point of service plans (POSs), and preferred provider organizations (PPOs). HMOs provide relatively comprehensive health services for people enrolled in the organization for a set fee or premium. Similarly, PPOs are groups of health care providers who agree to provide health services to a specific group of patients at a discounted cost. When a patient needs medical treatment, managed care includes strategies such as payment arrangements and preadmission or pretreatment authorization to control costs.


Managed care, provided appropriately, can increase access to a full range of health care providers and services for women and children, but it must be closely monitored. Nurses serve as advocates in the areas of preventive, acute, and chronic care for women and children. The teaching time lines for preventive and home care have been shortened drastically, and the call to “begin teaching the moment the child or woman enters the health care system” has taken on a new meaning. Women, parents of the child, and other caregivers are being asked to do procedures at home that were once done by professionals in a hospital setting. Systems must be in place to monitor adherence, understanding, and the total care of a patient. Assessment and communication skills need to be keen, and the nurse must be able to work with specialists in other disciplines.

Capitated Care

Capitation may be incorporated into any type of managed care plan. In a pure capitated care plan, the employer (or government) pays a set amount of money each year to a network of primary care providers. This amount might be adjusted for age and sex of the patient group. In exchange for access to a guaranteed patient base, the primary care providers agree to provide general health care and to pay for all aspects of the patient’s care, including laboratory work, specialist visits, and hospital care.


Capitated plans are of interest to employers as well as the government because they allow a predictable amount of money to be budgeted for health care. Patients do not have unexpected financial burdens from illness. However, patients lose most of their freedom of choice regarding who will provide their care. Providers can lose money (1) if they refer too many patients to specialists, who may have no restrictions on their fees, (2) if they order too many diagnostic tests, or (3) if their administrative costs are too high. Some health care providers and consumers fear that cost constraints might affect treatment decisions.


Effects of Cost Containment

Prospective payment plans have had major effects on maternal and infant care, primarily in relation to the length of stay. Mothers who have a normal vaginal birth are typically discharged from the hospital at 48 hours after birth and 96 hours for cesarean births, unless the woman and her health care provider choose an earlier discharge time. This leaves little time for nurses to adequately teach new parents newborn care and to assess infants for subtle health issues. Nurses find providing adequate information about infant care is especially difficult when the mother is still recovering from childbirth. Problems with earlier discharge of mother and infant often require readmission and more expensive treatment than might have been needed if the problem had been identified early.


Another concern in regard to cost containment is that some children with chronic health conditions have been denied care or denied insurance coverage because of preexisting conditions. Denying care can worsen a child’s condition, resulting in higher cost for the health care system, not to mention greater emotional cost for the child and family.


Despite efforts to contain costs related to the provision of health care in the United States, the percentage of the total government expenditures for services (gross domestic product [GDP]) allocated to health care was 17.6% in 2009, markedly higher than many similar developed countries (Centers for Medicare and Medicaid, 2011; Kaiser Family Foundation, 2011). This percentage has nearly doubled since 1980 and, without true health care reform, is expected to continue to increase.


In March 2010, the Patient Protection and Affordable Care Act was signed into law. Designed to rein in health care costs while increasing access to the underserved, provisions of this law are to be phased in over the course of 4 years (USDHHS, 2011b). In general, improved access will occur through access to affordable insurance coverage for all citizens. Persons who do not have access to insurance coverage through employer-provided insurance plans will be able to purchase insurance through an insurance exchange, which will offer a variety of coverage options at competitive rates (USDHHS, 2011b). Several of the provisions of this law specifically address the needs of children and families. They include the following (USDHHS, 2011b):




• Prohibiting insurance companies from denying care based on preexisting conditions for children younger than 19 years


• Keeping young adults on their family’s health insurance plan until age 26 years


• Coordinated management for children and other individuals with chronic diseases


• Expanding the number of community health centers


• Increasing access to preventive health care


• Providing for home visits to pregnant women and newborns


• Supporting states to expand Medicaid coverage


• Providing additional funding for the Children’s Health Insurance Program (CHIP)





An additional provision of the Affordable Care Act is the creation of accountable care organizations (ACOs). These are groups of hospitals, physicians’ offices, community agencies, and any agency that provides health care to patients. Enhancing patient-centered care, the ACO collaborates on all aspects of coordination, safety, and quality for individuals within the organization. The ACO will reduce duplication of services, decrease fragmentation of care, and give more control to patients and families (USDHHS, 2011a).


Cost containment measures have also altered traditional ways of providing patient-centered care. There is an increased focus on ensuring quality and safety through such approaches as case management, use of clinical practice guidelines and evidence-based nursing care, and outcomes management.

Case Management

Case management is a practice model that uses a systematic approach to identify specific patients, determine eligibility for care, arrange access to appropriate resources and services, and provide continuity of care through a collaborative model (Lyon & Grow, 2011). In this model, a case manager or case coordinator, who focuses on both quality of care and cost outcomes, coordinates the services needed by the patient and family. Inherent to case management is the coordination of care by all members of the health care team. The guidelines established in 1995 by the Joint Commission require an interdisciplinary, collaborative approach to patient care. This concept is at the core of case management. Nurses who provide case management evaluate patient and family needs, establish needs documentation to support reimbursement, and may be part of long-term care planning in the home or a rehabilitation facility.

Evidence-Based Nursing Care

The Agency for Healthcare Research and Quality (AHRQ), a branch of the U.S. Public Health Service, actively sponsors research in health issues facing mothers and children. From research generated through this agency, as well as others, high-quality evidence can be accumulated to guide the best and lowest cost clinical practices. Focus of research from AHRQ is primarily on access to care for mothers, infants, children, and adolescents. This includes such topics as timeliness of care (care is provided as soon as necessary), patient centeredness (quality of communication with providers), coordination of care for children with chronic illnesses, access to a medical home, and safe medication delivery systems (AHRQ, 2011). Effectiveness of health care also is a priority for research funding; this focus area includes immunizations, preventive vision care, preventive dental care, weight monitoring, and mental health and substance abuse monitoring (AHRQ, 2011). Clinical practice guidelines are an important tool in developing parameters for safe, effective, and evidence-based care for mothers, infants, children, and families. AHRQ has developed several guidelines related to adult and child care, as have other organizations and professional groups concerned with children’s health. Important children’s health issues, which include quality and safety improvements, enhanced primary care, access to quality care, and specific illnesses, are addressed in available practice guidelines. For detailed information, see the website at www.ahcpr.gov or www.guidelines.gov.


The Institute of Medicine (IOM, 2011) has published standards for developing practice guidelines to maximize the consistency within and among guidelines, regardless of guideline developers. The IOM recommends inclusion of important information and process steps in every guideline. This includes ensuring diversity of members of a clinical guideline group; full disclosure of conflict of interest; in-depth systematic reviews to inform recommendations; providing a rationale, quality of evidence, and strength of recommendation for each recommendation made by the guideline committee; and external review of recommendations for validity (IOM, 2011). Standardization of clinical practice guidelines will strengthen evidence-based care, especially for guidelines developed by nurses or professional nursing organizations.

Outcomes Management

The determination to lower health care costs while maintaining the quality of care has led to a clinical practice model called outcomes management. This is a systematic method to identify outcomes and to focus care on interventions that will accomplish the stated outcomes for children with specific issues, such as the child with asthma.

Nurse Sensitive Indicators

In response to recent efforts to address both quality and safety issues in health care, various government and privately funded groups have sponsored research to identify patient care outcomes that are particularly dependent on the quality and quantity of nursing care provided. These outcomes, called nurse sensitive indicators, are based on empirical data collected by such organizations as the AHRQ and the National Quality Forum (NQF), and represent outcomes that improve with optimal nursing care (American Nurses Association [ANA], 2011; Lacey, Smith, & Cox, 2008). The following are in the process of development and delineation for pediatric nurses: adequate pain assessment, peripheral intravenous infiltration, pressure ulcer, catheter-related bloodstream infection, smoking cessation for adolescents, and obesity (ANA, 2011; Lacey et al. 2008). Nurses need to use evidence-based intervention to improve these patient outcomes.

Variances

Deviations, or variances, can occur in either the time line or in the expected outcomes. A variance is the difference between what was expected and what actually happened. A variance may be positive or negative. A positive variance occurs when a child progresses faster than expected and is discharged sooner than planned. A negative variance occurs when progress is slower than expected, outcomes are not met within the designated time frame, and the length of stay is prolonged.

Clinical Pathways

One planning tool used by the health care team to identify and meet stated outcomes is the clinical pathway. Other names for clinical pathways include critical or clinical paths, care paths, care maps, collaborative plans of care, anticipated recovery paths, and multidisciplinary action plans. Clinical pathways are standardized, interdisciplinary plans of care devised for patients with a particular health problem. The purpose, as in managed care and case management, is to provide quality care while controlling costs. Clinical pathways identify patient outcomes, specify time lines to achieve those outcomes, direct appropriate interventions and sequencing of interventions, include interventions from a variety of disciplines, promote collaboration, and involve a comprehensive approach to care. Home health agencies use clinical pathways, which may be developed in collaboration with hospital staff.


Clinical pathways may be used in various ways. For example, they may be used for change-of-shift reports to indicate information about length of stay, individual needs, and priorities of the shift for each patient. They also may be used for documentation of the person’s nursing care plan and his or her progress in meeting the desired outcomes. The clinical pathway for a new mother may include care of her infant at term. Many pathways are particularly helpful in identifying families that need follow-up care.




Home Care

Home nursing care has experienced dramatic growth since 1990. Advances in portable and wireless technology, such as infusion pumps for administering intravenous nutrition or subcutaneous medications and various monitoring devices, such as telemonitors, allow nurses, and often patients or family, to perform procedures and maintain equipment in the home. Consumers often prefer home care because of decreased stress on the family when the patient is able to remain at home rather than be separated from the family support system because of the need for hospitalization. Optimal home care also can reduce readmission to the hospital for adults and children with chronic conditions.


Home care services may be provided in the form of telephone calls, home visits, information lines, and lactation consultations, among others. Online and wireless technology allows nurses to evaluate data transmitted from home. Infants with congenital anomalies, such as cleft palate, may need care that is adapted to their condition. Moreover, greater numbers of technology-dependent infants and children are now cared for at home. The numbers include those needing ventilator assistance, total parenteral nutrition, intravenous medications, apnea monitoring, and other device-associated nursing care.


Nurses must be able to function independently within established protocols and must be confident of their clinical skills when providing home care. They should be proficient at interviewing, counseling, and teaching. They often assume a leadership role in coordinating all the services a family may require, and they frequently supervise the work of other care providers.

Community Care

A model for community care of children is the school-based health center. School-based health centers provide comprehensive primary health care services in the most accessible environment. Students can be evaluated, diagnosed, and treated on site. Services offered include primary preventive care, including health assessments, anticipatory guidance, vision and hearing screenings, and immunizations; acute care; prescription services; and mental health and counseling services. Some school-based health centers are sponsored by hospitals, local health departments, and community health centers. Many are used in off hours to provide health care to uninsured adults and adolescents.

Access to Care

Access to care is an important component when evaluating preventive care and prompt treatment of illness and injuries. Access to health care is strongly associated with having health insurance. The American Academy of Pediatrics (AAP, 2010) has issued a policy statement that states, “All children must have access to affordable and comprehensive quality care” (p. 1018). This care should be ensured through access to comprehensive health insurance that can be carried to wherever the child and family reside, provide continuous coverage, and allow for free choice of health providers (AAP, 2010).


Having health insurance coverage, usually employer sponsored, often determines whether a person will seek care early in the course of a pregnancy or an illness. Many private health plans have restrictions such as prequalification for procedures, drugs that the plan covers, and services that are covered. People with employer-sponsored health insurance often find that they must change providers each year because the available plans change, a situation that may negatively affect the provider-patient relationship. As the Affordable Care Act is phased in over the next few years, these issues may be resolved.

Public Health Insurance Programs

Despite improvements in federal and state programs that address children’s health needs, the number of uninsured children in the United States was 7.5 million in 2009 (most recent figure reported); this represents 10% of children younger than age 18 (Figure 1-2). Health insurance coverage varies among children by poverty, age, race, and ethnic origin (DeNavas-Walt, Proctor, & Smith, 2010). The proportion of children with health insurance is lowest among Hispanic children compared with white children and lower among poor, near-poor, and middle-income children compared with high-income children (Forum on Child and Family Statistics, 2011). Nearly 23% of children in the United States are underinsured, meaning that their resources are not sufficient to meet their health care needs (Health Resources and Services Administration [HRSA], 2010a).
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FIG 1-2 Uninsured Children by Poverty Status, Household Income, Age, Race and Hispanic Origin, and Nativity, 2009.
Federal surveys now give respondents the option of reporting more than one race. This figure shows data using the race-alone concept. For example, Asian refers to people who reported Asian and no other race. (From DeNavas-Walt, C., Proctor, B. D., Smith J. C., U.S. Census Bureau. [2010]. Current population reports: Income, poverty, and health insurance coverage in the United States: 2009, P60-238, Washington, DC: U.S. Government Printing Office.)



Children in poor and near-poor families are more likely to be uninsured (15.1%) (DeNavas-Walt et al., 2010), have unmet medical needs, receive delayed medical care, have no usual provider of health care, and have higher rates of emergency room service than children in families that are not poor. Greater than 6% of all children have no usual place of health care (Forum on Child and Family Statistics, 2011).


Public health insurance for children is provided primarily through Medicaid, a federal program that provides health care for certain populations of people living in poverty, or the CHIP (formerly the State Children’s Health Insurance Program), a program that provides access for children not poor enough to be eligible for Medicaid, but whose household income is less than 200% of poverty level. In 2009, funding was renewed for CHIP through the Children’s Health Insurance Program Reauthorization Act (CHIPRA); since that time, the number of children insured by Medicaid and CHIP increased by 2.6 million (USDHHS, 2010a).


Medicaid covered 34.5% of children younger than age 18 years in 2009 (National Center for Health Statistics [NCHS], 2011). Medicaid provides health care for the poor, aged, and disabled, with pregnant women and young children especially targeted. Medicaid is funded by both the federal government and individual state governments. The states administer the program and determine which services are offered.

Preventive Health

Oral health of children in the United States has become a topic of increasing focus. Services available through Medicaid are limited, and many dentists do not accept children who are insured by Medicaid. Racial and ethnic disparities exist in this area of health, with a high percentage of non-Hispanic Black school-age children and Mexican-American children having untreated dental caries as compared to non-Hispanic white children (Forum on Child and Family Statistics, 2011). In addition, maternal periodontal disease is emerging as a contributing factor to prematurity, with its adverse effects on the child’s long-term health.


Besides the obvious implication of not having health insurance—the inability to pay for health care during illness—another important effect on children who are not insured exists: They are less likely to receive preventive care such as immunizations and dental care. This places them at increased risk for preventable illnesses and, because preventive health care is a learned behavior, these children are more likely to become adults who are less healthy.



Health Care Assistance Programs

Many programs, some funded privately, others by the government, assist in the care of mothers, infants, and children. The WIC program, which was established in 1972, provides supplemental food supplies to low-income women who are pregnant or breastfeeding and to their children up to the age of 5 years. WIC has long been heralded as a cost-effective program that not only provides nutritional support but also links families with other services, such as prenatal care and immunizations.


Medicaid’s Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program was developed to provide comprehensive health care to Medicaid recipients from birth to 21 years of age. The goal of the program is to prevent health problems or identify them before they become severe. This program pays for well-child examinations and for the treatment of any medical problems diagnosed during such checkups.


Public Law 99-457 is part of the Individuals with Disabilities Education Act that provides financial incentives to states to establish comprehensive early intervention services for infants and toddlers with or at risk for developmental disabilities. Services include screening, identification, referral, and treatment. Although this is a federal law and entitlement, each state bases coverage on its own definition of developmental delay. Thus coverage may vary from state to state. Some states provide care for at-risk children.


The Healthy Start program, begun in 1991, is a major initiative to reduce infant deaths in communities with disproportionately high infant mortality rates. Strategies used include reducing the number of high-risk pregnancies, reducing the number of low-birth-weight and preterm births, improving birth-weight–specific survival, and reducing specific causes of postneonatal mortality.


The March of Dimes, long an advocate for improving the health of infants and children, launched its Prematurity Campaign in 2003. Designed to reduce the devastating toll that prematurity takes on the population, the campaign emphasizes education, research, and advocacy. The incidence of prematurity increased 30% since 1981, often resulting in permanent health or developmental problems for survivors of early birth. The current percentage of babies born prematurely (less than 37 weeks) is one in every eight newborns (12.5%) in the United States (March of Dimes, 2011). Late preterm births (34 to 36 weeks) account for 70% of the preterm births and have an increased risk for early death compared with infants delivered at term (Martin et al., 2010; www.modimes.org/mission/prematurity).

Statistics on Maternal, Infant, and Child Health

Statistics are important sources of information about the health of groups of people. The newest statistics about maternal, infant, and child health for the United States can be obtained from the National Center for Health Statistics (www.cdc.gov/nchs).

Maternal and Infant Mortality

Throughout history, women and infants have had high death rates, especially around the time of childbirth. Infant and maternal mortality rates began to decrease when the health of the general population improved, basic principles of sanitation were put into practice, and medical knowledge increased. A further large decrease was a result of the widespread availability of antibiotics, improvements in public health, and better prenatal care in the 1940s and 1950s. Today mothers seldom die in childbirth, and the infant mortality rate is decreasing, although the rate of change has slowed for both. Racial inequality of maternal and infant mortality rates continues, with nonwhite groups having higher mortality rates than white groups.

Maternal Mortality

In 2007, the maternal mortality rate was 10.2 per 100,000 live births for all women in the United States. Black or African-American women are more likely to die from birth-related causes than white women. The maternal mortality rate for Black women is 23.8, whereas for white women it is 7.7 (NCHS, 2011). Maternal mortality is based on complications of pregnancy, birth, and postpartum and may extend beyond 42 days.

Infant Mortality

Between 1950 and 1990, infant mortality dropped from 29.2 to 9.2 deaths per 1000 live births. The infant mortality rate (death before the age of 1 year) has decreased slightly from 7 per 1000 in 2002 to 6.7 per 1000 in 2007. The neonatal mortality rate (death before 28 days of life) dropped to 4.4 deaths per 1000 live births in 2007. The five leading causes of infant mortality for 2007 include congenital malformations, deformations, and chromosome abnormalities; sudden infant death syndrome (SIDS); newborn problems related to maternal complications; and unintentional injury.


The decrease in the infant mortality rate is attributed to better neonatal care and to public awareness campaigns such as the Back to Sleep campaign to reduce the occurrence of sudden infant death syndrome. The Back to Sleep campaign, for example, has contributed to a reduction of more than 50% in the number of deaths attributed to SIDS in the United States since 1980 (Mathews & MacDorman, 2011; NCHS, 2011; Xu, Kochanek, Murphy, & Tejada-Vera, 2010).

Racial Disparity for Mortality

Although infant mortality rates in the United States have declined overall, they have declined faster for non-Hispanic white than for non-Hispanic Black infants. The mortality rate in 2007 for white infants was 5.6. For African-American infants, the rate was 13.2 (NCHS, 2011; Xu et al., 2010). Figure 1-3 compares the rates of infant mortality for all races and for whites and Blacks or African-Americans since 1950.
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FIG 1-3 Infant mortality rates, 1950-2007 (From www.infoplease.com.)






The racial differences in both maternal and infant mortality rates are obvious when rates for African-Americans are compared with those for other races. Much of the racial disparity for infant mortality is attributable to premature (born before 37 completed weeks) and low-birth-weight infants (less than 2500 g), both more common among African-American infants. Premature and low-birth-weight infants have a greater risk for short- and long-term health problems, as well as death (March of Dimes, 2011).


Poverty is an important factor. Proportionally more nonwhites than whites are poor in the United States. Poor people are less likely to be in good health, to be well nourished, or to get the health care they need. Obtaining care becomes vital during pregnancy and infancy, and lack of care is reflected in the high mortality rates in all categories.

International Infant Mortality

One would expect that a nation such as the United States would have one of the lowest infant mortality rates when compared with other developed countries. However, data from 2011 show the most current data (2007) to place the United States 25th in the list of infant mortality rates of developed countries globally (Table 1-2) (NCHS, 2011; Mathews & MacDorman, 2011). International rankings are difficult to compare because countries differ in how they report live births. Preterm (<37 weeks) infant mortality is lower in the United States than most European countries but infant mortality rates for infants at 37 weeks or older are higher in the United States (MacDorman & Mathews, 2009).




TABLE 1-2


INFANT MORTALITY DATA FOR SELECTED COUNTRIES (BASED ON 2007 DATA)








	COUNTRY

	INFANT MORTALITY (PER 1000 LIVE BIRTHS)









	Luxembourg

	1.8





	Iceland

	2.0





	Sweden

	2.5





	Japan

	2.6





	Finland

	2.7





	Czech Republic, Ireland, Norway

	3.1





	Portugal

	3.4





	Greece

	3.6





	Austria, Italy, Spain

	3.7





	Germany, Switzerland

	3.9





	Belgium, Denmark

	4.0





	Netherlands

	4.1





	Australia

	4.2





	New Zealand, United Kingdom

	4.8





	Hungary

	5.9





	Poland

	6.0





	Slovak Republic

	6.1





	United States

	6.8





	Mexico

	15.7





	Turkey

	20.7








From National Center for Health Statistics. (2011). Health United States, 2011 with special feature on death and dying. Hyattsville, MD; Mathews, T. J., & MacDonald, M. (2011). Infant mortality statistics from the 2007 period. Linked birth/infant death data set. National Vital Statistics Reports, 59(6). National Vital Statistics System,. National Center for Health Statistics. Retrieved from www.cdc.gov.






Adolescent Births

Teenage childbearing has been a long-standing concern in the United States. Young mothers are more likely to deliver low-birthweight (LBW) or preterm infants than older women. The babies of teen mothers have a greater risk for dying in infancy. And the public costs of teen births is estimated to be $9.1 billion. That adolescent birth rates in the United States have fallen to historic lows in 2009 does not remove the health risks for mother and child.


Births to girls age 15 to 19 years decreased from a 1991 peak of 61.8 births per 1000 girls to 39.1 births per 1000 girls. Births to girls in different age groups have had some of the largest single year decreases from 2008 to 2009:



• Teenagers 10 to 14 years: 0.5 per 1000, lowest ever reported


• Teenagers 15 to 17 years: decreased 7% to 20.1 per 1000, largest drop since 2000


• Teenagers 18 to 19 years: decreased 6% to 66.2 per 1000, largest drop since 1971



Births to non-Hispanic whites and non-Hispanic Blacks decreased 2%, and births to Hispanics decreased 5%. Asian/Pacific Islander teen birth rates decreased 4%, but birth rates for American Indian/Alaska native teens had little change. Births in 2008 totaled 0.6 per 1000 (10 to 14 years), 21.7 per 1000 (15 to 17 years), and 79.6 per 1000 (18 to 19 years) (Martin et al., 2010; Mathews et al., 2010; Ventura & Hamilton, 2011).

Childhood Mortality

Death rates for children have significantly declined over the past 20 years. Table 1-3 shows the leading causes of death in children. Although death rates attributed to unintentional injury also have dropped, they are still the leading cause of death in children aged 1 to 19 years. Motor vehicle crashes lead the causes of death from unintentional injury, followed by drowning, fire-related injury, and death by firearm (Forum on Child and Family Statistics, 2011). Homicide has become the third leading cause of death in children ages 1 to 4 years and is the fourth leading cause of death for children 5 to 14 years; homicide remains the second leading cause of death for older adolescents, followed by suicide (NCHS, 2011). Other common causes of death in children include congenital malformations, cancer, and cardiac and respiratory diseases. Self-inflicted injury is a leading cause of death in the adolescent population (Forum on Child and Family Statistics, 2011).




TABLE 1-3


LEADING CAUSES OF DEATH AMONG CHILDREN AGES 1 TO 14 YEARS: DEATH RATES PER 100,000










	AGES 1 TO 4 YEARS









	Unintentional injury

	8.5





	Congenital malformations

	2.8





	Homicide

	2.3





	Cancer

	2.0





	Heart disease

	.9





	AGES 5 TO 14 YEARS





	Unintentional injury

	4.1





	Cancer

	2.2





	Congenital malformations

	.9





	Homicide

	.8





	Heart disease

	.5
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From Federal Interagency Forum on Child and Family Statistics. (2011). Child injury and mortality: Death rates among children ages 1-14 by gender, race, and Hispanic origin and all causes and all injury causes, selected years 1980-2009. In America’s children: Key national indicators of wellbeing, 2011. Retrieved from www.childstats.gov.




Morbidity

Morbidity describes illness. The morbidity rate is the ratio of sick to well people in a population and is presented as the number of ill people per 1000 population. This term is used in reference to acute and chronic illness as well as disability. Because morbidity statistics are collected and updated less frequently than mortality statistics, presentation of current data in all areas of child health is difficult.


Diseases of the respiratory system, which include bronchitis or bronchiolitis, asthma, and pneumonia, are a major cause of hospitalization for children younger than 18 years (NCHS, 2011). A reported 10% of children in the United States currently have asthma; approximately 5% of these report having one or more acute episodes during the previous year (Forum on Child and Family Statistics, 2011). Other health problems of significant concern include: obesity (19%), activity limitations related to chronic disease (9%), depression (8%), and emotional or behavioral difficulties (5%) (Forum on Child and Family Statistics, 2011). Dental decay is one of the most preventable of chronic diseases in children, yet between 25% and 50% of children in the United States suffer from tooth decay. The prevalence of decay is higher for children living in poverty and those from some racial and ethnic groups (Centers for Disease Control and Prevention [CDC], National Center for Chronic Disease Prevention and Health Promotion, 2011). Statistics regarding morbidity related to particular disorders are presented throughout this text as the disorders are discussed.


The Youth Risk Behavior Surveillance System conducts a national survey of students in grades 9 to 12 every 2 years on the odd year. The CDC (2011) has identified categories of health risk behaviors among youth that contribute to increased morbidity rates: tobacco use; unhealthy dietary behaviors; inadequate physical activity; alcohol and other drug use; sexual risk behaviors and behaviors that result in intentional injuries (violence, suicide) and unintentional injuries (motor vehicle crashes). The YRBSS also monitors obesity and asthma in adolescents.


A link exists between children living in poverty and poorer health outcomes. Children who live in families of higher income and higher education have a better chance of being born healthy and remaining healthy. Access to health care, the health behaviors of parents and siblings, and exposure to environmental risks are among the factors contributing to the disparity in children’s health (Forum on Child and Family Statistics, 2011; NCHS, 2011).


Ethical Perspectives on Maternity, Women’s Health, and Child Nursing

Maternal–Child health nurses often struggle with ethical and social dilemmas that affect families. Nurses must know how to approach these issues in a knowledgeable and systematic way.

Ethics and Bioethics

Ethics involves determining the best course of action in a certain situation. Ethical reasoning is the analysis of what is morally right and reasonable. Bioethics is the application of ethics to health care. Ethical behavior, or principle-based ethics, for nurses is discussed in various codes, such as the ANA Code for Nurses. Ethical issues have become more complex as developing technology has allowed more options in health care. These issues are controversial because there is lack of agreement over what is right or best, and because moral support is possible for more than one course of action.

Ethical Dilemmas

An ethical dilemma is a situation in which no solution seems completely satisfactory. Opposing courses of action may seem equally desirable, or all possible solutions may seem undesirable. Ethical dilemmas are among the most difficult situations in nursing practice. Finding solutions involves applying ethical theories and principles and determining the burdens and benefits of any course of action.

Ethical Principles

Ethical principles are important in solving ethical dilemmas. Four of the most important principles are beneficence, nonmaleficence, autonomy, and justice (Box 1-1). Although principles guide decision making, in some situations it may be impossible to apply one principle without encountering conflict with another. In such cases, one principle may outweigh another in importance.




BOX 1-1


ETHICAL PRINCIPLES



• Beneficence. One is required to do or promote good for others.


• Nonmaleficence. One must avoid risking or causing harm to others.


• Autonomy. People have the right to self-determination. This includes the right to respect, privacy, and the information necessary to make decisions.


• Justice. All people should be treated equally and fairly regardless of disease or social or economic status. Rendering to others what is due them.





For example, treatments designed to be beneficial may also cause some harm. A cesarean birth may prevent permanent harm to a fetus in distress. However, the surgery that saves the fetus also harms the mother, causing pain, temporary disability, and possible financial hardship. Both mother and health care providers may decide that the principle of beneficence outweighs the principle of nonmaleficence. A third possibility is that if the mother does not want surgery, the principles of autonomy and justice must also be considered. Is the mother’s right to determine what happens to her body more or less important than the right of the fetus to fair and equal treatment expected to be beneficial? Confidentiality is a cornerstone in health care relationships between multiple providers of care and is mandated by the Health Insurance Portability and Accountability Act (HIPAA). So does a woman’s sexual partner have the right to know that she has been diagnosed with a sexually transmitted disease? What if the infection is HIV? What if the HIV infection has occurred in a 14-year-old girl? Can her parents be notified if she does not give consent (Hobel, Lu, & Gambone, 2010; Stephenson, 2011)?

Solving Ethical Dilemmas

Although using a specific approach does not guarantee a right decision, it provides a logical, systematic method for going through the steps of decision making.


Decision making in ethical dilemmas may seem straightforward, but it may not result in answers agreeable to everyone. Many agencies therefore have bioethics committees to formulate policies for ethical situations, provide education, and help make decisions in specific cases. The committees include a variety of professionals such as nurses, physicians, social workers, ethicists, and clergy members. The patient and family also participate, if possible. A satisfactory solution to ethical dilemmas is more likely to occur when a variety of people work together.


Ethical dilemmas also may have legal ramifications. For example, although the American Medical Association has stated that anencephalic organ donation is ethically permissible, it may be illegal. In many states, the legal criteria for death include cardiopulmonary as well as brain death.


Ethical Concerns in Reproduction

Ethical issues often confront health care providers, families, and society at large. For example, conflicts between a woman and her fetus occur when the woman’s needs, behavior, or wishes may injure the fetus. Caregivers and society may respond to issues such as elective abortion, substance abuse, or a mother’s refusal to follow advice of health professionals with anger rather than support. Pediatric ethical and legal issues may include choice of treatments out of the mainstream or refusal of medical treatment for a minor child in their custody.

Elective Pregnancy Termination

A woman’s choice to have a pregnancy terminated electively, or an induced abortion, was a volatile legal, social, and political issue even before the Roe v. Wade decision by the U.S. Supreme Court in 1973. Before that time, states could prohibit induced abortion, making the procedure illegal. In Roe v. Wade, the court stated that abortion was legal anywhere in the United States and that existing state laws prohibiting induced abortion were unconstitutional because they interfered with the mother’s constitutional right to privacy. The Supreme Court decision stipulated that (1) a woman could obtain an abortion at any time during the first trimester, (2) the state could regulate abortions during the second trimester only to protect the woman’s health, and (3) the state could regulate or prohibit abortion during the third trimester, except when the mother’s life might be jeopardized by continuing the pregnancy. Since 1973, many state laws have been upheld or struck down by Supreme Court decisions (Box 1-2).




BOX 1-2


SUPREME COURT DECISIONS ON ABORTION SINCE ROE V. WADE



• 1976: States cannot give a husband veto power over his wife’s decision to have an abortion.


• 1977: States do not have an obligation to pay for abortions as part of government-funded health care programs (considered by abortion rights advocates to be unfair discrimination against poor women who are unable to pay for an abortion).


• 1979: Physicians have broad discretion in determining fetal viability, and states have leeway to restrict abortions of viable fetuses.


• 1979: States may require parental consent for minors seeking abortions as long as an alternative, such as a minor getting a judge’s approval, is also available.


• 1989: Upheld a Missouri law barring abortions performed in public hospitals and clinics or performed by public employees. Also required physicians to conduct tests for fetal viability at 20 weeks of gestation.


• 1990: States may require notification of both parents before a woman younger than 18 years has an abortion. A judge can authorize the abortion without parental consent.


• 1992: Validated Pennsylvania law imposing restrictions on abortions. The restrictions upheld include the following:


• A woman must be told about fetal development and alternatives to abortion.


• She must wait at least 24 hours after this explanation before having an abortion.


• Unmarried women younger than 18 years must obtain consent from their parents or a judge.


• Physicians must keep detailed records of each abortion, subject to public disclosure.


• Struck down only one requirement of the Pennsylvania law: that a married woman must inform her husband before having an abortion.


• 1993: Rescinded the so-called gag rule, which restricted the counseling that health care professionals (with the exception of physicians) could provide at federally funded family planning clinics.


• 1995: Upheld a ruling that states cannot withhold state funds for abortions in case of pregnancies resulting from rape or incest or when the mother’s life is in danger.


• 2000: Struck down a Nebraska law making late-term abortions illegal. The court held that the law placed undue burden on the pregnant woman because there was no provision for late abortion to protect the woman’s health.





Two conflicting major issues continue to be belief that elective termination of pregnancy is a private choice and belief that this choice is taking a life. Presidential candidates are confronted with the national abortion issue and their personal beliefs. Nurses also have personal beliefs about these two issues and those beliefs affect professional practice.

Belief that Induced Abortion is a Private Choice

At the heart of political action to keep induced abortion legal is the conviction that women have the right to make decisions about their reproductive function on the basis of their own ethical and moral beliefs and that the government has no place in these decisions. Advocates of the legal right point out that induced abortion, either legal or illegal, has always been a reality of life and will continue to be so, regardless of legislation or judicial rulings. Advocates express concern about the unsafe conditions that accompany illegal abortion, citing the deaths that occurred as a result of illegal abortions performed before the Roe v. Wade decision.

Belief that Elective Pregnancy Termination is Taking a Life

Many people believe that legalized abortion condones taking a life and feel morally bound to protect the lives of fetuses. People opposed to abortion have demonstrated their commitment by organizing to become a potent political force. They have willingly been arrested for civil disobedience when they attempted to prevent admissions to clinics where abortions are performed.

Implications for Nurses

As health care professionals, nurses are involved in the conflict among differing beliefs about elective pregnancy termination. Nurses have their own beliefs about electively ending a pregnancy and respond in ways that illustrate the complexity of the issue and the ambivalence that it often produces. Nurses have several responsibilities that cannot be ignored. Nurses must



• Be informed about the induced abortion issue from a legal and ethical standpoint and know the regulations and laws in their state.


• Realize that abortion is an ethical dilemma that results in confusion, ambivalence, and personal distress for many.


• Recognize that the issue is not a dilemma for many but is a fundamental violation of the personal or religious views that give meaning to their lives.


• Acknowledge the sincere convictions and the strong emotions of people on all sides of the issue.



Personal values of each nurse contribute to what nurses are willing to do if confronted by a woman’s need for nursing care when having an elective abortion. For example, some nurses have no objection to participating in abortions. Others do not assist with elective pregnancy termination but may care for women after the procedure. Some nurses assist with a first-trimester abortion but may object to later abortions. Many nurses are comfortable assisting in abortion if the fetus has severe anomalies but are uncomfortable in other circumstances. Some nurses feel that they could not provide care before, during, or after an abortion and that they are bound by conscience to try to dissuade a woman from the decision to abort.


Nurses have no obligation to support a position with which they disagree. Many states have laws that allow nurses to refuse to assist with the procedure if elective pregnancy terminations violate ethical, moral, or religious beliefs. However, nurses have an ethical obligation to disclose this information before becoming employed in an institution that performs abortions. It would be unethical for a nurse to withhold this information until assigned to care for a woman having an abortion and then to refuse to provide care. Management must be informed by the nurse if he or she cannot provide compassionate care because of personal convictions so that appropriate care can be arranged (AWHONN, 2009b).


Fetal Injury

The question of whether a mother should be restrained or prosecuted for her actions that can cause injury to the fetus has both legal and ethical implications. Courts have issued jail sentences to women who have caused or who may cause fetal injury so that they cannot further harm the fetus with their actions. Women have been forced to undergo cesarean births against their will when physicians have testified that such a procedure was necessary to prevent fetal injury.


The state has an interest in protecting children, and the Supreme Court has ruled that a child has the right to begin life with a sound mind and body. Many states have laws requiring that evidence of prenatal drug exposure, which is considered child abuse, be reported. Women have been charged with negligence, involuntary manslaughter, delivering drugs to a minor, and child endangerment.


Yet forcing a woman to behave in a certain way because she is pregnant violates the principles of autonomy, self-determination of competent adults, bodily integrity, and personal freedom. Women are unlikely to seek prenatal care or treatment for substance abuse unless they feel safe from prosecution.


Ethical Concerns in Child Health Nursing

Ethical concerns can arise in many areas of child health care. For example, disclosure of HIV status to HIV-positive children who are entering middle school is an issue that brings up ethical differences between pediatric providers and parents (see Chapter 42). Two additional important areas are cessation of treatment and terminating life support.

Cessation of Treatment

The decision to cease treatment is an ethical situation that is always difficult and seems to be compounded when the patient is an infant or child. Children who would have died in the past can now have their lives extended through the use of life support. Parents must be involved in the decision-making process immediately and informed about available options. Laws in some states permit parents to provide advance directives for their minor children. When older children are involved, their views are considered.


In this age of resource allocation, debate centers on how to manage critical care resources. Many believe that these decisions should not be made at the bedside. The American Academy of Pediatrics, in its statement Ethics and the Care of Critically Ill Infants and Children (1996), encouraged society to engage in a thorough debate about the economic, cultural, religious, social, and moral consequences of imposing limits on which patients should receive intensive care.

Terminating Life Support

Decisions to terminate life-support systems continue to present gut-wrenching ethical and legal situations to nurses, especially when an infant or child is involved. Contrary to the common belief that such decisions should be determined by what is termed quality of life, the legal system plays a major role in this area of health care.


Frequently parents become attached to a primary care nurse and request that the nurse participate in the decision as to whether to terminate life support for their child. A nurse might be faced with such a situation in the neonatal intensive care unit (NICU) with a teenage parent of a premature infant with a congenital defect or in a chronic care oncology unit with a terminally ill child.


In such instances, a team conference should be arranged with the parent, primary nurse, physician, clergy (if applicable), and a hospital staff attorney who is knowledgeable about applicable laws in that particular state. Problems may arise when there is a discrepancy among what families, physicians, and nurses think is best.


The issue of when first to discuss with adolescents the idea of cardiopulmonary resuscitation, mechanical ventilation, and do-not-resuscitate (DNR) orders is always sensitive. Adolescents who have reached majority age must give consent if they are of sound mind. In most states, minority status ends at the age of 18 years.



Social Issues

Nurses are exposed to many social issues that influence health care and often have legal or ethical implications. Some of the issues that affect maternity and child health care include poverty, homelessness, access to care, and allocation of funds.

Poverty

Poverty is an underlying factor in problems such as inadequate access to health care and homelessness and is a major predictor for unmet health needs in children and adults. The percentage of children in the United States who are living in poverty (21%) has increased with the downturn in the national economy. Children younger than 5 years are more often found in families with incomes below the poverty line than are older children. Children in female-headed households are more likely to be living in poverty, and the poverty rate is nearly three times higher in Black and Hispanic households than in White non-Hispanic households (Forum on Child and Family Statistics, 2011).


Poverty affects the ability to access health care for any age-group and decreases opportunities linked with health promotion. Nurses can play a role in helping to meet the health care needs of mothers and their infants and children by recognizing the adverse effect of poverty on health and identifying poverty as a practice concern. Several of the Healthy People 2020 goals (USDHHS, 2010b) have implications for Maternal–Child nurses:




• To reduce the infant mortality rate to no more than 6.0 per 1000 live births and the childhood mortality rate to 25.7 per 100,000 for children 1 to 4 years old and 12.3 per 100,000 for children 5 to 9 years old and to similarly reduce the rate of adolescent deaths


• To reduce the incidence of low birth weight to no more than 7.8% (down from 8.2% in 2007) of live births and the incidence of very low birth weight to 1.4% of live births


• To ensure that 77.9 % of all pregnant women receive prenatal care in the first trimester of pregnancy


• To reduce preterm births to 8.1% of live births 34 to 36 weeks, 1.4% of live births 32 to 33 weeks, and 1.8% of live births at less than 32 weeks


• To achieve and maintain effective vaccination coverage levels for universally recommended vaccines in children from 19 to 35 months of age and increase routine vaccination coverage for adolescents


• To reduce, eliminate, or maintain elimination of cases of vaccine-preventable diseases


• To increase to 100% the proportion of people with health insurance





Poverty tends to breed poverty. Childbearing at an early age interferes with education and the ability to work. In low-income families, children may leave the educational system early, making them less likely to learn skills necessary to obtain good jobs.


The cycle of poverty (Figure 1-4) may continue from one generation to another as a result of hopelessness and apathy.
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FIG 1-4 The cycle of poverty.



Homelessness

Unemployment in the United States was 9.1% in mid-2011, increasing the risk for or presence of homelessness to many families who were previously middle income as well as those of low income. Homeless women as well as their children are poorly nourished and are exposed to tuberculosis, HIV infection, and sexually transmitted diseases. Rape and assault are problems, with a high rate of pregnancy among homeless girls. Infants born to homeless women are subject to low birth weight and have a greater likelihood of neonatal mortality. In addition to poverty contributing to homelessness among single mothers and their children, other factors include decreasing wages among the employed, lack of affordable housing, domestic violence, substance abuse, and mental illness. Homeless children are poorly nourished and are exposed to violence, experience school absences with subsequent learning difficulties, and are at risk for depression and other emotional consequences (National Coalition for the Homeless, 2009; National Conference of State Legislatures, 2011; National Resource Center on Homelessness and Mental Illness, 2009).


Pregnancy and birth, especially among teenagers, are important contributors to homelessness. Adolescent mothers are more likely to be single mothers, have incomplete education, and be poor. Pregnancy interferes with a woman’s ability to work and may decrease her income to the point at which she loses her housing. Without child care or a home address, she may have less chance of obtaining and keeping employment. In addition, her children are more likely to be sick because of inadequate food and shelter. Without money to pay for insurance or early health care, there is an increased chance that children will need hospitalization (Little, Gorman, et al., 2007).


Federal funding has provided assistance with shelter and health care for homeless people. The homeless, however, have the same difficulties in obtaining health care as other poor people because of lack of transportation, inconvenient hours, and lack of continuity of care.

Prenatal Care in the United States

Prenatal care is widely accepted as an important element in improving the health of mothers and infants. For states using the more detailed updated birth certificate in 2007, 67.5% of mothers had prenatal care in the first trimester of pregnancy. In the same year, 7.9% of mothers had prenatal care that began during the third trimester or did not have prenatal care. Poor prenatal care often occurs because care is not easily available (NCHS, 2011; Osterman, Martin, & Menacker, 2009). Preconception care is now recommended to provide the ideal circumstances in the mother from the earliest days of pregnancy. Goals for the woman to achieve before conception include adequate folic acid intake, updating immunizations as needed, and healthy weight and behaviors, such as avoiding smoking, alcohol, and use of illegal and certain legal or therapeutic drugs (National Institute of Child Health and Human Development [NICHD], 2007).


Poor prenatal care access contributes to the infant mortality rate and the large number of low-birth-weight infants born each year in the United States. Because preterm infants form the largest category of those needing intensive care, millions of dollars could be saved each year by ensuring adequate prenatal care from the earliest weeks. Even a small improvement in an infant’s birth weight decreases complications and hospital time.


In some situations, women can obtain prenatal care but choose not to. These women may not understand the importance of the care or may deny they are pregnant. Some have had such unsatisfactory experiences with the health care system that they avoid it as long as possible. Others want to hide substance use or other habits from disapproving health care workers. Language and cultural differences also play a part in whether a woman seeks prenatal care. Although these are not access issues as such, they must be addressed to improve health care.

Government Programs for Health Care: Medicaid

Having health insurance coverage, often employer sponsored, often determines whether a person will seek care early. A major government program that increases access to health care for those not having private health insurance is Medicaid. Medicaid provides health care for the poor, aged, and disabled, with pregnant women and young children especially targeted. Medicaid is funded by the federal as well as state governments. The states administer the program and determine which services are offered. Although there is variation among the states in just how poor one must be to qualify for assistance, all women at less than 133% of the current federal poverty level for income are eligible for perinatal care. In 2008, Medicaid covered over 58% of the U.S. population in some way. Of this number, 22% were adults younger than 65 years with dependent children and 47.8% of children younger than 21 years. Title XIX, or Social Security grants to states for medical assistance, was received by 8.4% of the U.S. population in 2008 (NCHS, 2011).


Because qualifying for Medicaid is a lengthy process, a woman not already enrolled at the beginning of her pregnancy is unlikely to finish the process in time to receive early prenatal care. The family must fill out lengthy, complicated forms, provide documentation of citizenship and income, and then wait for determination of eligibility. Medicaid criteria may deny payment for some services that are routinely provided to those who hold private insurance.


There are several barriers to women and children becoming enrolled and staying in public health insurance programs. These include children losing and regaining eligibility on a regular basis, changes in eligibility requirements, changes in family status, and the complexity of the enrollment process itself (HRSA, 2010b). One proposed approach is to provide continuity of information management using health information technology, with online source of information, online application, and maintaining an accessible database to verify eligibility (HRSA, 2010b).


Some physicians and dentists are unwilling to care for Medicaid patients who are likely to be at high risk. Many are especially unwilling if reimbursement is slow and less than that paid by other insurers. With their continual concern about malpractice suits, physicians may be less inclined to accept high-risk, lower paying, patients. Dental services for children are particularly limited.


Greater restrictions on private insurance are blurring the distinction between private and public health coverage. Many private health plans have restrictions such as prequalification for procedures, drugs the plan covers, and services that will be covered at all. Governmental actions related to health care and payment to providers are a current national issue in the United States.

Allocation of Health Care Resources

Expenditures for health care in the United States in 2008 totaled approximately $2.3 trillion, a 4% increase from 2007. Average costs per person were $7700. Although 48% of recipients are children, only 19% of Medicaid expenditures are for them. In 2008, 35% of payment was from private insurance, 14% was out-of-pocket, and 47% was public insurance (NCHS, 2011).


Reforming health care delivery and financing is a complex area of national concern. How to provide care for the poor, the uninsured or underinsured, and those with long-term care needs are some areas that must be addressed. In addition, major acute-care facilities often deal with greater financial burdens because of the growing numbers of uninsured patients presenting for treatment who are often very ill or severely injured. Escalating liability costs are another drain on health care dollars, leading some states to enact legislation that places a cap on awards for damages in malpractice cases.

Care versus Cure

One problem to be addressed is whether the focus of health care should be on preventive and caring measures or on cure of disease. Medicine has traditionally centered more on treatment and cure than on prevention and care. Yet prevention not only avoids suffering but also is less expensive than treating diseases once they are diagnosed.


The focus on cure has resulted in technologic advances that have enabled some people to live longer, healthier lives. Financial resources are limited, however, and the costs of expensive technology must be balanced against the benefits obtained. Indeed, the cost of one organ transplant would pay for the prenatal care of many low-income mothers, possibly preventing the births of many low-birth-weight infants who may suffer disability throughout life.


In addition, quality-of-life issues are important in regard to technology. Neonatal nurseries are able to keep very-low-birth-weight babies alive because of advances in knowledge. Some of these infants go on to lead normal or near-normal lives. Others gain time but not quality of life. Families and health care professionals face difficult decisions about when to treat, when to terminate treatment, and when suffering outweighs the benefits.

Health Care Rationing

Modern technology has had a large effect on health care rationing. Some might argue that such rationing does not exist, but it occurs when some people have no access to care, and there is not enough money for all people to share equally in the technology available. Health care also is rationed when it is more freely given to those who have money to pay for it than to those who do not. Distance from where the needed care is found may be another factor in the choice.


Many questions will need answers as the costs of health care increase faster than the funds available. Is health care a fundamental right? Should a certain level of care be guaranteed to all citizens? What is that basic level of care? Should the cost of treatment and its effectiveness be considered when one is deciding how much government or third-party payers will cover? Nurses will be instrumental in finding solutions to these vital questions.

Violence

In today’s society, women and children are the victims and sometimes the perpetrators of violence. Violence is not only a social problem but also a health problem. Acts of violence can include child abuse, domestic abuse, and murder. Children who live in an environment of violence feel helpless and ineffective. These children have difficulty sleeping and show increased anxiety and fearfulness. They may perpetuate the violence they see in their homes because they have known nothing else in family relationships.


Although violent crimes among children have decreased over the past decade, violence in schools continues to rise, and for many children is a daily stressor. Bullying by other students, possibly without physical violence, has recently come to the forefront of public awareness because of the increased risk for suicide among adolescent victims. Experts in the field of education have cited socioeconomic disparity, language barriers, diverse cultural upbringing, lack of supervision and behavioral feedback, domestic violence, and changes within the family as possible causes for the increased violence. Traditional approaches to aggressive behavior in the school, such as suspension, detention, and being sent to the principal’s office, have been ineffective in changing behavior and serve only to exclude the student from education, leading to an increased dropout rate. Nurses must educate themselves on the issue of violence and work with schools and parents to combat the problem. In addition, they should not ignore the child who is afraid to go to school or is having other school-related problems.


Children and adolescents are also exposed to violence via television, movies, video games, and youth-oriented music. The American Academy of Pediatrics (2009a) encourages parents to monitor their children’s media exposure and limit their children’s screen time (TV, computer, video games) to no more than 1 to 2 hours per day. The AAP (2009a) also recommends that parents remove televisions and computers from children’s bedrooms, limit viewing of programs and video games that have sexual or violent content, view television programs with children and discuss these, and educate children and adolescents about media literacy.


The AAP (2009a) suggests that clinicians ask parents and children about media exposure at every well visit. Providers also need to be concerned about adolescents who display aggressive or acting-out behaviors, such as lying, stealing, temper outbursts, vandalism, excessive fighting, and destructiveness. It further recommends that health care providers promote the responsibility of every family to create a gun-safe home environment. This includes asking about the presence of guns in the home at every well visit and counseling children, parents, and relatives on the importance of firearm safety and the dangers of having a gun, especially a handgun.


Nurses working with children should ask them about violence in their school, home, or neighborhood, and whether they have had any personal experience with violent behavior. In some cases it may be necessary to contact parents, human resource departments, police, or other authorities to protect children and adolescents who are either in violent situations or at risk for violence.


Legal Issues

The legal foundation for the practice of nursing provides safeguards for health care and sets standards by which nurses can be evaluated. Nurses need to understand how the law applies specifically to them. When nurses do not meet the standards expected, they may be held legally accountable.

Safeguards for Health Care

Three categories of safeguards determine how the law views nursing practice: (1) state nurse practice acts, (2) standards of care set by professional organizations, and (3) rules and policies set by the institution employing the nurse. Additional information about nursing responsibilities is presented in Chapter 2.

Nurse Practice Acts

Every state has a nurse practice act that determines the scope of practice for registered nurses in that state. Nurse practice acts define what the nurse is and is not allowed to do in caring for patients. Some parts of the law may be very specific, whereas others are stated broadly enough to permit flexibility in the role of nurses. Nurse practice acts vary from state to state, and nurses must be knowledgeable about these laws wherever they practice.


In 2000, the National Council of State Boards of Nursing initiated a nurse licensure compact program. A nurse licensure compact allows a nurse who is licensed in one state to practice nursing in another participating state without having to be licensed in that state. Nurses must comply with the practice regulations in the state in which they practice. Since 1998, 24 states have become participants in the nurse licensure compact program (National Council of State Boards of Nursing, 2011). To learn the current status of this program, visit www.ncsbn.org.


Laws relating to nursing practice also delineate methods, called standard procedures or protocols, by which nurses may assume certain duties commonly considered part of health care practice. The procedures are written by committees of nurses, physicians, and administrators. They specify the nursing qualifications required for practicing the procedures, define the appropriate situations, and list the education required. Standard procedures allow for flexibility in the role of the nurse to meet changing needs of the community and to reflect expanding knowledge.

Standards of Care

Courts have generally held that nurses must practice according to established standards and health agency policies, although these standards and policies do not have the force of law. Standards of care are set by professional associations and describe the level of care that can be expected from practitioners. For example, perinatal nurses are held to the specialty standards published by the Association of Women’s Health, Obstetric, and Neonatal Nurses (AWHONN, 2003) (www.awhonn.org). The Society of Pediatric Nurses is the primary specialty organization that sets standards for pediatric nurses (www.pedsnurses.org).


Other regulatory bodies, such as the Occupational Safety and Health Administration (OSHA), the U.S. Food and Drug Administration (FDA), and the Centers for Disease Control and Prevention (CDC), also provide guidelines for practice. Accrediting agencies, such as The Joint Commission (TJC) and the Community Health Accreditation Program, give their approval after visiting facilities and observing whether standards are being met in practice. Governmental programs such as Medicare, Medicaid, and state health departments require that their standards are met for the facility to receive reimbursement for services.

Agency Policies

Each health care facility sets specific policies, procedures, and protocols that govern nursing care. All nurses should be familiar with those that apply in the facilities in which they work. Nurses are involved in writing nursing policies and procedures that apply to their practice and in reviewing or revising them regularly.


Accountability

Nursing accountability involves knowledge of current laws. Accountability in child health nursing requires special consideration because the nurse must be accountable to the family as well as the child. For example, the Individuals with Disabilities Education Act (PL 94-142), which mandates free and appropriate education for all children with disabilities, provides for school nurses to be part of a team that develops an individual education plan for each child who is eligible for services. In school districts that are reluctant to involve the school nurse as part of the team, nurses may need to advocate for services for the child and family.


Federal, as well as state legislative bodies, have addressed the issue of child abuse. Considerable variation exists among state laws in the investigative authority and procedures granted to child protective workers. When child abuse is suspected, issues often arise as to whether a health care provider may investigate the home situation and obtain relevant records.


A recent issue pertaining to nursing accountability is inadequate hospital staffing as a result of budget cuts. A nurse has a duty to communicate concerns about staffing levels immediately through established channels. A nurse will not be excused from responsibility (e.g., late medication administration or injury resulting from inadequate supervision of a patient), just as a hospital will not be excused for insufficient staffing because of budget cuts.


Accountability also involves competency. If a nurse is not competent to perform a nursing task (e.g., to administer a new chemotherapeutic drug), or if a patient’s status worsens to the point at which the care needs are beyond the nurse’s competency level (e.g., a patient requiring hemodynamic monitoring), the nurse must immediately communicate this fact to the nursing supervisor or physician. The fact that a patient’s transfer to the intensive care unit (ICU) was requested but denied because the ICU was at full capacity is an insufficient defense in a charge of nursing negligence. In addition, the fact that a call was placed to a physician but there was no return call is no excuse for harm caused to a patient because of delayed treatment. The nurse has an obligation to pursue needed care through the established chain of command at the facility.

Malpractice

Negligence is failure to perform the way a reasonable, prudent person of similar background would act in a similar situation. Negligence may consist of doing something that should not be done or failing to do something that should be done.


Malpractice is negligence by professionals, such as nurses or physicians, in the performance of their duties. Nurses may be accused of malpractice if they do not perform according to established standards of care and in the manner of a reasonable, prudent nurse with similar education and experience. Four elements that must be present to prove negligence are duty, breach of duty, damage, and proximate cause (Aiken, 2009).
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Elements of Negligence



Duty. The nurse must have a duty to act or give care to the patient. It must be part of the nurse’s responsibility.


Breach of Duty. A violation of that duty must occur. The nurse fails to conform to established standards for performing that duty.


Damage. There must be actual injury or harm to the patient as a result of the nurse’s breach of duty.


Proximate Cause. The nurse’s breach of duty must be proved to be the cause of harm to the patient.





Prevention of Malpractice Claims

Malpractice awards have escalated in both number and amount of awards to plaintiffs, resulting in high malpractice insurance for all health care providers. In addition, more health care workers practice defensively, accumulating evidence that they are acting in the patient’s best interest. For example, nurses must be careful to include detailed data when they chart. This responsibility is especially important in perinatal nursing because this is the area in which most nursing lawsuits occur.


There are many reasons that perinatal nurses may become defendants in lawsuits. Complications are usually unexpected because parents view pregnancy and birth as normal. The birth of a child with a problem is a tragic surprise, and they may look for someone to blame. Although very small preterm infants now survive, some have long-term disabilities that require expensive care for the child’s lifetime. Statutes of limitations vary in different states and with the cause for action, but plaintiffs may have more than 20 years to file lawsuits that involve a newborn.


Prevention of claims is sometimes referred to as risk management or quality assurance. Although it is not possible to prevent all malpractice lawsuits, nurses can help defend themselves against malpractice judgments by following guidelines for informed consent, refusal of care, and documentation; acting as a patient advocate; working within accepted standards and the policies and procedures of the facility; and maintaining their level of expertise.

Informed Consent

When adults receive adequate information, they are less likely to file malpractice suits. Informed consent is an ethical concept that has been enacted into law. Patients have the right to decide whether to accept or reject treatment options as part of their right to function autonomously. To make wise decisions they need full information about treatments offered. Without proper informed consent, assault and battery charges can result.


The law mandates what procedures require informed consent and what to inform about as “risks” specific to each procedure. Nurses must be familiar with those procedures requiring consent.


[image: image] NURSING QUALITY ALERT


Requirements of Informed Consent



• Patient’s competence to consent


• Full disclosure of information


• Patient’s understanding of information


• Patient’s voluntary consent





Competence

Certain requirements must be met before consent can be considered informed. The first requirement is that the patient be competent, or able to think through a situation and make rational decisions. A patient who is comatose or severely developmentally disabled is incapable of making such decisions. Minors are not allowed to give consent. However, children should have procedures explained to them in age-appropriate terms. In most states, minority status for informed consent ends at the age of 18 years.


A patient who has received drugs that impair ability to think is temporarily incompetent. In these cases, another person is appointed to make decisions for the patient if the patient has not specified that person in advance.


Most states allow some exceptions for parental consent in cases involving emancipated minors. An emancipated minor is a minor child who has the legal competency of an adult because of circumstances involving marriage, divorce, parenting of a child, living independently without parents, or enlistment in the armed services. Legal counsel may be consulted to verify the status of the emancipated minor for consent purposes.


Most states allow minors to obtain treatment for drug or alcohol abuse or sexually transmitted diseases and to have access to birth control without parental consent. At present, laws governing adolescent abortion vary widely from state to state (AWHONN, 2009a).


Patient information about advance directives such as a living will, durable power of attorney for health care, and an alternate decision maker for the person must be assessed on admission to the health care facility. Hospitals are required to inform patients about advance directives, and this is often part of a nursing admission assessment. The person who has not made advance directives must be offered the opportunity to make these choices.

Full Disclosure

The second requirement is that of full disclosure of information, including the treatment’s purpose and the expected results. The risks, side effects, and benefits as well as other treatment options must be explained to patients. The person must also be informed as to what would happen if no treatment were chosen.


For example, the National Childhood Vaccine Injury Act mandates that explanations about the risks of communicable diseases and the risks and benefits associated with immunizations should be given to all parents to enable them to make informed decisions about their child’s health care. Parents need to know the common side effects and what to do in an emergency if any occur. Explanations should also be given to adults who receive these vaccines. The law stipulates that children injured by the vaccine must go through the administrative compensation system (funds from an excise tax levied on the vaccines) and reject an award before attempting to sue in a civil suit either the manufacturer or the person who gave the vaccine. Furthermore, the law mandates certain record-keeping and reporting requirements for nurses.

Understanding of Information

The patient, including the parent or legal guardian of a child, must comprehend information about proposed treatment. Health professionals must explain the facts in terms the person can understand. Nurses must be patient advocates when they find that a person does not fully understand a treatment or has questions about it. If it is a minor point, the nurse may be able to explain it. Otherwise the nurse must inform the physician so that the patient’s misunderstandings can be clarified.


Throughout hospitalization and discharge preparations, considerations should be given to those who do not understand the prevailing language and to the hearing impaired. Foreign language and interpreters for hearing impaired must be obtained when indicated. Provision for those who cannot read any language or adults with a low education level must be considered as well.


Voluntary Consent

Patients must be allowed to make choices voluntarily without undue influence or coercion from others. Although others can give information, the patient alone or the parent or legal guardian of a child makes the decision. Patients should not feel pressured to choose in a certain way or feel that their future care depends on their decision.


Children cannot legally consent for treatment or participation in research. However, they should be given the opportunity to give voluntary assent for research participation. Assent involves the principles of competence and full disclosure. Children should be given information in a developmentally appropriate format. Patients 18 years and older must provide full consent. When seeking assent from children, the nurse considers both the child’s age and development. In general, when children have reached 14 years old, they are competent to understand ramifications of treatment or participation in research; some children are competent at a somewhat younger age. Other factors to consider are the child’s physical and emotional condition and behaviors, cognitive ability, history of family shared decision making, anxiety level, and disease context (Masty & Fisher, 2008). In some states, the child’s dissent to participate in research is legally binding, so nurses need to be aware of the legal issues in the states in which they practice. The Committee on Pediatric Emergency Medicine has issued a policy regarding consent for emergency medical services for children and adolescents. The policy recommends that every effort be made to secure consent from a parent or legal guardian, but emergency treatment should not be denied if there are problems obtaining the consent (American Academy of Pediatrics Committee on Pediatric Emergency Medicine, 2011).


Refusal of Care

Sometimes patients decline treatment, including hospitalization, offered by health care workers. Patients may refuse treatment when they believe that the benefits of treatment do not outweigh the burdens of the treatment or the quality of life they can expect after that treatment. Patients have the right to refuse care, and they can withdraw agreement to treatment at any time. When a person makes this decision, a number of steps should be taken.


First, the physician or nurse should establish that the patient understands the treatment and the results of refusal. The physician, if unaware of the person’s decision, should be notified by the nurse. The nurse documents on the chart the refusal, explanations given to the patient, and notification of the physician. If the treatment is considered vital to the patient’s well-being, the physician discusses the need with the patient and documents the discussion. Opinions by other physicians may be offered to the patient as well.


Patients may be asked to sign a form indicating that they understand the possible results of rejecting treatment. This measure is to prevent a later lawsuit in which the person claims lack of knowledge of the possible results of a decision. If there is no ethical dilemma, the patient’s decision stands.


Refusal of care by a pregnant woman involves the life of the fetus, however, sometimes resulting in legal actions. One example is a woman’s refusal of a cesarean birth, even though her refusal is likely to cause grave harm to the fetus. Outcomes of legal actions have been divided, some upholding the mother’s right to refuse treatment and others ordering a treatment despite the mother’s objections. Court action is avoided if possible because it places the woman, family, and caregiver in adversarial positions. In addition, it invades the woman’s privacy and interferes with her autonomy and right to informed consent.


When parents refuse to give consent for what is deemed necessary treatment of a child, the state may be petitioned to intervene. The court may place the child in the temporary custody of the government or a private agency. The nurse may be asked to witness such a transaction when physicians act in cases of emergencies, such as a lifesaving blood transfusion for a child despite parental objections based on religious beliefs.

Adoption

Nurses may care for infants involved in adoptions. The nurse may need to consult with the birth parents, adoptive parents, social workers, obstetrician, or pediatrician to determine the various rights of the child, birth parents, and adoptive parents (e.g., in matters concerning visitation rights, informed consent, or discharge planning).


In open adoptions, the birth mother may opt to room in with the baby during hospitalization. The birth mother and adoptive parents typically have had contact before the delivery and have an informal agreement regarding shared responsibility for the baby. The birth parent may even participate in discharge planning because she may have extended rights to visit the child after adoption.


Issues may develop as to the state of mind of the birth mother at the time of relinquishing parental rights (which cannot occur until after birth, unlike the relinquishment of the birth father’s rights). State laws vary as to the legal time period necessary (1 day to several weeks after the birth of the child) before a birth mother can lawfully relinquish her rights to the child.


Some state laws allow the birth mother to relinquish her rights immediately after birth. In such cases, the nurse has the responsibility of protecting the birth mother and child to ensure that the birth mother is not coerced into making a decision while under the effects of medication. Factual documentation of such circumstances may be requested if the birth mother later asserts her rights to the child, claiming “undue influence” or “coercion.”


Birth fathers have the same rights as the birth mother. Unless the birth father relinquishes his legal rights to the child, he may later assert his rights to the child after attachment has occurred with the adoptive parents. This situation may occur if the birth mother denies knowledge of the father’s identity.

Documentation

Documentation, whether on paper or electronic media, is the best evidence that a standard of care has been maintained. All information recorded about a patient should reflect the standard of care at the time of occurrence. This information includes nurses’ notes, electronic fetal monitoring records, flow sheets, and any other data in the patient record. In many instances, notations on hospital records, whether print or electronic, are the only proof that care was given. Expert witnesses, often registered nurses in the appropriate specialty, will search for evidence that the standard of care at the time of the incident was met. If not found in case documents, the expert witness must conclude that what should have been done was not done. When documentation is not present, juries tend to assume that care was not given. Although documentation is not listed as a step in the nursing process, it is an integral part of the process.


Documentation must be specific and complete. Nurses are unlikely to be able to recall details of situations that happened years ago and must rely on their documentation to explain their care if sued. Documentation must show that the standards of care and facility policies and procedures in effect at the time of the incident were met. Documentation must demonstrate that appropriate patient assessment and continued monitoring, problem identification and provision of correct interventions, and communication of changes in patient status to the primary care provider were done. If the nurse believes that the primary care provider has responded inappropriately, the nurse must refer the provider response through the appropriate chain of command for the facility, and document the notification.

Documenting Discharge Teaching

Discharge teaching is essential to ensure that new parents know how to take care of themselves and their newborn after their brief hospital stays. Nurses must document the teaching they perform as well as the parents’ degree of understanding of the teaching. The nurse should also note the need for reinforcement and how that reinforcement was provided. If follow-up home care is planned, teaching should be continued at home and documented by the home care nurse. Written documents of discharge teaching are signed by and provided to the patient.

Documenting Incidents

A type of documentation used in risk management is the incident report, often called a quality assurance, occurrence, or variance report. The nurse completes a report when something occurs that might result in legal action, such as in injury to a patient or a departure from the expectations in the situation. The report warns the agency’s legal department that there may be a problem. It also helps identify whether changing processes within the system might reduce the risk for similar incidents in the future. Incident reports are not a part of the patient’s chart and should not be referred to on the chart. Documentation of the incident on the chart should be restricted to the same type of factual information about the patient’s condition that would be recorded in any other situation.


The analysis of medical error from a systems perspective is called a root cause analysis. The process involves identifying errors or near misses as soon as they occur, asking relevant questions about the factors that might have contributed to the error, analyzing the contributing causes, and developing interventions to prevent a similar error from occurring in the future. A root cause analysis is not intended to be punitive if an error was made. Instead, root cause analysis is used as a tool to prevent future error or near misses.


The Nurse as an Advocate

Malpractice suits may be brought if nurses fail in their role of patient advocate. Nurses are ethically and legally bound to act as the patient’s advocate. This means that the nurse must act in the patient’s best interests at all times. When nurses feel that the patient’s best interests are not being served, they are obligated to seek help for the patient from appropriate sources. This usually involves taking the problem through the chain of command established at the facility. The nurse consults a supervisor and the patient’s physician or the physician who supervises the patient’s physician. If the results are not satisfactory, the nurse continues through administrative channels to the director of nurses, hospital administrator, and chief of the medical staff, if necessary. All nurses should know the chain of command for their workplaces.


In seeking help for patients, nurses must document their efforts. For example, if a postpartum woman experiences excessive bleeding, the nurse documents what was done to control the bleeding. The nurse also documents each time the physician was called about the problem, what information was given the physician, and the response received. When nurses cannot contact the physician or do not receive adequate instructions, they should document their efforts to seek instruction from others, such as the nursing supervisor or chief of medical staff for the specialty. They should also complete an incident report. It is essential that they continue in their efforts until the patient receives the care needed.


Nurses also must be advocates for health promotion and illness prevention for vulnerable groups such as children. Nurses can participate in groups dedicated to the welfare of children and families, such as professional nursing societies, parent support groups, religious organizations, and voluntary organizations. Through involvement with health care planning on a political or legislative level and by working as consumer advocates, nurses can initiate changes for better quality health care.

Maintaining Expertise

Maintaining expertise is another way for nurses and other health professionals to prevent malpractice liability. To ensure that nurses maintain their expertise to provide safe care, most states require proof of continuing education for renewal of nursing licenses. Nursing knowledge changes rapidly, and it is essential that all nurses stay current. Incorporating new information learned by attending classes or conferences and reading nursing journals can help nurses perform the way a reasonably prudent peer would perform. Journals provide information from nursing research that may be important in updating nursing practice. It is important for all nurses to analyze research articles to determine whether changes in patient care are indicated.


Employers often provide continuing education classes for their nurses. Many workshops and seminars are available on a wide variety of nursing topics. Membership in professional organizations, such as state branches of the ANA, or specialty organizations, such as AWHONN and the Society of Pediatric Nurses, gives nurses access to new information through publications as well as nursing conferences and other educational offerings.


Maintaining expertise may be a concern when nurses “float” or are required to work with patients who have needs different from those of their usual patients. In these situations, the employer must provide orientation and education so that the nurse can perform care safely in new areas. Nurses who work outside their usual areas of expertise must assess their own skills and avoid performing tasks or taking on responsibilities in areas in which they are not competent. Many nurses learn to provide care in two or three different areas and are floated only to those areas. This system meets the need for flexible staffing while providing safe patient care.



Current Trends and Their Legal and Ethical Implications

Recent health care changes have affected the way nurses give care and may have legal and ethical implications as well. These changes result from efforts to lower health care costs. Two of special concern are the use of unlicensed assistive personnel and early discharge.

Use of Unlicensed Assistive Personnel

In an effort to reduce health care costs, many agencies have increased the use of unlicensed assistive personnel to perform direct patient care and have decreased the number of nurses who supervise them. An unlicensed person may be trained to do everything from housekeeping tasks to drawing blood and performing other diagnostic testing to giving medications, all in the same day. This practice raises grave concerns about the quality of care patients receive when the nurse is responsible for the care of more patients but must rely on unlicensed personnel to perform much of the care formerly provided only by professionals. At the same time, use of an expert nurse for housekeeping and other mundane, but necessary, unit tasks is inefficient and detracts from available professional time for patient care. A balanced approach is needed when incorporating unlicensed assistive personnel into a unit’s work.


Nurses must be aware of their legal responsibilities in these situations. They must know that the nurse is always responsible for patient assessments and must make the critical judgments that are necessary to ensure patient safety. Nurses must know what each unlicensed person caring for patients is able to do and must supervise them closely enough to ensure that they perform delegated tasks competently. More information about the use of unlicensed assistive personnel is available in a position statement from AWHONN (2009c).


One area in which unlicensed assistive personnel may have greater responsibilities is in the school setting. Registered nurses who practice in schools are caring for children with more complex medical and nursing needs, responding to increased requirements for routine health screenings, and dealing with budgetary cuts that result in a nurse caring for children in more than one school. These pressures have led to increased use of unlicensed assistive personnel to provide routine care to children with uncomplicated needs, including medication administration. The American Academy of Pediatrics (2009b) has issued a policy statement that strongly recommends that a nurse be present in every school. If this is not possible, then the school nurse can consider delegating certain responsibilities to properly trained and competent unlicensed assistive personnel. Nurses who consider delegation must be familiar with their state’s nurse practice act and appropriate professional standards (Resha, 2010). Prior to delegating, the nurse needs to determine tasks that are appropriate and safe, the complexity of children’s needs, and school district policy (AAP, 2009b; Resha, 2010). The nurse needs to work with the school administration to develop a comprehensive school-based policy (e.g., the nurse, not the administrator, decides what responsibilities will be delegated) before any responsibilities are delegated to others. The nurse is also responsible for educating and evaluating the competency of the unlicensed personnel; this includes requiring return demonstrations of procedures and regular onsite supervision (Resha, 2010). Most important is that delegation does not relieve the nurse from regular assessment of the children’s responses to all treatments and medications (AAP, 2009b; Resha, 2010).

Concerns about Early Discharge

Patients are discharged from the hospital quickly, usually no later than 48 hours after vaginal birth and often with minimal recovery from illness or surgery. Health care professionals are concerned about the ability of women to care for themselves or their infant or child when discharge occurs very early. Women may be exhausted from a long labor or complications and unable to take in all the information that nurses attempt to teach before discharge. Once home, many women must care for other children as well, often without family members or friends to help them.


While in the birth or acute-care facility, professionals may detect indications of complications that may not be apparent to lay people. Mothers at home may not recognize the developing signs of serious maternal or neonatal infection or of jaundice, and care may be delayed until the illness is severe. There may be legal issues if a patient develops a complication after early discharge.

Dealing with Early Discharge

Nurses must establish ways of helping patients who go home soon after birth or parents who must take their child home when only slightly less ill or very soon after surgery. New teaching tactics may be necessary, with more teaching taking place during pregnancy when the mother’s physical needs do not interfere with her ability to assimilate new knowledge. Parent teaching can be done before actual admission of a child for surgery. If a child is admitted when acutely ill, parent teaching begins almost immediately after admission. Nurses can take advantage of any “teachable moment” to provide patients with the information they need to better care for themselves or their child.


Careful documentation and notification of the primary care provider are essential when abnormal findings develop so that patients are not discharged inappropriately. Methods of follow-up such as home visits, phone calls, or return visits by the families to the birth facility for nursing assessments in the first 24 to 48 hours after discharge have become increasingly important. Nursing case managers are often involved to identify and advocate for the best avenues for care and to facilitate extension of stay if the patient’s condition warrants.


KEY CONCEPTS



• Maternity and child health care in the United States have changed because of technologic advances, increasing knowledge, government involvement, and consumer demands.


• Family-centered maternity and child health care, based on the principle that families can make decisions about health care if they have adequate information, have greatly increased the autonomy of families and the responsibility of nurses.


• Prospective payment plans such as PPOs or HMOs control health care costs by negotiating reduced charges with providers such as facilities and physicians and by restricting patient access to any provider of choice.


• Capitated plans are those in which a group of providers agrees to provide all services for a patient for a set annual fee. If the patient requires more costly care, the provider network pays those added charges. If the patient requires less care than the annual fee, the network keeps the remaining money.


• Case management and outcomes management have resulted in new tools to reduce the length of stay for mothers and infants in the birth facility. Preparation for continuation of care at home begins as soon as the mother or child enters the health care system.


• Clinical pathways are interdisciplinary guidelines for assessments and interventions designed to accomplish the identified outcomes in the shortest time.


• Home care of patients has increased because of the need to control costs and because of the availability of portable technology. The number of uninsured adults and children continues to be excessive, reducing their chances of receiving preventive health care and increasing the costs of the late care they often seek.


• Infant and maternal mortality rates have declined dramatically in the past 50 years. However, the United States continues to rank well below other developed nations, and infant mortality rates still vary widely across ethnic groups. Unintentional injuries are the leading causes of death in children aged 1 to 19 years.


• Nurses must examine their beliefs and come to a personal decision about abortion before they are faced with the situation in their practice. Nurses are obligated to share objections related to abortion care with their employer before the need to provide that care arises.


• Punitive approaches to ethical and social problems may prevent patients from seeking care, particularly preventive care.


• Poverty is a major social issue that leads to questions about allocation of health care resources, access to care, government programs to increase health care to indigent women and children, and health care rationing.


• To give informed consent, the patient must be competent, receive full information, understand that information, and consent voluntarily. The parents usually give consent for a minor child, although adolescents may be able to consent to their own treatment related to sexually transmitted diseases, contraception, and alcohol and drug abuse.


• Nurses are accountable for their practice and must be acquainted with laws, standards of care, and agency policies and procedures that affect their practice.


• Nurses can help defend malpractice claims by following guidelines for informed consent, refusal of care, and documentation and by maintaining their level of expertise.


• Documentation is the best evidence that the standard of care was met in patient care. Therefore, nurses must ensure that their documentation accurately reflects the care given. The nurse is the professional who decides what tasks may safely be delegated to unlicensed assistive personnel. In making such decisions, the nurse is guided by recommendations of the state licensing board, standards of care, and agency policy.
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Chapter 2


The Nurse’s Role in Maternity, Women’s Health, and Pediatric Nursing

Learning Objectives

After studying this chapter, you should be able to:



• Explain roles the nurse may assume in maternity, women’s health, and pediatric nursing practice.


• Explain the roles of nurses with advanced preparation for maternity, women’s health, and pediatric nursing practice.


• Explain the incorporation of critical thinking as a part of clinical judgment into nursing practice.


• Describe the steps of the nursing process and relate them to maternity, women’s health, and nursing care of children.


• Explain issues surrounding use of complementary and alternative therapies.


• Discuss the importance of nursing research and evidence-based care in clinical practice.
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As care changed from the category-specific care of the woman, newborn, or child to family-centered care, maternity, women’s health, and nursing care of children entered a new era of autonomy and independence. Women may have problems unique to women, such as menstrual or menopausal issues. However, health care realizes that women may not respond to disorders such as cardiovascular disease as a man does, and women’s health care became a specialty. Nurses today must be able to communicate with and teach effectively people of many ages and levels of development and education. They must be able to think critically and use the nursing process to develop a plan of care that meets the unique needs of each person and the person’s family. Nurses are expected to use current evidence to solve problems and to collaborate with other health care providers.

The Role of the Professional Nurse

The professional nurse has a responsibility to provide the highest quality care to every patient. The American Nurses Association (ANA) Code of Ethics for Nurses (Box 2-1) provides guidelines for ethical and professional behavior. The code emphasizes a nurse’s accountability to the person, the community, and the profession. The nurse should understand the implications of this code and strive to practice accordingly. Professional nurses have a legal obligation to know and understand the standard of care imposed on them. It is critical that nurses maintain competence and a current knowledge base in their areas of practice.




BOX 2-1


ANA CODE OF ETHICS FOR NURSES



1. The nurse, in all professional relationships, practices with compassion and respect for the inherent dignity, worth, and uniqueness of every individual, unrestricted by considerations of social or economic status, personal attributes, or the nature of health problems.


2. The nurse’s primary commitment is to the patient, whether an individual, family, group, or community.


3. The nurse promotes, advocates for, and strives to protect the health, safety, and rights of the patient.


4. The nurse is responsible and accountable for individual nursing practice and determines the appropriate delegation of tasks consistent with the nurse’s obligation to provide optimum patient care.


5. The nurse owes the same duties to self as to others, including the responsibility to preserve integrity and safety, to maintain competence, and to continue personal and professional growth.


6. The nurse participates in establishing, maintaining, and improving health care environments and conditions of employment conducive to the provision of quality health care and consistent with the values of the profession through individual and collective action.


7. The nurse participates in the advancement of the profession through contributions to practice, education, administration, and knowledge development.


8. The nurse collaborates with other health professionals and the public in promoting community, national, and international efforts to meet health needs.


9. The profession of nursing, as represented by associations and their members, is responsible for articulating nursing values, for maintaining the integrity of the profession and its practice, and for shaping social policy.



From American Nurses Association. Code of ethics for nurses with interpretive statements. (2001). © 2001 by American Nurses Association. Reprinted with permission. All rights reserved.





Standards of practice describe the level of performance expected of a professional nurse as determined by an authority in the practice. For example, perinatal nurses are held to the standards published by the Association of Women’s Health, Obstetric, and Neonatal Nurses (AWHONN). AWHONN recently published the seventh edition of its Standards for Professional Nursing Practice in the Care of Women and Newborns and Standards for Perinatal Nursing Practice and Certification in Canada to guide practice and shape institutional guidelines (AWHONN, 2009).


Nurses who care for children in all clinical settings can use the ANA/Society of Pediatric Nurses (SPN) Standards of Care and Standards of Professional Performance for Pediatric Nurses and the SPN/ANA Guide to Family Centered Care as guides for practice. Other standards of practice for specific clinical areas, such as pediatric oncology nursing or emergency nursing, are available from nursing specialty groups.


As health care continues to move to family-centered and community-based health services, all nurses should expect to care for children, adolescents, and their families. The document Health Care Quality and Outcome Guidelines for Nursing of Children and Families can serve as a framework for practice when caring for children and their families. Educators and administrators in health care should find the Guidelines useful when planning programs (Betz, Cowell, Craft-Rosenberg, et al., 2007). The Guidelines address such important issues as maintaining a health care home, collaboration in care, accessibility to a full range of services, and care that is developmentally appropriate, among others (Betz et al., 2007).


Maternity, women’s health, and pediatric nurses function in a variety of roles, including those of care provider, teacher, collaborator, researcher, advocate, and manager.

Care Provider

The nurse provides direct patient-centered care to women, infants, children, and their families in times of childbearing, illness, injury, recovery, and wellness. Nursing care is based on the nursing process. The nurse obtains health histories, assesses patient needs, monitors growth and development, performs health-screening procedures, develops comprehensive plans of care, provides treatment and care, makes referrals, and evaluates the effects of care. Nursing of children is especially based on an understanding of the child’s developmental stage and is aimed at meeting the child’s physical and emotional needs at that level. Developing a therapeutic relationship with and providing support to patients and their families are essential components of nursing care. Maternity and pediatric nurses practice family-centered care, embracing diversity in family structures and cultural backgrounds. These nurses strive to empower families, encouraging them to participate in their self-care and the care of their child. Nurses who practice women’s health care may need to coordinate care with pediatric nurses in families headed by grandparents rather than parents of the child.

Teacher

Education is an essential role of today’s nurse. Teaching begins early, before and during a woman’s prenatal care, and continues through her recovery from childbirth and learning to care for her newborn, and into her care in women’s health (Figure 2-1). Nurses who care for children prepare them for procedures, hospitalization, or surgery, using knowledge of growth and development to teach children at various levels of understanding. Families need information, as well as emotional support, so that they can cope with the anxiety and uncertainty of a child’s illness. Nurses teach family members how to provide care, watch for important signs, and increase the child’s comfort. They also work with new parents and parents of ill children so that the parents are prepared to assume responsibility for care at home after the child has been discharged from the hospital.


[image: image]
FIG 2-1 In the prenatal clinic, the nurse teaches a woman one-on-one.



Education is essential to promote health. The nurse applies principles of teaching and learning to change the behavior of family members. Nurses motivate women, children, and families to take charge of and make responsible decisions about their own health. For teaching to be effective, it must incorporate the family’s values and health beliefs.


Nurses caring for children and families play an important role in preventing illness and injury through education and anticipatory guidance. Teaching about immunizations, safety, dental care, socialization, and discipline is a necessary component of care. Nurses offer guidance to parents with regard to child-rearing practices and preventing potential problems. They also answer questions about growth and development and assist families in understanding their children. Teaching often involves providing emotional support and counseling to children and families.

Factors Influencing Learning

A number of factors influence learning at any age. They include:



• Developmental level. Teenage parents often have very different concerns than older parents. Grandparents who must assume long-term care of a child often need information that may not have existed when their own child was the same age. Developmental level also influences whether a person learns best by reading printed material, using computer-based materials, watching videos, participating in group discussions, play, or other means. When teaching children, teaching must be adapted to the child’s developmental level rather than the child’s chronologic age.


• Language. The ability to understand the language in which teaching is done determines how much the family learns. Families for whom English is not the primary language may not understand idioms, nuances, slang terms, informal use of words, or medical words. An interpreter for the deaf may be necessary for the person who is hearing impaired.


• Culture. People tend to forget or disregard content with which they disagree. The nurse’s teaching can be most effective if cultural considerations are weighed and incorporated into the education.


• Previous experiences. Parents who have other children may need less education about pregnancy care or infant and child care. They may, however, have additional concerns about meeting the needs of several children and about sibling rivalry.


• Physical environment. The nurse must consider privacy when discussing sensitive issues such as adolescent sexuality or domestic violence, also called intimate partner violence. A group discussion, however, may prompt participants to ask questions of concern to all members of the group, such as the experiences they can expect in labor.


• Organization and skill of the teacher. The teacher must determine the objectives of the teaching, develop a plan to meet the objectives, and gather all materials before teaching. The nurse must determine the best way to present the material for the intended audience. A summary of the information is helpful when concluding a teaching session.



Principles of Teaching and Learning

Applying the following principles will help nurses become effective teachers in the childbearing or childrearing setting:



• Real learning depends on the readiness of the family to learn and the relevance of the content.


• Active participation increases learning. Whenever possible, the learner should be involved in the educational process and not act as a passive listener or viewer. A discussion format in which all can participate stimulates more learning than a straight lecture.


• Repetition of a skill increases retention and promotes a feeling of competence.


• Praise and positive feedback are powerful motivators for learning. They are particularly important when the family is trying to master a frustrating task, such as breastfeeding an unresponsive infant or changing a wound dressing on a young child.


• Role modeling is an effective method for demonstrating behavior. Nurses must be aware that their behavior is scrutinized carefully at all times and that it may be copied later.


• Conflicts and frustration impede learning, and should be recognized and resolved for learning to progress.


• Learning is enhanced when teaching is structured to present simple tasks before more complex material. For example, the nurse teaches how to care for the umbilical cord, which is simple, before teaching how to bathe and shampoo the newborn, which is more difficult for inexperienced parents.


• A variety of teaching methods is necessary to maintain interest and to illustrate concepts. Posters, videos, and printed materials supplement lectures and discussion. Models may be especially useful for teaching family planning or the processes of labor or for teaching a child how to use a peak expiratory flow meter.


• Information is retained better when it is presented in small segments over a period of time. Short hospital stays do not support this practice, making follow-up care particularly important for some patients.




Collaborator

Nurses collaborate with other members of the health care team, often coordinating and managing the patient’s care. Care is improved by an interdisciplinary approach as nurses work together with dietitians, social workers, physicians, and others. Comprehensive and thorough interdisciplinary communication enhances the effectiveness of collaboration and increases the provision of high quality and safe care (Miller, Riley, & Davis, 2009). Such communication tools as SBAR, which stands for Situation, Background, Assessment, and Recommendation, hand-off reports, and closed loop communication (message sent, receiver acknowledges, receiver verifies with sender) facilitate the delivery of reliable and safe care (Miller et al., 2009).


Managing the transition from a hospital or any other acute-care setting to the patient’s home or another facility involves discharge planning and collaboration with other health care professionals. The trend toward home care makes collaboration increasingly important. The nurse must be knowledgeable about community resources, appropriate home care agencies for the type of patient or problem, and social work resources. Cooperation and communication are essential because patients, including parents of children, are encouraged to participate in their care.

Researcher

Nurses contribute to their profession’s knowledge base by systematically investigating theoretic or practice issues in nursing. Nursing does much more than simply “borrow” scientific knowledge from medicine and basic sciences. Nursing generates and answers its own questions based on evidence within its unique subject area. The responsibility for providing evidence-based, patient-centered care is not limited to nurses with graduate degrees. It is important that all nurses appraise and apply appropriate research findings to their practice, rather than basing care decisions merely on intuition or tradition.


Evidence-based practice is no longer just an ideal but an expectation of nursing practice. Nurses can contribute to the body of professional knowledge by demonstrating an awareness of the value of nursing research and assisting in problem identification and data collection. Nurses should keep their knowledge current by networking and sharing research findings at conferences, by publishing, and by evaluating research journal articles.

Advocate

An advocate is one who speaks on behalf of another. Care can become impersonal as the health care environment becomes more complex. The wishes and needs of children and families are sometimes discounted or ignored in the effort to treat and to cure. As the health professional who is closest to the patient, the nurse is in an ideal position to humanize care and to intercede on the person’s behalf. As an advocate the nurse considers the family’s wishes and preferences when planning and implementing care. The nurse informs families of treatments and procedures, ensuring that the families are involved directly in decisions and activities related to their care. The nurse must be sensitive to families’ values, beliefs, and customs.


Nurses must be advocates for health promotion for vulnerable groups such as children, victims of domestic violence, or elders in the family. Nurses can promote the rights of children and families by participating in groups dedicated to their welfare, such as professional nursing societies, support groups, religious organizations, and voluntary organizations. Through involvement with health care planning on a political or legislative level and by working as consumer advocates, nurses can initiate changes for better quality health care. Nurses possess unique knowledge and skills and can make valuable contributions in developing health care strategies to ensure that all patients receive optimal care.

Manager of Care

Because of shorter stays in acute-care facilities, nurses often are unable to provide total direct patient care. Instead they delegate concrete tasks, such as giving a bath or taking vital signs, to others. As a result, nurses spend more time teaching and supervising unlicensed assistive personnel, planning and coordinating care, and collaborating with other professionals and agencies. Nurses are expected to understand the financial effects of cost-containment strategies and to contribute to their institutions’ economic viability. At the same time they must continue to act as patient advocates and to maintain a standard of care.


Advanced Preparation for Maternity and Pediatric Nurses

The increasing complexity of care and a focus on cost containment have led to a greater need for nurses with advanced preparation. Advanced practice nurses may practice as certified nurse-midwives (CNMs), nurse practitioners, clinical nurse specialists, or clinical nurse leaders (CNLs®), among others. Advanced practice nurses also may work as nurse administrators, nurse educators, and nurse researchers. Preparation for advanced practice involves obtaining a master’s or doctoral degree.

Certified Nurse-Midwives

CNMs are registered nurses who have completed an extensive program of study and clinical experience. They must pass a certification test administered by the American College of Nurse-Midwives. CNMs are qualified to provide complete care during pregnancy, childbirth, and the postpartum period in uncomplicated pregnancies. They provide information about preventive measures and preparation for normal pregnancy and childbirth. They spend a great deal of time counseling and supporting the childbearing family. The CNM also provides gynecologic services as well as family planning and counseling.


Despite the proven effectiveness of nurse-midwives, for many years they were restricted in the scope and location of their practice. In 1970, however, many of these restrictions were alleviated when the American College of Obstetricians and Gynecologists, together with the Nurses Association of the American College of Obstetricians and Gynecologists—now known as the Association of Women’s Health, Obstetric and Neonatal Nurses—issued a joint statement that admitted nurse-midwives as part of the health care team. In 1981, Congress authorized Medicaid payments for the services of CNMs. This measure has greatly increased the use of nurse-midwives, particularly by health maintenance organizations (HMOs), in birthing centers, and in some hospitals.

Nurse Practitioners

Nurse practitioners are advanced practice nurses who work according to protocols and provide many primary care services that were once provided only by physicians. Most nurse practitioners collaborate with a physician, but, depending on their scope of practice and their individual state’s board of nursing mandates, they may work independently and prescribe medications. Nurse practitioners provide care for specific groups of patients in a variety of settings (primary care facilities, schools, acute care facilities, rehabilitation centers). They may address occupational health, women’s health, family health, and the health of the elderly or the very young.


Women’s health nurse practitioners provide wellness-focused, primary, reproductive, and gynecologic care over the life span but do not usually manage care of women during pregnancy and birth. Common responsibilities include performing well-woman examinations, screening for sexually transmitted diseases, and providing family planning services. Some hospitals employ women’s health nurse practitioners to assess and screen women who present to obstetric triage units, many of whom have nonobstetric problems.


Family nurse practitioners are prepared to provide care for people of all ages. They may care for women during uncomplicated pregnancies and provide follow-up care for the mother and infant after childbirth. Unlike certified nurse-midwives, they do not assist with childbirth. They diagnose and treat patients holistically, with a strong emphasis on prevention.


Pediatric nurse practitioners use advanced skills to assess and treat well and ill children according to established protocols. The health care services they provide range from physical examinations and anticipatory guidance to the treatment of common illnesses and injuries. It is becoming more common for newborn nurseries and some children’s hospital specialty units to be staffed by neonatal or pediatric nurse practitioners.


School nurse practitioners receive education and training that is similar to that of pediatric nurse practitioners. However, because of the setting in which they practice, the school nurse practitioners receive advanced education in managing chronic illness, disability, and mental health problems in a school setting, as well as developing skills required to communicate effectively with students, teachers, school administrators, and community health care providers. School nurse practitioners expand the traditional role of the school nurse by providing on-site treatment of acute care problems and providing extensive well-child examinations and services.

Clinical Nurse Specialists

Clinical specialists are registered nurses who, through study and supervised practice at the graduate level (master’s or doctorate), have become expert in the care of childbearing families or pediatric patients. Four major subroles have been identified for clinical nurse specialists: expert practitioner, educator, researcher, and consultant. These professionals often function as clinical leaders, role models, patient advocates, and change agents. Unlike nurse practitioners, clinical nurse specialists are not prepared to provide primary care.

Clinical Nurse Leaders

As newly defined by the American Association of Colleges of Nursing (2011), the CNL is a master’s prepared generalist whose focus is on quality, safety, and optimal patient outcomes at point of care. All CNLs receive the same basic preparation in a master’s program, which includes advanced pathophysiology, pharmacology, and health assessment, among other courses that prepare them to assume leadership roles within their specific practice settings. Extensive practicum experiences assist them with assessing quality and safety at the micro- and macrosystems levels in order to improve direct patient care. A certification examination is available. CNLs work in a variety of settings, some providing safe and optimal care to women, children, and families.


Implications of Changing Roles for Nurses

As nursing care has changed, so also have the roles of maternity and pediatric nurses with both basic and advanced preparation. Nurses now work in a variety of areas. Although they previously worked almost exclusively in the hospital setting, many now provide home care and community-based care. Some of the settings for care of maternity and pediatric patients include:



• Acute care settings: general hospital units, intensive care units, surgical units, postanesthesia care units, emergency care facilities, and onboard emergency transport craft


• Clinics and physicians’ offices


• Home health agencies


• Schools


• Rehabilitation centers and long-term care facilities


• Summer camps and daycare centers


• Hospice programs and respite care programs


• Psychiatric centers



Therapeutic Communication

Therapeutic communication is a skill nurses must have to carry out the many roles expected within the profession. Therapeutic communication, unlike social communication, is purposeful, goal directed, and focused. Although it may seem simple, therapeutic communication requires conscious effort and considerable practice.

Guidelines for Therapeutic Communication

Therapeutic communication requires flexibility and cannot depend on a particular set of learned techniques. Certain guidelines, however, may prove helpful.



• A calm setting that provides privacy, reduces distractions, and minimizes interruptions is essential.


• Interactions should begin with introductions and clarification of the nurse’s role. The nurse might say, “My name is Claudia Lyall. I am here to complete the discharge teaching that was started yesterday.” This introduction describes the nurse’s purpose and sets the stage for a discussion of the patient’s concerns about what happens when the family is discharged from the hospital.


• Therapeutic communication should be focused because it is directed toward meeting the needs expressed by the family. Beginning the interaction with an open-ended question, such as “How do you feel about going home with your baby today?” is one method of focusing the interaction. It may also be necessary to redirect the conversation. For example, the nurse might say, “Thanks for showing me the beautiful pictures of the baby. I understand you are having a bit of trouble getting him to nurse.”


• Nonverbal behaviors may communicate more powerful messages to the patient than the spoken word. For example, facial expressions and eye movements can confirm or contradict what is said. Repetitive hand gestures, such as tapping the fingers or twirling a lock of hair, may indicate frustration, irritation, or boredom. Body posture, stance, and gait can convey energy, depression, or discomfort. Voice tone, pitch, rate, and volume may indicate joy, anger, or fear. Communicating with a young child may require that the nurse sit or squat to get to the child’s level (see Chapter 4). Grooming also conveys messages about the nurse’s self-image.


• Active listening requires that the nurse attend to what is being said as well as to the nonverbal clues. Attending behaviors that convey the nurse’s interest and a sincere desire to understand include the following:


— Eye contact, which signals a readiness to interact.


— Relaxed posture, with the upper portion of the body inclined toward the person.


— Encouraging cues, such as nodding, leaning closer, and smiling. Verbal cues include “Uh huh, go on,” “Tell me about that,” or “Can you give me an example?”


— Touch, which can be a powerful response when words would break a mood or fail to convey the depth of feeling experienced between the woman and the nurse.


— Cultural differences influence communication. In some cultures, such as Chinese and Southeast Asian, prolonged eye contact is considered confrontational. People from Middle Eastern or Native American cultures are sometimes uncomfortable with touch and would be disturbed by unsolicited touching.


— Clarifying communication involves a unique process of the listener receiving the message as the sender intended. It may be necessary for the nurse to ask questions if the meaning of a statement is unclear. For example, the nurse might say, “I’m not sure I understand.”


— Emotions are part of communication, and nurses must often reflect feelings that are expressed verbally or nonverbally. The nurse might suggest, “You looked forward to delivery in a birth center and are disappointed that you needed a cesarean birth?”






Therapeutic Communication Techniques

Therapeutic communication involves responding as well as listening, and nurses must learn to use responses that facilitate rather than block communication. These facilitative responses, often called communication techniques, focus on both the content of the message and the feeling that accompanies the message. Communication techniques include clarifying, reflecting, being silent, questioning, and directing. A brief review of these and other communication techniques can be found in Box 2-2. In addition to being aware of effective communication techniques, nurses must be aware of blocks to communication. These are listed with examples and alternatives in Table 2-1. Chapter 4 describes in more detail methods of communicating with children and their families.





BOX 2-2


COMMUNICATION TECHNIQUES





	DEFINITION
	EXAMPLES



	Clarifying


	Clearing up or following up to understand both content and feelings expressed, to check the accuracy of how the nurse perceives the message
	


“I’m confused about your plans. Could you explain?”


“Tell me what you mean when you say you don’t feel like yourself.”


“Are you saying that ________________________?”


“Can you tell me more about ________________________?”







	Paraphrasing
	Example 1



	Restating in words other than those used by the patient, what the person seems to express; this is a form of clarification
	


Patient: “My boyfriend won’t even come into the room for the birth. I am furious with him.”


Nurse: “You want him with you, and you are angry because he won’t be here?”







	 
	Example 2



	 
	


Patient: “My baby cries all of the time. We aren’t getting any sleep.”


Nurse: “You are feeling exhausted, and it seems like your baby cries a great deal? Can you tell me what a typical day is like?”







	Reflecting
	Example 1



	Verbalizing comprehension of what the patient said and what the person seems to be feeling
It is important to link content and feeling and to reflect the patient as a mirror reflects a person. The opinion, values, and personality of the nurse should not be in the reflected image.
	


Patient: “I don’t know what to do. My husband doesn’t think a cesarean is needed, but the doctor says the baby is showing some stress.”


Nurse: “You’re confused and frightened because they don’t agree?”







	 
	Example 2



	 
	


Patient (woman in early labor): “It was my husband’s idea for me to become pregnant. I wasn’t too excited about it at first.”


Nurse: “I’ll bet the dad will be a pushover as a father.” The nurse’s statement reflects the nurse’s opinion and fails to acknowledge the mother’s statement.


A better response might be: “Your husband was more excited early in the pregnancy than you?”






	Silence


	Waiting and allowing time for the person to continue. Verbal communication need not be constant.
	The nurse waits quietly for the person to continue.


	Structuring


	Creating guidelines or setting priorities
	“You said you don’t know how to take care of the baby and that you are afraid of getting pregnant again. What should we talk about first?”


	Pinpointing


	Calling attention to differences or inconsistencies in statements
	Nurse talking to an 8-year-old child: “You said you didn’t want your mother to spend the night with you, but you cry every night after she leaves. It can be scary being alone. I will sit with you, and we can talk about asking your mother to stay tomorrow night.”


	Questioning


	Eliciting information directly; using open-ended questions to avoid yes or no answers and to prevent controlling the answers
	


“How do you feel about being pregnant?” instead of “Are you happy to be pregnant?”


“Will you tell me how you feel about your brother being very sick?” instead of “Are you frightened because your brother is very sick?”






	Directing


	Using nonverbal responses or succinct comments to encourage the patient to continue
	Nodding. “Um mm.” “You were saying.” “Please go on.”


	Summarizing


	Reviewing the main themes or issues that were discussed
	“You had two major concerns today.” “We have talked about breastfeeding and how to bathe the baby today.”








[image: Image]








TABLE 2-1


BEHAVIORS THAT BLOCK COMMUNICATION



	BEHAVIOR
	EXAMPLE
	ALTERNATIVE




	Conveying lack of interest
	Looking away, fidgeting
	Attending behaviors such as eye contact, nodding



	Conveying sense of haste
	Checking the time, standing near the door
	Sitting at bedside



	Closed posture
	Arms crossed over chest, holding clipboard in front of body
	Leaning forward with arms relaxed



	Interrupting, finishing sentences
	Woman: “I’m not sure how ______.”
	“Go on _____.” “You were saying _____.”



	 
	Nurse: “We will have a bath demonstration later.”
	 



	Providing false reassurance
	“You’re going to be okay.”
	“I sense you are concerned about how to care for the baby. I will help you give the bath today.”



	Inappropriate self-disclosure
	To woman in labor: “I was in labor 12 hours, then had a cesarean.”
	“What concerns you most about labor?”



	Giving advice
	“You should _____.”
“If I were you, I would _____.”
	“How do you feel about that?” “What do you think is most important?”



	Failure to acknowledge comments or feelings
	Mother: “Being a parent is hard work. I never have time for myself.”
	“Parenting is hard work. Let’s talk about some ways that you might get a break.”



	 
	Nurse: “It is going to get worse before it gets better. Parenting is hard work.”
	 








Critical Thinking

Optimal patient-centered care relies on the nurse’s expertise in clinical judgment. Critical thinking, as a component of clinical judgment, underlies the nursing process steps (Huckabay, 2009).

The Purpose of Critical Thinking

The critical thinking process begins when nurses realize that it is not enough to accumulate a fund of knowledge from texts and lectures. They must also be able to apply the knowledge to specific clinical situations and thus to reach conclusions that provide the most effective care in each situation.

Steps in Critical Thinking

A series of steps may help clarify how critical thinking is learned. These steps may be called the ABCDEs of critical thinking. They include recognition of assumptions, an examination of personal biases, analysis of how much pressure one has for closure, examination of how one collects and analyzes data, and evaluation of how emotions and environmental factors may interfere with one’s ability to think critically.

A Recognizing Assumptions

Assumptions are ideas, beliefs, or values that are taken for granted. Assumptions may lead to unexamined thoughts, unsound actions, or stereotyping.

B Examining Biases

Biases are prejudices that sway an individual toward a particular conclusion or course of action on the basis of personal theories or stereotypes. Biases are based on unexamined beliefs, and many are widespread.

C Analyzing the Need for Closure

Many people look for immediate answers and experience anxiety until a solution is found for any problem. They have little tolerance for doubt or uncertainty, sometimes called ambiguity. As a result, they feel pressure to come to a decision, or to reach closure, as early as possible.

D Managing Data

Expertise in collecting, organizing, and analyzing data involves developing an attitude of inquiry and learning to live with questions.

Collecting Data

To obtain complete data, one must develop skill in verbal communication. Asking open-ended questions elicits more information than asking questions that require only a one-word answer. Follow-up questions are often needed to clarify information or to pursue a particular train of thought.

Validating Data

Information that is unclear or incomplete should be validated. This process may involve rechecking physical signs, collecting additional information, or determining whether a perception is accurate.

Organizing and Analyzing Data

Data are more useful when organized into patterns or clusters. The first step is to separate data that are relevant from data that may be interesting but that are not related to the current situation. The next step is to compare one’s data with expected norms to determine what is within the expected range (normal) and what is not within the expected range (abnormal).


E Evaluating Other Factors

A variety of emotions and environmental factors can influence critical thinking, such as the hectic pace of the clinical area, time limitations, distractions, or fatigue that reduces one’s ability to concentrate at the end of a 12-hour shift.




The Nursing Process in Maternity and Pediatric Care

The nursing process is the foundation for all nursing. The nursing process consists of five distinct steps: (1) assessment, (2) nursing diagnosis, (3) planning, (4) implementation of the plan (interventions), and (5) evaluation. Despite the apparent complexity of the process, the nurse soon learns to use the steps of the nursing process in order when caring for patients (Box 2-3).




BOX 2-3


DEVELOPING INDIVIDUALIZED NURSING CARE THROUGH THE NURSING PROCESS


Although the nursing process is the foundation for Maternal–Child nursing, initially it is a challenging process to apply in the clinical area. It requires proficiency in focused assessments of the patient as well as the ability to analyze data on and plan nursing care for individual patients and families. It may be helpful to pose questions at each step of the nursing process.



Assessment



1. Were there data that were not within normal limits or expected parameters? For example, a woman states that she feels dizzy when she tries to ambulate.


2. If so, what else should be assessed? (What else should I look for? What might be related to this symptom?) For example, what are the blood pressure, pulse, skin color, temperature, and amount of lochia if the patient feels dizzy?


3. Did the assessment identify the cause of the abnormal data? What are the prepregnancy and current hemoglobin and hematocrit values? What was her estimated blood loss (EBL) during childbirth?


4. Are there other factors? What medication is the patient taking? How long has it been since she has eaten? Is the environment a related factor (crowded, warm, unfamiliar)? Is she reluctant to ask for assistance?



Analysis



1. Are adequate data available to reach a conclusion? What else is needed? (What do you wish you had assessed? What would you look for next time?)


2. What is the major concern? (On the basis of the data, what are you worried about?) The woman who is dizzy may fall as she walks to the bathroom or she may drop her new baby. Or her dizziness may be a clue that a new complication is developing.


3. What might happen if no action is taken? (What might happen to the patient if you do nothing?) She may suffer an injury or a complication.


4. Is there a NANDA-I–approved diagnostic category that reflects your major concern? How is it defined? Suppose that during analysis you decide the major concern is that the patient will faint and suffer an injury. What diagnostic category most closely reflects this concern? Risk for Injury? Definition: “The state in which an individual is at risk for harm because of a perceptual or physiologic deficit, a lack of awareness of hazards, or maturational age.”


5. Does this category and definition fit this patient? Is she at greater risk for a problem than others in a similar situation? Why? What are the additional risk factors?


6. Is this a problem that nurses can manage independently? Is collaboration with other health professionals such as medicine needed?


7. If the problem can be managed by nurses, is it an actual nursing diagnosis (defining characteristics are present), a risk nursing diagnosis (risk factors are present), or possible problem (you have a hunch and some data, but not enough)?



Planning



1. What outcomes are desired? That the patient will remain free of injury during hospital stay? That she will demonstrate position changes that reduce the episodes of vertigo?


2. Would the outcomes be clear, specific, and measurable to anyone reading them?


3. What nursing interventions should be initiated and carried out to accomplish these goals or outcomes?


4. Are your written interventions specific and clear? Would another nurse know your planned interventions clearly enough to complete them after you leave? Are action verbs used (assess, teach, assist)? After you have written the interventions, look them over. Do they define exactly what is to be done (when, what, how far, how often)? Will they prevent the patient from suffering an injury?


5. Are the interventions based on sound rationale? For example, blood loss during birth may be excessive, which results in hypotension that is aggravated when the woman stands suddenly.



Implementing Nursing Interventions



1. What are the expected effects of the prescribed intervention? Are there potential adverse effects? What are they?


2. Are the interventions acceptable to the patient and family?


3. Are the interventions clearly written so that they can be carefully followed?



Evaluation



1. What is the status of the patient right now?


2. What were the goals and outcomes? Are they specific? Can they be measured?


3. Compare the current status of the patient with the stated goals and outcomes.


4. What should be done now?



NANDA-I, North American Nursing Diagnosis Association–International.




In maternal-newborn nursing, the nursing process must be adapted to a population that is generally healthy and that is experiencing a life event that holds the potential for growth as well as for problems. Much maternal-newborn nursing activity is devoted to assessing and diagnosing patient strengths and healthy functioning and to supporting adaptive responses. This focus is similar to preventive care in both women’s health and pediatric checkups and immunizations. The focus differs somewhat from providing care for patients of any age who are ill.


Pediatric nursing, including care of a newborn, presents another challenge for many nursing students. Whereas use of the nursing process when caring for adults may involve only the patient, in caring for infants and children it must involve their family as well. Therefore it is common for planning and interventions to state what the parent is expected to do or to specify interventions such as teaching a parent. The involvement of a third party (the family) may be different to the nursing student who has applied the nursing process only to care of adults in the past.

Assessment

Nursing assessment is the systematic collection of relevant data to determine the patient’s and family’s current health status, coping patterns, needs, and problems. The data collected include not only physiologic data but also psychological, social, and cultural data relevant to life processes. Nurses must assess the belief systems, available support, perceptions, and plans of other family members in an effort to provide the best nursing care.


During the assessment phase, three activities take place: collecting data, grouping findings, and writing the nursing diagnoses. Data can be collected through interview, physical examination, observation, review of records, and diagnostic reports, as well as through collaboration with other health care workers and the family. Two levels of nursing assessment are used to collect comprehensive data: (1) screening, or database, assessment; and (2) focused assessments.

Screening Assessment

The screening, or database, assessment is usually performed during the initial contact with the person. Its purpose is to gather information about all aspects of the adult’s or child’s health. This information, called baseline data, describes the person’s health status before interventions begin. It forms the basis for identifying both strengths and problems. An example of baseline data would be the information in a woman’s prenatal record or the infant’s birth information to begin his or her well-child checks.


A variety of methods may be used to organize the assessment. For example, information may be grouped according to body systems or functions. Assessment can also be organized around nursing models that are based on nursing theory, such as Roy’s adaptation model, Gordon’s functional health patterns, NANDA-International’s (NANDA-I) human response patterns, or Orem’s self-care deficit theory.

Focused Assessment

A focused assessment is used to gather information that is specifically related to an actual health problem or a problem that the patient or family is at risk for acquiring. A focused assessment is often performed at the beginning of a shift and centers on areas relevant to the patient’s diagnosis and current status. For example, the nurse would perform a focused assessment of the respiratory system several times during the child’s hospitalization for the child with acute asthma.


Nursing Diagnosis

The data gathered during assessment must be analyzed to identify problems or potential problems. Data are validated and grouped in a process of critical thinking so that cues and inferences (drawing conclusions) can be determined. To reach a nursing diagnosis, the nurse identifies patient responses to actual or potential health problems and to normal life processes. Nursing diagnosis provides a basis for nursing accountability for patient interventions and outcomes.


There are three types of nursing diagnoses. An actual nursing diagnosis describes a human response to a health condition or life process affecting an individual, family, or community. It is supported by defining characteristics (manifestations, signs, and symptoms) that can be clustered in patterns of related cues or inferences. Risk nursing diagnoses describe human responses to health conditions or life processes that may develop in a vulnerable individual, family, or community. They are supported by risk factors that contribute to increased vulnerability. Wellness nursing diagnoses describe human responses to levels of wellness in an individual, family, or community that have a potential for enhancement.


Each nursing diagnosis is a concise term or phrase that represents a pattern of related cues or signs and symptoms. One problem that nurses often encounter is writing nursing diagnoses that nursing actions cannot address. For example, a medical diagnosis, such as pyloric stenosis, cannot be treated by a nurse. It is appropriate, however, to say that there are nursing actions that can address the fluid volume deficit associated with pyloric stenosis.


An actual nursing diagnosis consists of two sections joined by the phrase “related to.” The statement begins with the person’s response to the current problem and then describes the causative factor or factors. An example is Interrupted Family Processes related to the diagnosis of a child with cancer. The causative factors can be physiologic, psychological, sociocultural, environmental, or spiritual. They assist the nurse in identifying nursing interventions as planning takes place.

Planning

The nurse next plans care for problems that were identified during assessment and are reflected in the actual nursing diagnoses. During this step nurses set priorities, develop goals or outcomes that state what is to be accomplished by a certain time, and plan interventions to accomplish those goals. Patient goals cannot be achieved by nurse-prescribed actions in a risk nursing diagnosis but should reflect nursing responsibility in situations requiring physician-prescribed interventions.

Setting Priorities

Setting priorities includes (1) determining what problems need immediate attention (i.e., life-threatening problems) and taking immediate action; (2) determining whether there are problems that call for a physician’s orders for diagnosis, monitoring, or treatment; and (3) identifying actual nursing diagnoses, which take precedence over at-risk diagnoses. For patients with many health and psychosocial problems, a realistic number of nursing diagnoses must be chosen.

Establishing Goals and Expected Outcomes

Although the terms goals and outcome criteria are sometimes used interchangeably, they are different. Generally, broad goals do not state the specific outcome criteria and are less measurable than outcome statements. If broad goals are developed, they should be linked to more specific and measurable outcome criteria. For example, if the goal is that the parents will demonstrate effective parenting by discharge, outcome criteria that serve as evidence might be steps in that process such as prompt, consistent responses to infant signals and competence in bathing, feeding, and comforting the infant.


Certain rules should be followed when writing outcomes.



• Outcomes should be stated in patient terms. This wording identifies who is expected to achieve the goal (the woman, infant or child, or family).


• Measurable verbs must be used. For example, “identify,” “demonstrate,” “express,” “walk,” “relate,” and “list” are verbs that are observable and measurable. Examples of verbs that are difficult to measure are “understand,” “appreciate,” “feel,” “accept,” “know,” and “experience.”


• A time frame is necessary. When is the person expected to perform the action? After teaching? Before discharge? By 1 day after hospitalization?


• Goals and outcomes must be realistic and attainable by nursing interventions only.


• Goals and outcomes are worked out in collaboration with the patient and family to ensure their participation in the plan of care.




Implementation

Implementation is the action phase of the nursing process. Once the goals and desired outcomes are developed, it is necessary to select nursing interventions that will help the patient meet the established outcomes. During this phase the nurse is constantly evaluating and reassessing to determine that the interventions remain appropriate. As the patient’s condition changes, so does the plan of care.


The type of nursing interventions implemented depends on whether the nursing diagnosis was an actual, risk, or wellness diagnosis. Nursing interventions for actual nursing diagnoses are aimed at reducing or eliminating the causes or related factors. Interventions for risk nursing diagnoses are aimed at (1) monitoring for onset of the problem, (2) reducing or eliminating risk factors, and (3) preventing the problem. For a wellness nursing diagnosis, interventions focus on supporting the individual’s or family’s coping mechanisms and promoting a higher level of wellness.


Nursing interventions in care plans or protocols are most easily implemented if they are specific and spell out exactly what should be done. A well-written nursing intervention is specific: “Provide 200 mL of fluid [water or juice of choice] every 2 hours while the woman is awake.” Vague interventions, such as “assist with breastfeeding,” do not provide specific steps to follow.

Evaluation

The evaluation determines how well the plan worked or how well the goals or outcomes were met. To evaluate, the nurse must assess the status of the patient and compare the current status with the goals or outcome criteria that were developed during the planning step. The nurse then judges how well the patient is progressing toward goal achievement, and makes a decision. Should the plan be continued? Modified? Abandoned? Are the problems resolved or the causes diminished? Is another nursing diagnosis more relevant?


The nursing process is dynamic, and evaluation frequently results in expanded assessment and additional or modified nursing diagnoses and interventions. Nurses are cautioned not to view lack of goal achievement as a failure. Instead it is simply time to reassess and begin the process anew.


Complementary and Alternative Medicine

Today’s nurse will likely encounter patients in many different care settings who use complementary and alternative medicine (CAM). Defining CAM is difficult, because the field is broad and constantly changing. The National Center for Complementary and Alternative Medicine (NCCAM, 2010) defines CAM as a group of diverse medical and health care systems, practices, and products that are not generally considered part of conventional medicine (also called Western or allopathic medicine) as practiced by holders of M.D. (medical doctor) and D.O. (doctor of osteopathy) degrees and by allied health professionals, such as physical therapists, psychologists, and registered nurses. However the boundaries between CAM and conventional medicine are not absolute and some CAM practices may, over time, become widely accepted.


CAM therapies may be used instead of conventional medical therapy (alternative therapy) or in addition to conventional medical therapy (complementary therapy). Integrative medicine combines conventional medical therapies with CAM therapies that have substantial evidence as to their safety and effectiveness.


A major concern in the use of CAM is safety. People who use these techniques may delay needed care by a conventional health care provider, or they may take herbal remedies or other substances that are toxic when combined with conventional medications or when taken in excess. Adverse effects of CAM therapies may be unknown for the fetus (developing baby) or children. Safety and effectiveness of botanical or vitamin therapies are often unregulated. Thus people may take in variable amounts of active ingredients from these substances. Some may not consider these therapies to be medicine and may not report them to their conventional health care provider, setting the stage for interactions between conventional medications and CAM therapies that have pharmacologic properties. Many people may not consider some of these therapies “alternative” at all because the therapy is mainstream in their culture.


Nurses may find that their professional values do not conflict with many of the CAM therapies. Nursing as a profession supports a self-care and preventive approach to health care in which the individual bears much of the responsibility for his or her health. Nursing practice has traditionally emphasized a holistic, or body-mind-spirit, model of health that fits with CAM. Nurses already practice CAM therapies such as therapeutic touch fairly often. The rising interest in CAM provides an opportunity for nurses to participate in research related to the legitimacy of these treatment modalities.


The National Center for Complementary and Alternative Medicine, a division of the National Institutes of Health, has a website (www.nccam.nih.gov) for information about and classification of the therapies.

Nursing Research and Evidence-Based Practice

As nursing and the health care system change, nurses will be challenged to demonstrate that what they do improves patient outcomes and is cost effective. To meet this challenge, nurses must participate in research and use evidence-based research to improve patient-centered care. With the establishment of the National Institute of Nursing Research (NINR) as a member of the National Institutes of Health (www.nih.gov/ninr), nurses now have an infrastructure in place to ensure that nursing research is supported and that a group of well-prepared nurse researchers will be educated. One way of doing this is through using the principles of evidence-based nursing practice.


Evidence-based practice to improve patient outcomes is a combination of asking an appropriate clinical question; acquiring, appraising, and using the highest level of published research; clinical expertise; and patient values and preferences (Melnyk & Fineout-Overholt, 2011). When considering a change in practice, nurses need to take into account both evidence level and evidence quality (rigor, consistency, and sufficiency) of research to determine the strength of evidence (Melnyk & Fineout-Overholt, 2011). To accomplish this effectively, nurses need to be familiar with what constitutes the highest levels of evidence. Evidence level is based on the research design of a study or studies. There are several different approaches to categorizing levels of evidence for nursing, although all are very similar.


Although the area of outcomes research in nursing is expanding, there are not many randomized controlled trials (RCTs) that have been conducted and published by nurses. Nurses can, however, consider using high-quality evidence presented in integrative, or systematic, reviews (reviews of collected research on a particular health issue) conducted by a variety of health professionals that includes nurses. One source of high-quality systematic reviews is the Cochrane Database of Systematic Reviews; another is the National Guideline Clearinghouse. Nurses should not exclude descriptive or qualitative studies from consideration of a practice change because often, these studies provide more in-depth information about a particular clinical issue.


Finally, practice change should not be made without including the nurse’s expertise and abilities to assess what can or cannot be effective for patient outcomes. In some instances, it is not practical or cost effective to make a particular practice change. Nurses should also strongly consider whether a practice change will be acceptable to patients; if the change is not accepted, patients will not incorporate it into their self-care (Melnyk & Fineout-Overholt, 2011).


The amount of clinically based nursing research conducted is increasing rapidly as nurse researchers strive to develop an independent body of knowledge that demonstrates the value of nursing interventions. AWHONN has an ongoing commitment to develop and disseminate evidence-based practice guidelines through the association’s research-based practice program. Implementation of evidence-based guidelines promotes application of the best available scientific evidence for nursing care rather than care based on tradition alone. The professional nurse is also expected to participate in research activities appropriate to her or his position, education, and practice environment (AWHONN, 2009). Although students and inexperienced nurses may not directly participate in research projects, they must learn how useful knowledge obtained by the research team is to their practice. Professional journals are the best sources of new information that can help nurses provide better care to specific patients. Searching for information may also identify unrecognized needs for research to identify actions for a better practice.

KEY CONCEPTS



• Maternal-newborn, women’s health, and pediatric nurses function in a variety of roles, including care provider, teacher, collaborator, researcher, advocate, and manager.


• The care settings in which maternity and pediatric nurses may practice include acute care settings, clinics, physicians’ offices, home health agencies, schools, rehabilitation centers, summer camps, daycare centers, and hospices.


• Registered nurses with advanced education are prepared to provide primary care for women and children as certified nurse-midwives and nurse practitioners.


• Clinical nurse specialists function as educators, researchers, and consultants to provide in-depth interventions for many problems encountered in maternity and pediatric care.


• Nurses must be adept at communicating and at removing blocks to communication to meet their responsibilities as educators and counselors.


• A primary responsibility of nurses is to provide information to childbearing families and to children and their families; nurses must know the principles of teaching and learning to fulfill the role of educator.


• Nurses must learn to think critically by examining their own thought processes for flaws that can lead to inaccurate conclusions or poor clinical judgments.


• The nursing process begins with assessment and includes analysis of data that may result in nursing diagnoses. Nursing diagnoses are problems that nurses are legally accountable for identifying and managing independently.


• Collaborative problems are usually physiologic complications that require both physician-prescribed and nurse-prescribed interventions.


• Nurses must consider the effect of complementary and alternative therapies when assessing the patient and planning care.


• Becoming competent in the collection and application of best evidence for specific care of common problems in nursing practice is now part of the role of every nurse. Relying on traditional care methods rather than determining if evidence supports the methods is no longer sufficient.


• Nurses must know and effectively use the principles of teaching and learning to fulfill the role of educator in care of women, families, and children.


• Risk nursing diagnoses are problems that require both physician-prescribed and nurse-prescribed interventions.
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Chapter 3


The Childbearing and Child-Rearing Family

Learning Objectives

After studying this chapter, you should be able to



• Explain how important families are for the provision of effective nursing care to women, infants and children.


• Describe different family structures and their effect on family functioning.


• Differentiate between healthy and dysfunctional families.


• List internal and external coping behaviors used by families when they face a crisis.


• Compare Western cultural values with values of other cultural groups.


• Describe the effect of cultural diversity on nursing practice.


• Describe common styles of parenting that nurses may encounter.


• Explain how variables in parents and children may affect their relationship.


• Discuss the use of discipline in a child’s socialization.


• Evaluate the effects of an ill child on the family.
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No factor influences a person as profoundly as the family. Families protect and promote a child’s growth, development, health, and well-being until the child reaches maturity. A healthy family provides children and adults with love, affection, and a sense of belonging and nurtures feelings of self-esteem and self-worth. Children need stable families to grow into happy, functioning adults. Family relationships continue to be important during adulthood. Family relationships influence, positively or negatively, people’s relationships with others. Family influence continues into the next generation as a person selects a mate, forms a new family, and often rears children.


For nurses in pediatric practice, the whole family is the patient. The nurse cares for the child in the context of a dynamic family system rather than caring for just an infant or a child. The nurse is responsible for supporting families and encouraging healthy coping patterns during periods of normal growth and development or illness.

Family-Centered Care

Family-centered maternity care and family-centered child care are integral to the comprehensive care given by maternity and pediatric nurses. Family-centered care can be defined as an innovative approach to the planning, delivery, and evaluation of health care that is grounded in a mutually beneficial partnership among patients, families, and health care professionals (O’Malley, Brown, & Krug, 2008). Some of the barriers to effective family-centered care are lack of skills in communication, role negotiation, and developing relationships. Other areas that interfere with the full implementation of family-centered care are lack of time, fear of losing role, and lack of support from the health care system and from other health care disciplines (Harrison, 2010). Clearly, there is a need for increased education in this area, based on evidence, to help nurses and other health care professionals implement this concept.

Family Structure

Family structures in the United States are changing. The number of families with children that are headed by a married couple has declined, and the number of single-parent families has increased. In addition, roles have changed within the family. Whereas the role of the provider was once almost exclusively assigned to the father, both parents now may be providers, and many fathers are active in nurturing and disciplining their children.

Types of Families

Families are sometimes categorized into three types: traditional, nontraditional, and high risk. Nontraditional and high-risk families often need care that differs from the care needed by traditional families. Different family structures can produce varying stressors. For example, the single-parent family has as many demands placed on it for resources, such as time and money, as the two-parent family. Only one parent, however, is able to meet these demands.

Traditional Families

Traditional families (also called nuclear families) are headed by two parents who view parenting as the major priority in their lives and whose energies may not be depleted by stressful conditions such as poverty, illness, and substance abuse. Traditional families can be single-income or dual-income families. Generally, traditional families are motivated to learn all they can about pregnancy, childbirth, and parenting (Figure 3-1). Today a family structure composed of two married parents and their children represents 66% of families with children, down 4% from the last report. Twenty-six percent of children live with one parent and 44% with no parents. The remaining percentage of children live with two parents who are not married (Forum on Child and Family Statistics, 2011).
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FIG 3-1 Traditional, two-parent families typically have the resources to prepare for childbirth and the needs of infants. (© 2012 Photos.com, a division of Getty Images. All rights reserved.)






Single-income families in which one parent, usually the father, is the sole provider are a minority among households in the United States. Most two-parent families depend on two incomes, either to make ends meet or to provide nonessentials that they could not afford on one income. One or both parents may travel as a work responsibility. Dependence on two incomes has created a great deal of stress on parents, subjecting them to many of the same problems that single-parent families face. For example, reliable, competent child care is a major issue that has increased the stress traditional families experience. A high consumer debt load gives them less cushion for financial setbacks such as job loss. Having the time and flexibility to attend to the requirements of both their careers and their children may be difficult for parents in these families.

Nontraditional Families

The growing number of nontraditional families, designated as “complex households” by the U.S. Census Bureau, includes single-parent families, blended families, adoptive families, unmarried couples with children, multigenerational families, and homosexual parent families (Figure 3-2).
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FIG 3-2 A nurse caring for a child needs to know the child’s family structure and the identity of the child’s primary caregiver. This background becomes the context in which the nurse provides care. If family support is a concern, the nurse can provide information about local community resources. For example, in some communities, after-school programs and “warm lines” can help children with schoolwork and alleviate loneliness and fear. Busy parents may rely on grandparents for child care or for an additional measure of love and attention for their children. Some grandparents raise grandchildren because of their own children’s inability to do so. Fathers are the primary child-care providers in a growing number of families. Fathers who are not the primary caregivers often participate more actively in caring for their children than the fathers of previous generations. A single parent often experiences financial and time constraints. Children in single-parent families are often given more responsibility to care for themselves and younger siblings.



Single-Parent Families

Millions of families are now headed by a single parent, most often the mother, who must function as homemaker and caregiver and also is often the major provider for the family’s financial needs. Factors contributing to this demographic include divorce, widowhood, and childbirth or adoption among unmarried women. Among the 26% of children who live with one parent, 23% live with their mothers (Forum on Child and Family Statistics, 2011).


Single parents may feel overwhelmed by the prospect of assuming all child-rearing responsibilities and may be less prepared for illness or loss of a job than two-parent families.

Blended Families

Blended families are formed when single, divorced, or widowed parents bring children from a previous union into their new relationship. Many times the couple desires children with each other, creating a contemporary family structure commonly described as “yours, mine, and ours.” These families must overcome differences in parenting styles and values to form a cohesive blended family. Differing expectations of children’s behavior and development as well as differing beliefs about discipline often cause family conflict. Financial difficulties can result if one parent is obligated to pay child support from a previous relationship. Older children may resent the introduction of a stepmother or stepfather into the family system. This can cause tension between the biologic parent, the children, and the stepmother or stepfather.

Adoptive Families

People who adopt a child may have problems that biologic parents do not face. Biologic parents have the long period of gestation and the gradual changes of pregnancy to help them adjust emotionally and socially to the birth of a child. An adoptive family, both parents and siblings, is expected to make these same adjustments suddenly when the adopted child arrives. Adoptive parents may add pressure to themselves by having an unrealistically high standard for themselves as parents. Additional issues with adoptive families include possible lack of knowledge of the child’s health history, the difficulty assimilating if the child is adopted from another country, and the question of when and how to tell the child about being adopted. Adoptive parents and biologic parents need information, support, and guidance to prepare them to care for the infant or child and maintain their own relationships.

Multigenerational Families

The multigenerational or extended family consists of members from three or more generations living under one roof. Older adult parents may live with their adult children, or in some cases adult children return to their parents’ home, either because they are unable to support themselves or because they want the additional support that the grandparents provide for the grandchildren. The latter arrangement has given rise to the term boomerang families. Extended families are vulnerable to generational conflicts and may need education and referral to counselors to prevent disintegration of the family unit.


Grandparents or other older family members, because of the inability of the parents to care for their children, now head a growing number of households with children. More than half of children who do not live with either parent live with a grandparent (Forum on Child and Family Statistics, 2011). The strain of raising children a second time may cause tremendous physical, financial, and emotional stress.

Same-Sex Parent Families

Families headed by same-sex parents have increasingly become more common in the United States. The children in such families may be the offspring of previous heterosexual unions, or they may be adopted children or children conceived by an artificial reproductive technique such as in vitro fertilization. The couple may face many challenges from a community that is unaccustomed to alternative lifestyles. The children’s adaptation depends on the parents’ psychological adjustment, the degree of participation and support from the absent biologic parent, and the level of community support.

Communal Families

Communal families are groups of people who have chosen to live together as extended family groups. Their relationship to one another is motivated by social value or financial necessity rather than by kinship. Their values are often spiritually based and may be more liberal than those of the traditional family. Traditional family roles may not exist in a communal family.



Characteristics of Healthy Families

In general, healthy families are able to adapt to changes that occur in the family unit. Pregnancy and parenthood create some of the most powerful changes that a family experiences.


Healthy families exhibit the following common characteristics, which provide a framework for assessing how all families function (Cooley, 2009):



• Members of healthy families communicate openly with one another to express their concerns and needs.


• Healthy family members remain flexible in their roles, with roles changing to meet changing family needs.


• Adults in healthy families agree on the basic principles of parenting so that minimal discord exists about concepts such as discipline and sleep schedules.


• Healthy families are adaptable and are not overwhelmed by life changes.


• Members of healthy families volunteer assistance without waiting to be asked.


• Family members spend time together regularly but facilitate autonomy.


• Healthy families seek appropriate resources for support when needed.


• Healthy families transmit cultural values and expectations to children.




Factors that Interfere with Family Functioning

Factors that may interfere with the family’s ability to provide for the needs of its members include lack of financial resources, absence of adequate family support, birth of an infant who needs specialized care, an ill child, unhealthy habits such as smoking and abuse of other substances, and inability to make mature decisions that are necessary to provide care for the children. Needs of aging members at the time children are going through adolescence or the expenses of college add pressure on middle-aged parents, often called the “sandwich generation.”

High-Risk Families

All families encounter stressors, but some factors add to the usual stress experienced by a family. The nurse needs to consider the additional needs of the family with a higher risk for being dysfunctional. Examples of high-risk families are those experiencing marital conflict and divorce, those with adolescent parents, those affected by violence against one or more of the family members, those involved with substance abuse, and those with a chronically ill child.

Marital Conflict and Divorce

Although divorce is traumatic to children, research has shown that living in a home filled with conflict can also be detrimental both physically and emotionally (Kelly & El-Sheikh, 2011; Lindahl & Malik, 2011). Divorce can be the outcome of many years of unresolved family conflict. It can result in continuing conflict over child custody, visitation, and child support; changes in housing, lifestyle, cultural expectations, friends, and extended family relationships; diminished self-esteem; and changes in the physical, emotional, or spiritual health of children and other family members.


Divorce is loss that needs to be grieved. The conflict and divorce may affect children, and young children may be unable to verbalize their distress. Nurses can help children through the grieving process with age-appropriate activities such as therapeutic play (see Chapter 35). Principles of active listening (see Chapter 4) are valuable for adults as well as children to help them express their feelings. Nurses can also help newly divorced or separated parents through listening, encouragement, and referrals to support groups or counselors.

Adolescent Parenting

The teenage birth rate in the United States decreased by more than one-third from 1991 through 2005 but increased by 5% over the next 2 years. Current data show another downward trend, reaching a historic low of 39.1 per 1000 teen births. Adolescent birth rates vary by race; however, there has been a steady decline in teen birth rates for all racial and ethnic groups. The birth rate for Hispanic teenagers showed the largest decline of all race and ethnicity groups. From 2008 to 2009, the rate declined by 11% (National Center for Health Statistics, 2011).


Teenage parenting often has a negative effect on the health and social outcomes of the entire family. Adolescent girls are at increased risk for a number of pregnancy complications, such as preterm birth, low birth weight, and death during infancy (Ventura & Hamilton, 2011). Those who become parents during adolescence are unlikely to attain a high level of education and, as a result, are more likely to be poor and often homeless. An adolescent father often does not contribute to the economic or psychological support of his child. Moreover, the cycle of teen parenting and economic hardship is more likely to be continued because children of adolescent parents are themselves more likely to become teenage parents.

Violence

Violence is a constant stressor in some families. Violence can occur in any family of any socioeconomic or educational status. Children endure the psychological pain of seeing their mother victimized by the man who is supposed to love and care for her (see Chapter 24). In addition, because of the role models they see in the adults, children in violent families may repeat the cycle of violence when they are adults and become abusers or victims of violence themselves.


Abuse of the child may be physical, sexual, or emotional or may take the form of neglect (see Chapter 53). Often one child in the family is the target of abuse or neglect, whereas others are given proper care. As in adult abuse, children who witness abuse are more likely to repeat that behavior when they are parents themselves, because they have not learned constructive ways to deal with stress or to discipline children.

Substance Abuse

Parents who abuse drugs or alcohol may neglect their children because obtaining and using the substance(s) may have a stronger pull on the parents than does care of their children. Parental substance abuse interrupts a child’s normal growth and development. The parent’s ability to meet the needs of the child are severely compromised, increasing the child’s risk for emotional and health problems (Children of Alcoholics Foundation, 2011).


The child may be the substance abuser in the home. The drug habit can lead a child into unhealthy friendships and may result in criminal activity to maintain the habit. School achievement is likely to plummet, and the older adolescent may drop out of school. Children, as well as adults, can die as a result of their drug activity, either directly from the drugs or from associated criminal activity or risk-taking behaviors.

Child with Special Needs

When a child is born with a birth defect or has an illness that requires special care, the family is under additional stress (see Chapters 36 and 54). In most cases their initial reactions of shock and disbelief gradually resolve into acceptance of the child’s limitations. However, the parents’ grieving may be long term as they repeatedly see other children doing things that their child cannot and perhaps will not ever do.


These families often suffer financial hardship. Health insurance benefits may quickly reach their maximum. Even if the child has public assistance for health care costs, the family often experiences a decrease in income because one parent must remain home with the sick child rather than work outside the home.


Strains on the marriage and the parents’ relationships with their other children are inevitable under these circumstances. Parents have little time or energy left to nurture their relationship with each other, and divorce may add yet another strain to the family. Siblings may resent the parental time and attention required for care of the ill child yet feel guilty if they express their resentment.


The outlook is not always pessimistic in these families, however. If the family learns skills to cope with the added demands imposed on it by this situation, the potential exists for growth in maturity, compassion, and strength of character.



Healthy Versus Dysfunctional Families

Family conflict is unavoidable. It is a natural result of a perceived unequal exchange or an imbalance in the use of resources by individual members. Conflict should not be viewed as bad or disruptive; the management of the conflict, not the conflict itself, may be problematic. Conflict can produce growth and improve family functioning if the outcome is resolution as opposed to dissolution or continued conflict. The following three ingredients are required to resolve conflict:



1. Open communication


2. Accurate perceptions about the nature and degree of conflict


3. Constructive efforts to resolve the conflict, such as willingness to consider the view of the other, consider alternate solutions, and compromise



Dysfunctional families have problems in any one or a combination of these areas. They tend to become trapped in patterns in which they maintain conflicts rather than resolve them. The conflicts create stress, and the family must cope with the resultant stress.

Coping with Stress

If the family is considered a balanced system that has internal and external interrelationships, stressors are viewed as forces that change the balance in the system. Stressful events are neither positive nor negative, but rather neutral until they are interpreted by the individual. Positive, as well as negative, events can cause stress (Smith et al., 2009). For example, the birth of a child is usually a joyful event, but it can also be stressful.


Some families are able to mobilize their strengths and resources, thus effectively adapting to the stressors. Other families fall apart. A family crisis is a state or period of disorganization that affects the foundation of the family (Smith et al., 2009).

Coping Strategies

Nurses can help families cope with stress by helping each family identify its strengths and resources. Friedman, Bowden, and Jones (2003) identified family coping strategies as internal and external. Box 3-1 identifies family coping strategies and further defines internal strategies as family relationship strategies, cognitive strategies, and communication strategies. External strategies focus on maintaining active community linkages and using social support systems and spiritual strategies. Some families adjust quickly to extreme crises, whereas other families become chaotic with relatively minor crises. Family functional patterns that existed before a crisis are probably the best indicators of how the family will respond to it.




BOX 3-1


COPING STRATEGIES OF FAMILIES



Internal Coping Strategies

Relationship Strategies



• Family group reliance


• Greater sharing together


• Role flexibility



Cognitive Strategies



• Normalizing


• Controlling the meaning of the problem by reframing and passive appraisal


• Joint problem solving


• Gaining of information and knowledge



Communication Strategies



• Being open and honest


• Use of humor and laughter




External Coping Strategies

Community Strategy: Maintaining Active Linkages with the Community

Social Support Strategies



• Extended family


• Friends


• Neighbors


• Self-help groups


• Formal social supports



Spiritual Strategies



• Seeking advice of clergy


• Becoming more involved in religious activities


• Having faith in God


• Prayer





From Friedman, M., Bowden, V., & Jones, E. (2003). Family nursing: Theory, research, and practice (5th ed.). Upper Saddle River, NJ: Prentice-Hall.





Cultural Influences on Maternity and Pediatric Nursing

Culture is the sum of the beliefs and values that are learned, shared, and transmitted from generation to generation by a particular group. Cultural values guide the thinking, decisions, and actions of the group, particularly regarding pivotal events such as birth, sexual maturity, illness and death. Ethnicity is the condition of belonging to a particular group that shares race, language and dialect, religious faiths, traditions, values, and symbols as well as food preferences, literature, and folklore. Cultural beliefs and values vary among different groups and subgroups, and nurses must be aware that individuals often believe their cultural values and patterns of behavior are superior to those of other groups. This belief, termed ethnocentrism, forms the basis for many conflicts that occur when people from different cultural groups have frequent contact.


Nurses must be aware that culture is composed of visible and invisible layers that could be said to resemble an iceberg (Figure 3-3). The observable behaviors can be compared with the visible tip of the iceberg. The history, traditions, beliefs, values, and religion are not necessarily observed but are the hidden foundation on which behaviors are based and can be likened to the large, submerged part of the iceberg. To comprehend cultural behavior fully, one must seek knowledge of the hidden beliefs that behaviors express. This knowledge comes from experiencing caring relationships with people of different cultures within the context of mutual respect and a sincere desire to understand the role of culture in another’s “lived experiences” (Bearskin, 2011). One must also have the desire or motivation to engage in the process of becoming culturally competent in order to be effective in caring for diverse populations.
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FIG 3-3 Visible and hidden layers of culture are like the visible and submerged parts of an iceberg. Many cultural differences are hidden below the surface.



Nurses must first understand their own culture and recognize their biases before beginning to acquire the knowledge and understanding of other cultures. Applying the knowledge completes the process (Galanti, 2008).


Religious and spiritual beliefs often have a strong influence on families as they face the crisis of illness. Specific beliefs about the causes, treatment, and cure of illness are important for the nurse to know to empower the family as they deal with the immediate crisis. Table 3-1 describes how some religious beliefs affect health care.





TABLE 3-1


RELIGIOUS BELIEFS AFFECTING HEALTH CARE










	RELIGION AND BASIC BELIEFS

	PRACTICES









	Christianity





	Christianity is generally accepted to be the largest religious group in the world. There are three major branches of Christianity and a number of religious traditions considered to be Christian. These traditions have much in common relative to beliefs and practices. Belief in Jesus Christ as the son of God and the Messiah comprises the central core of Christianity. Christians believe that it is through Jesus’ death and resurrection that salvation can be attained. They also believe that they are expected to follow the example of Jesus in daily living. Study of biblical scripture; practicing faith, good works, and sacramental rites (e.g., baptism, communion, and others); and prayer are common among most Christian faiths.





	Christian Science





	Based on scientific system of healing.
Beliefs derived from both the Bible and the book, Science, and Health with Key to the Scriptures.
Prayer is the basis for spiritual, physical, emotional, and mental healing, as opposed to medical intervention (Christian Science, 2011). Healing is divinely natural, not miraculous.

	
Birth: Use physician or midwife during childbirth. No baptism ceremony.
Dietary practices: Alcohol and tobacco are considered drugs and are not used. Coffee and tea also may be declined.
Death: Autopsy and donation of organs are usually declined.
Health care: May refuse medical treatment. View health in a spiritual framework.
Seek exemption from immunizations but obey legal requirements.
When Christian Science believer is hospitalized, parent or client may request that a Christian Science practitioner be notified.





	Jehovah’s Witness





	Expected to preach house to house about the good news of God.
Bible is doctrinal authority.
No distinction is made between clergy and laity.

	
Baptism: No infant baptism. Adult baptism by immersion.
Dietary practices: Use of tobacco and alcohol discouraged.
Death: Autopsy decided by persons involved. Burial and cremation acceptable.
Birth control and abortion: Use of birth control is a personal decision. Abortion opposed on basis of Exodus 21:22-23.
Health care: Blood transfusions not allowed. May accept alternatives to transfusions, such as use of non-blood plasma expanders, careful surgical technique to minimize blood loss, and use of autologous transfusions.
Nurses should check an unconscious patient for identification that states that the person does not want a transfusion.
Jehovah’s Witnesses are prepared to die rather than break God’s law.
Respect the health care given by physicians, but look to God and His laws as the final authority for their decisions.





	The Church of Jesus Christ of Latter-Day Saints (Mormon)





	
Restorationism: True church of Christ ended with the first generation of apostles but was restored with the founding of Mormon Church.
Articles of faith: Mormon doctrine states that individuals are saved if they are obedient to God’s divine ordinances (faith, repentance, baptism by immersion and laying on of hands).
Holy Communion: Hospitalized patient may desire to have a member of the church’s clergy administer the sacrament.
Scripture: Word of God can be found in the Bible, Book of Mormon, Doctrine and Covenants, Pearl of Great Price, and current revelations.
Christ will return to rule in Zion, located in America.

	
Baptism: By immersion. Considered essential for the living and the dead. If a child older than 8 years is very ill, whether baptized or unbaptized, a member of the church’s clergy should be called.
Anointing of the sick: Mormons frequently are anointed and given a blessing before going to the hospital and after admission by laying on of hands.
Dietary practices: Tobacco and caffeine are not used. Mormons eat meat (limited) but encourage the intake of fruits, grains, and herbs.
Death: Prefer burial of the body. A church elder should be notified to assist the family.
Birth control and abortion: Abortion is opposed unless the life of the mother is in danger. Only natural methods of birth control are recommended. Other means are used only when the physical or emotional health of the mother is at stake.
Other practices: Believe in the healing power of laying on of hands.
Cleanliness is important. Believe in healthy living and adhere to health care requirements.
Families are of great importance, so visiting should be encouraged.
The church maintains a welfare system to assist those in need.





	Roman Catholicism





	Belief that the Word of God is handed down to successive generations through scripture and tradition, and is interpreted by the magisterium (the Pope and bishops).
Pope has final doctrinal authority for followers of the Catholic faith, which includes interpreting important doctrinal issues related to personal practice and health care.

	
Baptism: Infant baptism by affusion (sprinkling of water on head) or total immersion. Original sin is believed to be “washed away.” If death is imminent or a fetus is aborted, anyone can perform the baptism by sprinkling water on the forehead, saying “I baptize thee in the name of the Father, Son, and Holy Spirit.”
Anointing of the Sick: Encouraged for anyone who is ill or injured. Always done if prognosis is poor.
Dietary practices: Fasting and abstinence from meat optional during Lent. Fasting required for all, except children, elders, and those who are ill, on Ash Wednesday and Good Friday. Avoidance of meat on Ash Wednesday and on Fridays during Lent strongly encouraged.
Death: Organ donation permitted.





	Amish





	Christians who practice their religion and beliefs within the context of strong community ties.
Focused on salvation and a happy life after death.
Powerful bishops make health care decisions for the community.
Problems solved with prayer and discussion.
Primarily agrarian; eschew many modern conveniences.

	
Baptism: Late teen/early adult. Must marry within the church.
Death: Do not normally use extraordinary measures to prolong life.
Other practices: May have a language issue (modified German or Dutch) and need an interpreter.
At increased risk for genetic disorders; refuse contraception or prenatal testing.
May appear stoical or impassive—personally humble.
Reject health insurance; rely on the Church and community to pay for health care needs.
Use holistic and herbal remedies, but accept western medical approaches.





	Hinduism





	Belief in reincarnation and that the soul persists even though the body changes, dies, and is reborn.
Salvation occurs when the cycle of death and reincarnation ends.
Nonviolent approach to living.
Congregation worship is not customary; worship is through private shrines in the home.
Disease is viewed holistically, but Karma (cause and effect) may be blamed.

	
Circumcision is observed by ritual.
Dietary practices: Dietary restrictions vary according to sect; vegetarianism is not uncommon.
Death: Death rituals specify practices and who can touch corpse. Family must be consulted, as family members often provide ritualistic care.
Other practices: May use ayurvedic medicine—an approach to restoring balance through herbal and other remedies.
Same-sex health providers may be requested.





	Islam





	Belief in one God that humans can approach directly in prayer.
Based on the teachings of Muhammad.
Five Pillars of Islam.
Compulsory prayers are said at dawn, noon, afternoon, after sunset, and after nightfall.

	
Dietary practices: Prohibit eating pork and using alcohol. Fast during Ramadan (ninth month of Muslim year).
Death: Oppose autopsy and organ donation. Death ritual prescribes the handling of corpse by only family and friends. Burial occurs as soon as possible.





	Judaism





	Beliefs are based on the Old Testament, the Torah, and the Talmud, the oral and written laws of faith.
Belief in one God who is approached directly.
Believe Messiah is still to come.
Believe Jews are God’s chosen people.

	
Circumcision: A symbol of God’s covenant with Israel. Done on eighth day after birth.
Bar Mitzvah/Bat Mitzvah: Ceremonial rite of passage for boys and girls into adulthood and taking personal responsibility for adherence to Jewish laws and rituals.
Death: Remains are washed according to Jewish rite by members of a group called the Chevra Kadisha. This group of men and women prepare the body for burial and protect it until burial occurs. Burial occurs as soon as possible after death.
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Adapted from Carson, V. B. (1989). Spiritual dimensions of nursing practice (pp. 100-102). Philadelphia: Saunders; Betz, C. L., Hunsberger, M., & Wright, S. (1994). Family-centered nursing care of children (2nd ed., pp. 2230-2236). Philadelphia: Saunders; Taylor, E. J. (2002). Spiritual care: nursing theory, research, and practice. Upper Saddle River, NJ: Prentice-Hall; Spector, R. E. (2004). Cultural diversity in health and illness (6th ed.). Upper Saddle River, NJ: Prentice-Hall; Graham, L., & Cates, J. (2006). Health care and sequestered cultures: A perspective from the old order Amish. Journal of Nursing and Health, 12(3), 60-66.




Implications of Cultural Diversity for Nurses

Many immigrants and refugees are relatively young, so nurses in most localities will provide care for families in culturally diverse circumstances. To provide effective care, nurses must be aware that culture is among the most significant factors that influence parenthood, health and illness, and aging. Nurses also need to be aware that there may be a dissonance in cultural beliefs and practices among generations, as the process of assimilation into a host environment occurs (Park, Chesla, Rehm, et al. 2011). Many health care workers’ knowledge of other cultures and how to care for children and families in a culturally sensitive manner is limited. The following discussion summarizes the characteristics of family roles, health care beliefs and practices, and communication styles of some cultural groups. These descriptions are merely generalizations. Each family is unique and should be assessed and evaluated individually.

Western Cultural Beliefs

Nursing practice in the United States is based largely on Western beliefs. Nurses need to recognize that these beliefs may differ significantly from those of other societies and that the differences have the potential to cause a great deal of conflict.


Leininger (1978) identified the following seven dominant Western cultural values; these values continue to greatly influence the thinking and action of nurses in the United States but may not be shared by their patients and families:



1. Democracy is a cultural value not shared by families who believe that elders or other higher authorities in the group make decisions. Fatalism, or a belief that events and results are predestined, may also affect health care decisions.


2. Individualism conflicts with the values of many cultural groups in which individual goals are subordinated to the greater good of the group.


3. Cleanliness is an American “obsession” viewed with amazement by many people of other cultures.


4. Preoccupation with time, which is measured by health care professionals in minutes and hours, is a major source of conflict with those who mark time by different standards, such as seasons or body needs.


5. Reliance on machines and equipment may intimidate families who are not comfortable with technology.


6. The belief that optimal health is a right is in direct conflict with beliefs in many cultures in the world in which health is not a major emphasis or even an expectation.


7. Admiration of self-sufficiency and financial success may conflict with the beliefs of other societies that place less value on wealth and more value on less tangible things such as spirituality.



Although Leininger recommended that nurses become culturally competent in care, newer views address the concept of cultural safety in care (Bearskin, 2011; Blackman, 2010). In the practice of cultural safety, the nurse understands that the patient and family perspective, not the nurse’s, is central and forms the basis for the caring approach (Blackman, 2010). In addition, if cultural beliefs and traditions in some way prevent access to or provision of optimal quality care, the available care is considered to be unsafe (Ramsden as cited in Bearskin, 2011). This approach demands a bidirectional and respectful sharing of cultural beliefs to enhance understanding and culturally appropriate care (Park et al., 2011). Additionally, it is the nurse’s responsibility to recognize and address disparities in health care that are based on cultural perceptions, and to advocate for access to optimal health care for people of all cultures (Bearskin, 2011).

Cultural Influences on the Care of People from Specific Groups

To provide the best care for all patients, the nurse should know common cultural beliefs and practices that influence nursing care. Because communication is an essential component of nursing assessment and teaching, the nurse must understand cultural influences that may form barriers to communicating with people from another culture.

Asians and Pacific Islanders

“Asian” refers to populations with origins in many areas, such as the Far East, Southeast Asia, and the Indian subcontinent, including Vietnam, China, Japan, and the Philippines. “Pacific Islander” refers to the original peoples of Hawaii, Guam, Samoa, and other Pacific islands. Their roots are in their ethnic viewpoint as well as their country of origin. They are not a homogeneous group, but differ in language, culture, and length of residence in the United States. Asians and Pacific Islanders constitute 4.8% of the U.S. population (United States Census Bureau, 2011).


In the Asian culture the family is highly valued and often consists of many generations that remain close to one another. The elders of the family are highly respected. Self-sufficiency and self-control are highly valued. Asian-Americans place a high value on “face,” or honor, and may be unwilling to do anything that causes another to “lose face.” When medication or therapy is recommended, they seldom say no. They may accept the prescription or medication sample but not take the medicine, or they may agree to undergo a procedure but not keep the appointment. Stoicism may make pain assessment difficult. Herbal medicines and practices such as acupressure and music therapy may play an important part in healing for people of this culture.


Besides the national languages of Vietnam, Cambodia, and Laos, numerous languages are spoken within subgroups in each country. People from Southeast Asia speak softly and avoid prolonged eye contact, which they consider rude. Even people who have been in the United States for many years often do not feel competent in English. The nurse should avoid “yes” or “no” questions and have the woman, parent, or child demonstrate understanding of any teaching (Galanti, 2008).


Families of some hospitalized Pacific Islander patients are involved in their direct care, which may include direct provision of food. Some individuals consult traditional healers. Education related to obesity, diabetes, and hypertension is quite often needed in this group (D’Avanzo, 2008).

Hispanics

Hispanics, also called Latinos, include those whose origins are Mexico, Central and South America, Cuba, and Puerto Rico. They are a very diverse group. This group is growing rapidly in the United States, accounting for 14% of the total population in 2005, compared with 16.3% in 2010 (United States Census Bureau, 2011).


Men are usually the head of household and considered strong (macho). Women are the homemakers. Hispanics usually have a close extended family and place a high value on children. Family is valued above work and other aspects of life.


Hispanics tend to be polite and gracious in conversation. Preliminary social interaction is particularly important, and Hispanics may be insulted if a problem is addressed directly without time first being taken for “small talk.” This is counter to the value of “getting to the point” for many whites in the United States and may cause frustration for the patient as well as the health care worker.


Religion and health are strongly associated. The curandero, a folk healer, may be consulted for health care before an American health care worker is consulted. Hispanics have great respect for health care providers.

African-Americans

African-Americans constitute 12.6% of the U.S. population (United States Census Bureau, 2011). African-Americans are often part of a close extended family, although many heads of household are single women. They have a sense of loyalty to their people and community, but sometimes distrust the majority group.


Not all Black people in the United States were born in this country, however. Natives of Africa and other countries are often found in both health care provider and patient populations within the United States.


The African-American minister is highly influential, and religious rituals, such as prayer, are frequently used. Illness may be seen as the will of God.

American Indians and Alaska Natives

The terms American Indian and Alaska Native refer to people who have origins in any of the original peoples of North and South America and who maintain tribal affiliation or community attachment. This group makes up 0.9% of the total U.S. population (United States Census Bureau, 2011). Many who consider themselves Native Americans are of mixed race. The largest American Indian tribal groups are Cherokee, Navajo, Latin American Indian, Sioux, Chippewa, and Choctaw. The largest tribe among Alaska Natives are the Yupik (United States Census Bureau, 2011).


Native Americans may consider a willful child to be strong and a docile child to be weak. They have close family relationships, and respect for their elders is the norm. Although each American Indian nation or tribe has its own belief system regarding health, the overall traditional belief is that health reflects living in total harmony with nature, and disease is associated with the religious aspect of society, because supernatural powers are associated with the causing and curing of disease (Spector, 2009). Native Americans may highly respect a medicine man, whom they believe to be given power by supernatural forces. The use of herbs and rituals is part of the medicine man’s curative practice.

Middle Easterners

Middle Eastern immigrants come from several countries, including Lebanon, Syria, Saudi Arabia, Egypt, Turkey, Iran, and Palestine. Islam is the dominant, and often the official, religion in these countries; its followers are known as Muslims. The man is typically the head of the household in Muslim families. Islam requires believers to kneel and pray five times a day, at dawn, noon, during the afternoon, after sunset, and after nightfall. Muslims do not eat pork and do not use alcohol. Many are vegetarians. Other dietary standards vary according to the branch of Islam and may include standards such as how the acceptable animal is slaughtered for food.


Muslim women often prefer a female health care provider because of laws of modesty. Many Muslim women cover the head, arms to the wrists, and legs to the ankles although there are many variations in the acceptable degree of coverage. Ritual cleansing before leaving the home or hospital room may be required before the woman dresses in her required modest apparel.


Communication in these countries is elaborate, and obtaining health information may be difficult because Islam dictates that family affairs be kept within the family. Personal information is shared only with friends, and the health assessment must be done gradually. When interpreters are used, they should be of the same country and religion, if possible, because of regional differences and hostilities. Because Islamic society tends to be paternalistic, asking the husband’s permission or opinion when family members need health care is helpful.


Cross-Cultural Health Beliefs

More than 100 different ethnocultural groups reside in the United States, and numerous traditional health beliefs are observed among these groups. For example, definitions of health are often culturally based. People of Asian origin may view health as the balance of yin and yang. Those of African or Haitian origin may define health as harmony with nature. Those from Mexico, Central and South America, and Puerto Rico often see health as a balance of hot and cold.

Traditional Methods of Preventing Illness

The traditional methods of preventing illness rest in a person’s ability to understand the cause of a given illness in his or her culture. These causes may include the following:



• Agents such as hexes, spells, and the evil eye, which may strike a person (often a child) and cause injury, illness, or misfortune


• Phenomena such as soul loss and accidental provocation of envy, jealousy, or hate of a friend or acquaintance


• Environmental factors such as bad air, and natural events such as a solar eclipse



Practices to prevent illness developed from beliefs about the cause of illness. People must avoid those known to transmit hexes and spells. Elaborate methods are used to prevent inciting envy or jealousy of others and to avoid the evil eye. Protective or religious objects, such as amulets with magic powers or consecrated religious objects (talismans), are frequently worn or carried to prevent illness. Numerous food taboos and traditional combinations are prescribed in traditional belief systems to prevent illness. For example, people from many ethnic backgrounds eat raw garlic to prevent illness.

Traditional Practices to Maintain Health

A variety of traditional practices are used to maintain health. Mental and spiritual health is maintained by activities such as silence, meditation, and prayer. Many people view illness as punishment for breaking a religious code and adhere strictly to religious morals and practices to maintain health.

Traditional Practices to Restore Health

Traditional practices to restore health sometimes conflict with Western medical practice. Some of the most common practices include the use of natural substances, such as herbs and plants, to treat illness. Religious charms, holy words, or traditional healers may be tried before an individual seeks a medical opinion. Wearing religious medals, carrying prayer cards, and performing sacrifices are other practices used to treat illness.


Homeopathic care, often referred to as “complementary medicine” or “alternative medicine,” is becoming more common in health care settings. Acupuncture, massage therapy, and chiropractic medicine are examples of homeopathic care (Spector, 2009).


A variety of substances may be ingested for the treatment of illnesses. The nurse should try to identify what the child or adult is taking and determine whether the active ingredient may alter the effects of prescribed medication.


Practices such as dermabrasion, the rubbing or irritation of the skin to relieve discomfort, are common among people of some cultures. The most frequently seen form is coining, in which an area is covered with an ointment and the edge of a coin is rubbed over the area. All dermabrasion methods leave marks resembling bruises or burns on the skin and may be mistaken for signs of physical abuse.

Cultural Assessment

All health care professionals must develop skill in performing a cultural assessment so they can understand the meanings of health and illness to the cultural groups they encounter. When assessing a woman, child, or family from a cultural perspective, the nurse considers the following:



• Ethnic affiliation


• Major values, practices, customs, and beliefs related to pregnancy and birth, parenting, and aging


• Language barriers and communication styles


• Family, newborn, and child-rearing practices


• Religious and spiritual beliefs; changes or exemptions during illness, pregnancy, or after birth


• Nutrition and food patterns


• Ethnic health care practices, such as how time is marked, rituals to restore health or ease passage to the afterlife for a dying patient, and other views of life and death


• Health promotion practices


• How health care professionals can be most helpful



After such an assessment, plans for care should show respect for cultural differences and traditional healing practices. A guiding principle for nurses should be one of acceptance of nontraditional methods of health care as long as the practice does not cause harm. In some instances, cultural practices may actually cause unintentional harm; in these circumstances the nurse may need to consult other professionals familiar with the particular cultural practice to provide appropriate care and information for the family. Additional cultural information is presented throughout this book relating to specific areas in maternal and child health care.



Parenting

Parenting implies the commitment of an individual or individuals to provide for the physical and psychosocial needs of a child. Many believe that parenting is the most difficult and yet rewarding experience an individual can have. Many parents assume this important job with little education in parenting or child rearing. If the parents themselves have had parents that are positive role models, and if they seek appropriate resources for parenting, the transition to parenting is easier. Nurses are in a good position to provide parents with information on effective parenting skills through many venues, such as formal classes, anticipatory guidance at well-child checkups, and role modeling.

Parenting Styles

Baumrind (1991) described three major parenting styles, which have been generally accepted by experts in child and family development. These include authoritarian, authoritative, and permissive. Parenting style, which is the general climate in which a parent socializes a child, differs from parenting practices, the specific behavioral guidance parents offer children across the age span. Although the characteristics of parenting styles are described in their general categories, many specialists in child development acknowledge that characteristics of several parenting styles may be present in parents. In addition, researchers recognize that parenting styles may work in different ways in different cultures.


Authoritarian parents have rules. They expect obedience from the child without any questioning about the reasons behind the rule. They also expect the child to accept the family beliefs and principles without question. Give and take is discouraged.


Children raised with this style of parenting can be shy and withdrawn because of a lack of self-confidence. If the parents are somewhat affectionate, the child may be sensitive, submissive, honest, and dependable. If affection has been withheld, however, the child may exhibit rebellious, antisocial behavior.


Authoritative parents tend to show respect for the opinions of each of their children by allowing them to be different. Although the household has rules, the parents permit discussion if the children do not understand or agree with the rules. The parents emphasize that even though they (the parents) are the ultimate authority, some negotiation and compromise may take place. This style of parenting tends to result in children who have high self-esteem and are independent, inquisitive, happy, assertive, and highly interactive.


Permissive parents have little or no control over the behavior of their children. If any rules exist in the home, they are inconsistent and unclear. Underlying reasons for rules may be given, but the children are generally allowed to decide whether they will follow the rules and to what extent. Limits are not set, and discipline is inconsistent. The children learn that they can get away with any behavior. Role reversal occurs: the children are more like the parents, and the parents are like the children.


Children who come from this type of home are typically disrespectful, disobedient, aggressive, irresponsible, and defiant. They tend to be insecure because of a lack of guidelines to direct their behavior. They are searching for true limits but not finding them. These children also tend to be creative and spontaneous.


Regardless of the primary parenting style, parenting is more effective when parents are able to adjust their parenting techniques according to each child’s developmental level and when parents are involved and interested in their children’s activities and friends.

Parent-Child Relationship Factors

Relationships between parents and children are bidirectional, with the parents’ behavior affecting the child and the child’s behavior affecting the parenting. The parents’ age, experience, and self-confidence affect the quality of the parent-child relationship, the stability of the marital relationship, and the interplay between the child’s individualism and the parents’ expectations of the child.

Parental Characteristics

Parenting is multidimensional. Parents have an obligation to nurture and care for their children and to provide a moral education through example (Richards, 2010). Parent personality type, personal history of parenting as a child, abilities and competencies, parental skills and expectations, personal health, quality of marital relationship, and relationship quality with others all play a part in determining how a person parents. Parenting behaviors that promote the development of social-emotional, cognitive, and language development are warmth, responsiveness, encouragement, and communication (Roggman, Boyce, & Innocenti, 2008).


In addition, parents who have had previous experience with children, whether through younger siblings, a career, or raising other children, bring an element of experience to the art of parenting. Self-confidence and age also can be factors in a person’s ability to parent. How an individual was parented has a major effect on how he or she will assume the role. The strength of the parents’ relationship also affects their parenting skills, as does the presence or absence of support systems. Support can come from the family or community. Peer groups can provide an arena for parents to share experiences and solve problems. Parents with more experience are often an important resource for new parents.

Characteristics of the Child

Characteristics that may affect the parent-child relationship include the child’s physical appearance, sex, and temperament. At birth, the infant’s physical appearance may not meet the parents’ expectations, or the infant may resemble a disliked relative. As a result, the parent may subconsciously reject the child. If the parents desired a baby of a particular sex, they may be disappointed or the disappointment may continue if the child’s sex was identified during pregnancy. If parents are not given the opportunity to talk about this disappointment, they may reject the infant.

Temperament and Parental Expectations

Temperament can be described as the way individuals behave or their behavioral style. Several researchers have studied temperament. Chess and Thomas (1996) developed the following three temperament categories, which are based on nine characteristics of temperament they identified in children (Box 3-2).



1. Easy: These children are even tempered, predictable, and regular in their habits. They react positively to new stimuli.


2. Difficult: These children are highly active, irritable, moody, and irregular in their habits. They adapt slowly to new stimuli and often express intense negative emotions.


3. Slow to warm up: These children are inactive, moody, and moderately irregular in their habits. They adapt slowly to new stimuli and express mildly intense negative emotions.




BOX 3-2


CHARACTERISTICS OF TEMPERAMENT IN CHILDREN



1. Level of activity: The intensity and frequency of motion during playing, eating, bathing, dressing, or sleeping


2. Rhythmicity: Regularity of biologic functions (e.g., sleep patterns, eating patterns, elimination patterns)


3. Approach/withdrawal: The initial response of a child to a new stimulus, such as an unfamiliar person, unfamiliar food, or new toys


4. Adaptability: Ease or difficulty in adjustment to a new stimulus


5. Intensity of response: The amount of energy with which the child responds to a new stimulus


6. Threshold of responsiveness: The amount or intensity of stimulation necessary to evoke a response


7. Mood: Frequency of cheerfulness, pleasantness, and friendly behavior versus unhappiness, unpleasantness, and unfriendly behavior


8. Distractibility: How easily the child’s attention can be diverted from an activity by external stimuli


9. Attention span/persistence: How long the child pursues an activity and continues despite frustration and obstacles



Adapted from Chess, S., & Thomas, A. (1996). Temperament: Theory and practice. New York: Brunner-Mazel.



Some objection to the term difficult has been raised because it tends to have a negative connotation. That is the term established in temperament research, however, and parents should recognize that a “difficult” child is quite normal. As is true for other characteristics, such as appearance, the parent-child relationship is likely to have less conflict if the child’s temperament meets the parents’ expectations.



Discipline

Children’s behavior challenges most parents. The manner in which parents respond to a child’s behavior has a profound effect on the child’s self-esteem and future interactions with others. Children learn to view themselves in the same way that the parent views them. Thus if parents view their children as wild, the children begin to view themselves as wild, and soon their actions consistently reinforce their self-image. In this way, the children will not disappoint the parents. This pattern is called a self-fulfilling prophecy and is a cyclic process.


Discipline is designed to teach a child how to function effectively within society. It is the foundation for self-discipline. A parent’s primary goal should be to help the child feel lovable and capable. This goal is best accomplished by the parent’s setting limits to enhance a sense of security until the child can incorporate the family’s values and is capable of self-discipline.


When a child is in the health care system, the nurse has the opportunity to aid in the socialization of the child to some degree. Scholer, Hudnut-Beumler, and Dietrich (2010) suggest that while parents look to physicians and nurses to provide information about child discipline, time spent assisting parents in this area is not routine in pediatric primary care. In a Level II randomized, controlled study, Scholer and colleagues (2010) demonstrated that even a brief intervention in a primary care setting, designed to raise awareness of how to effectively discipline children significantly assisted parents to develop positive disciplinary approaches. Through both formal instruction and informal role modeling, the nurse can help the parent learn how to discipline a child effectively. Box 3-3 lists ways in which a parent or nurse can facilitate children’s socialization and increase their self-esteem.




BOX 3-3


EFFECTIVE DISCIPLINE FOR POSITIVE SOCIALIZATION AND SELF-ESTEEM



• Attend promptly to an infant’s and young child’s needs.


• Provide structure and consistency for young children.


• Give positive attention for positive behavior; use praise when deserved.


• Listen.


• Set aside time every day for one-on-one attention.


• Demonstrate appreciation of the child’s unique characteristics.


• Encourage choices and decision making, and allow the child to experience consequences of mistakes.


• Model respect for others.


• Provide unconditional love.





Dealing with Misbehavior

A child’s misbehavior may be defined as behavior outside the norms of acceptance within the family. Misbehavior stretches the limits of tolerance in all parents, even the most patient. A parent’s response to the child’s misbehavior can have minor consequences, such as short-term frustration, or major consequences such as child abuse. To prevent these negative consequences, the nurse can help teach parents various strategies for effective discipline. Whenever disciplinary strategies are used, the parent needs to consider the individual child’s developmental level. In addition, discipline should be consistent, the parent should not “give in” to manipulation or tantrums, and the child’s feelings should be acknowledged (American Academy of Pediatrics [AAP], 2011). The following are three essential components of effective discipline (AAP, 1998, reaffirmed 2004):



1. Maintaining a positive, supportive, loving relationship between the parents and the child


2. Using positive reinforcement and encouragement to promote cooperation and desired behaviors


3. Removing reinforcement or applying punishment to reduce or eliminate undesired behaviors



Punishment is used to eliminate a behavior and can be in the form of a verbal reprimand or physical action to emphasize a point. The AAP discourages the use of spanking and other forms of physical punishment (AAP, 2011).

Redirection

Redirection is a simple and effective method in which the parent removes the problem and distracts the child with an alternative activity or object. This method is helpful with infants through preadolescents.

Reasoning

Reasoning involves explaining why a behavior is not permitted. Younger children lack the cognitive skills and developmental abilities to comprehend reasoning fully. For example, a 4-year-old may better understand the consequence that he will have to spend time in his room if he breaks his brother’s toy than the concept of respecting the property of others.


When this technique is used with older children, the behavior should be the object of focus, not the child. The child should not be made to feel guilt and shame, because these feelings are counterproductive and can damage the child’s self-esteem. The parent can focus on the behavior most effectively by using “I” rather than “you” messages.


A “you” message criticizes children and uses guilt in an attempt to get them to change their behavior. An example of a “you” message is “Don’t take your little sister’s toys away and make her cry. You’re being a bad boy!” By contrast, an “I” message focuses on the misbehavior by explaining its effect on others. An example of an “I” message is, “Your little sister cries when you take her toys away because she doesn’t know that you will give them back to her.”

Time-Out

Time-out is a method of removing the attention given to a child who is misbehaving. It involves placing the child in a nonstimulating environment where the parent can observe unobtrusively. For example, a chair could be placed facing a wall in a hall or nearby room. The child is told to sit on the chair for a predetermined time, usually 1 minute per year of age. If the child cries or fights, the timing is not begun until the child is quiet. The use of a kitchen timer with a bell is effective because the child knows when the time begins and when it has elapsed and the child can get up. After the child has calmed and the time is completed, discussion of the behavior that prompted the time-out at a level appropriate to the child’s age may be helpful.

Consequences

The consequences technique helps children learn the direct result of their misbehavior and can be used with toddlers through adolescents. If children must deal with the consequences of their behavior and the consequences are meaningful to them, they are less likely to repeat the behavior. Consequences fall into the following three categories:



1. Natural: Consequences that occur spontaneously. For example, a child loses a favorite toy after leaving it outside, and the parent does not replace it.


2. Logical: Consequences that are directly related to the misbehavior. For example, when two children are fighting over a toy, the parent removes the toy from both of them for a day.


3. Unrelated: Consequences that are purposely imposed. For example, a child comes in late for dinner and, as a consequence, is not allowed to watch TV that evening.



Some parents have difficulty allowing their children to face the consequences of their actions. When parents choose to deny their child this experience, the parent loses an important opportunity to teach responsibility for one’s actions.

Behavior Modification

The behavior modification technique of discipline rewards positive behavior and ignores negative behavior. This technique requires parents to choose selected behaviors, preferably only one at a time, that they desire to stop. They choose others that they want to encourage. The basic technique is useful for any age from toddlerhood through adolescence. For a young child, the selected positive behaviors are marked on a chart and explained to the child. For an older child, a contract can be written. The negative behaviors are kept in mind by the parents but are not recorded where the child can see them. A system of rewards is established. Stickers or stars on a chart for young children and tokens for older children are effective ways to record the behaviors. Children should receive a predetermined reward (e.g., a movie, book, or outing, but not food) after they successfully perform the behavior a set number of times. This system should continue for several months until the behavior becomes a habit for the child. Then the external reward should be gradually withdrawn. The child develops internal gratification for successful behavior rather than relying on external reinforcement. Children gain a sense of mastery and actually enjoy the process, often viewing it as a game.
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Avoiding the Use of Corporal Punishment as Discipline


Corporal punishment can lead to child abuse if the disciplinarian loses control. It can also lead to false accusations of child abuse by either the child or other adults. Because of the high cost and low benefit of this form of punishment, parents should avoid its use.



Negative behaviors are simply ignored. If the parent refuses to give the child attention for the behavior, the child soon gives up that strategy. Consistency is the key to success for this technique, and many parents find this method difficult to enforce. Parents need to be warned that children frequently test the seriousness of this attempt by increasing their negative behavior soon after the parents begin ignoring it. If this technique is to be successful, the parents need to ignore the negative behavior every time.

Corporal Punishment

Corporal punishment usually takes the form of spanking. It is highly controversial and should be discouraged. Corporal punishment has many undesirable results, which include physical aggression toward others and the belief that causing pain to others is acceptable (AAP, 2011). Adults who were spanked as children are more likely than those who were not spanked to experience depression, use substances, and commit domestic violence (AAP, 2011). Use of spanking as discipline can result in loss of control and child injury.


Because of the negative consequences of spanking and because it is no more effective than other methods of discipline, the AAP (2011) recommends that parents be encouraged and helped to develop methods of discipline other than spanking.



Nursing Process and the Family



Family Assessment

When assessing family health, the nurse first must determine the structure of the family. The structure is the actual physical composition of the family, the family’s environment, and the occupations and education of its members. Diagrams can assist with this process. A genogram, (see Table 10-1) also known as a pedigree, which illustrates family relationships and health issues, looks like a family tree with three generations of family members represented. An ecomap is a pictorial representation of the family structure and relationships with factors in the external environment.


Next the nurse needs to determine how well the family is fulfilling its five major functions as described by Friedman et al. (2003):



1. Affective function (personality maintenance function): to meet the psychological needs of family members—trust, nurturing, intimacy, belonging, bonding, identity, separateness and connectedness, need-response patterns, and the therapeutic role of the individuals in the family.


2. Socialization function (social placement): to guide children to be productive members of society and transmit cultural beliefs to the next generation.


3. Reproductive function: to ensure family continuity and societal survival.


4. Economic function: to provide and effectively allocate economic resources.


5. Health care function: to provide the physical necessities of life (e.g., food, clothing, shelter, health care), to recognize illness in family members and provide care, and to foster a healthy lifestyle or environment based on preventive medical and dental health practices.



Health problems can arise from structural problems, such as too few or too many people sharing the same living quarters. If too few people are present, children may be left unattended; too many people may lead to overcrowding, stress, and the spread of communicable diseases. Environmental problems include impure drinking water, inadequate sewage facilities, damaged electric wiring and outlets, and inadequate sleeping conditions. Other environmental factors, such as rodents, crime, and noise, can affect health. Occupation and education can affect health through lack of adequate supervision of children; inability to purchase physical necessities, such as food; inability to purchase health insurance; and stress from employment dissatisfaction.

Nursing Diagnosis and Planning

After using the various tools to assess the child’s family completely, the nurse identifies the appropriate nursing diagnoses. These will differ according to the specific family assessment data. The following general nursing diagnoses can be used for families:



• Risk for Caregiver Role Strain


• Compromised Family Coping


• Interrupted Family Processes


• Impaired Parenting


• Risk for Impaired Parent-Infant Attachment


• Ineffective Family Therapeutic Regimen Management


• Social Isolation



Other diagnoses may also be appropriate. The expected outcomes for each diagnosis would be specifically tailored to the family’s needs.

Intervention and Evaluation

Interventions also are specific for the child and family, but most family interventions are directed toward enhancing positive coping strategies and directing the family to appropriate resources. The nurse adapts general family interventions to each family’s unique needs but in particular helps the family to do the following:



• Identify and mobilize internal and external strengths


• Access appropriate resources in the extended family and community


• Recognize and enhance positive communication patterns


• Decide on a consistent discipline approach and access parenting programs if needed


• Maintain comforting cultural and religious traditions and sources of healing


• Engage in joint problem solving


• Acquire new knowledge by providing information about a specific health problem or issue


• Become empowered


• Allocate sufficient privacy, space, and time for leisure activities


• Promote health for all family members during times of crisis



Once families have participated in needed intervention, evaluation criteria are tailored to the specific intervention and individualized for the family.
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Create a genogram of your family. Can you identify health issues and trends from looking at the genogram? What are the implications for nursing care?




KEY CONCEPTS



• Traditional families may be single-income or dual-income families. Two-income families are much more common at present.


• Nontraditional family structures (single-parent, blended, adoptive, multigenerational [extended], and same-sex parent families) may require nursing care that is different from that required by traditional families.


• High-risk families have additional stressors that affect their functioning. Examples are families headed by adolescents; families affected by marital discord or divorce, violence, or substance abuse; and families with a severely or chronically ill member.


• All families experience stress; how the family deals with stress is the important factor.


• Identifying healthy versus dysfunctional family patterns can help the nurse implement effective strategies to care for the child and the family.


• During health and illness, women, children, and families are cared for within the framework of their families and their cultures.


• Traditional cultural beliefs may be used to prevent illness, maintain health, and restore health.


• Differing cultural beliefs and expectations between the health care provider and the family can create conflict.


• The nurse can help parents learn effective discipline methods by teaching and role modeling.


• Assessing the structure and function of the family is a basic part of caring for any child.
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Chapter 4


Communicating with Children and Families

Learning Objectives

After studying this chapter, you should be able to:



• Describe components of effective communication with children.


• Describe communication strategies that assist nurses in working effectively with children.


• Explain the importance of avoiding communication pitfalls in working with children.


• Describe effective family-centered communication strategies.


• Describe effective strategies for communicating with children with special needs.


• Describe warning signs of overinvolvement and underinvolvement in child/family relationships.
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To work effectively with children and their families, nurses need to develop keen communication skills. Because parents and other family members play a crucial role in the lives of children, nurses need to establish rapport with the family in order to identify mutual goals and facilitate positive outcomes. An awareness of body language, eye contact, and tone of voice must accompany good verbal communication skills when one is listening to children and their families. The same awareness helps nurses assess their own communication styles.

Components of Effective Communication

Communication is much more than words going from one person’s mouth to another person’s ears. In addition to the words themselves, the tone and quality of voice, eye contact, physical proximity, visual cues, and overall body language convey messages. These nonverbal communications are often undervalued, yet comprise a significant portion of total communication. In choosing communication techniques to be used with children and families, the nurse considers cultural differences, particularly with regard to touch and personal space (see Chapter 3). Communication provides an important linkage between parents and providers that is based on honesty, caring, respect, and a direct approach (Fisher & Broome, 2011). Good communication is key to the identification of health issues, adherence to a treatment plan, and improved psychological and behavioral outcomes (Levetown, 2008). Optimal communication addresses both the cognitive and emotional needs of children and families (Levetown, 2008).

Touch

Touch can be a positive, supportive technique that is effective from birth through adulthood. Touch can convey warmth, comfort, reassurance, security, trust, caring, and support.


In infancy, messages of love, security, and comfort are conveyed through holding, cuddling, gentle stroking, and patting. Infants do not have cognitive understanding of the words they hear, but they sense the emotional support, and they can feel, interpret, and respond to gentle, loving, supportive hands caring for them. Toddlers and preschoolers find it soothing and comforting to be held and rocked, as well as stroked gently on the head, back, arms, and legs (Figure 4-1).
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FIG 4-1 Communication with children is enhanced by direct eye contact and by body language that conveys attentiveness and openness.
Touch is a powerful means of communicating. Toddlers and preschoolers often find touch in the form of cuddling and stroking to be soothing. Even older children who prize their independence find that a parent’s hug or pat on the back helps them feel more secure. A child can communicate more easily with a nurse who is at eye level and at a comfortable conversational distance. The nurse may need to squat or even sit on the floor to talk with very young children.



School-age children and adolescents appreciate giving and receiving hugs and getting a reassuring pat on the back or a gentle hand on the hand. The nurse, however, needs to request permission for any contact beyond a casual touch with these children.

Physical Proximity and Environment

Children’s familiarity and comfort with their physical surroundings affect communication. Normally, children are most at ease in their home environments. Once they enter a clinic, emergency department, or patient care unit, they are in an unfamiliar environment, and they experience heightened anxiety. Hospital and clinic staff members have a tremendous advantage in knowing their clinic or unit as a familiar workplace. Nurses can gain a better picture of what a child is experiencing by trying to place themselves in the child’s position and imagining the child’s first impression of the triage desk, the reception desk, the admitting office, the treatment room, and the hospital room. A child’s perspective is probably very different from an adult’s. Creating a supportive, inviting environment for children includes the use of child-size furniture, colorful banners and posters, developmentally appropriate toys, and art displayed at a child’s eye level.


Individuals have different comfort zones for physical distance. The nurse should be aware of differences and should move cautiously when meeting new children and families, respecting each individual’s personal space. For example, standing over the child and family can be intimidating. Instead, the nurse should bring a chair and sit near the child and family. This action puts the nurse at eye level. If a chair is not accessible, the nurse may stoop or squat. The important part is to be at eye level while remaining at a comfortable distance for the child and family (Figure 4-2).
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FIG 4-2 For effective communication, the nurse needs to be at the child’s eye level. (Courtesy Pat Spier, RN-C. In Leifer, G. [2011]: Introduction to maternity & pediatric nursing, [6th ed.]. St. Louis: Saunders.)



The nurse should not overlook privacy or underestimate its importance. A room should be available for conducting private conversations away from roommates or family members and visitors. Privacy is particularly critical in working with adolescents, who typically will not discuss sensitive topics with parents present. The nurse’s skill and ease with parents of adolescents will increase the adolescents’ trust in the nurse. Nurses need to avoid hallway conversations, particularly outside a child’s room, because children and parents may overhear only some words or phrases and misinterpret the meaning. Overhearing may lead to unnecessary stress and mistrust between the health care providers and the child or family.

Listening

Messages given must be received for communication to be complete. Therefore, listening is an essential component of the communication process. By practicing active listening skills, nurses can be effective listeners. Active listening skills are as follows:

Attentiveness

The nurse should be intentional about giving the speaker undivided attention. Eliminating distractions whenever possible is important. For example, the nurse should maintain eye contact, close the room door, and eliminate potential distractions (e.g., television, computer, video games, smartphones).

Clarification through Reflection

Using similar words, the nurse expresses to the speaker what was heard and understood about the content of the message. For example, when the child or family member says, “I hate the food that comes on my tray,” a reflective response would be, “When you say you are unhappy with the food you’ve been given, what can we do to change that?” As the conversation progresses, the nurse can move the child through a dialogue that identifies those nutritional foods the child would eat.

Empathy

The nurse identifies and acknowledges feelings expressed in the message. For example, if a child is crying after a procedure, the nurse might say, “I know it is uncomfortable to have this procedure. It is okay to cry. You did a great job holding still.”

Impartiality

To understand and avoid prejudicing what is heard with personal bias, the nurse listens with an open mind. For example, if a young adolescent shares that she is sexually active and is mainly concerned about sexually transmitted diseases, the nurse remains a supportive listener. The nurse can then provide her with educational materials and resources as well as discuss the possible outcomes of her actions in a manner that is open and not judgmental, regardless of the nurse’s personal values and beliefs.


During shift handoff, descriptions of family must be shared objectively and impartially. Otherwise, perceptions of families may negatively affect how colleagues approach and interact with families.


To enhance the effectiveness of communication and maximize normal language patterns that contribute to language development, the nurse focuses on talking with children rather than to them and develops conversations with children.


The nurse must be prepared to listen with the eyes as well as the ears. Information will not always be audible, so the nurse must be alert to subtle cues in body language and physical closeness. Only then can one fully understand the messages of children. For example, when the nurse enters the room to complete an initial assessment of a 4-year-old child and observes the child turning away and beginning to suck her thumb, the child is communicating about her basic security and comfort level, although she has not said a word.


Visual Communication

Eye contact is a communication connector. Making eye contact helps confirm attention and interest between the individuals communicating. Direct eye contact may be uncomfortable, however, for people in some cultures, so the nurse needs to be sensitive to responses when making eye contact.
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Tips to Enhance Listening and Communication Skills



• Children understand more clearly than they can speak.


• To develop conversations with children, ask open-ended questions rather than questions requiring yes-or-no responses.


• Comprehension is increased when the nurse uses different methods to present and share information.


• Use “people-first” language (e.g., “Sally in 428 has cystic fibrosis” instead of “The CF patient in 428 is Sally”).


• Encourage the child to be an active participant through creating a respectful listening environment where children can express concerns, ask questions and participate in the development of a plan of care.





Clothing, physical appearance, and objects being held are visual communicators. Children may react to an individual’s presence on the basis of a white lab coat, a bushy beard, or a syringe or video game in the hand. The nurse needs to think ahead and anticipate visual stimuli a child may find startling and those that may be pleasing and to make appropriate adjustments when possible. For example, it is a routine practice for nurses to bring a medication in a syringe for insertion into an intravenous (IV) line. Unless the purpose of the syringe is immediately explained, children might quickly assume they are about to receive an injection.


Some children, and some adults, are visual learners. They learn best when they can see or read instructions, demonstrations, diagrams, or information. Using various methods of presenting and sharing information will increase comprehension for such children.


Concepts can be presented more vividly by using developmentally appropriate photographs, videos, dolls, computer programs, charts, or graphs than by using written or spoken words alone. The nurse needs to select teaching tools and materials that appropriately match the child’s growth and developmental level.

Tone of Voice

The spoken word comes to mind most often when communication is the topic. Communication, however, consists of not only what is said but also the way it is said. The tone and quality of voice often communicate more than the words themselves.


Because infants’ cognitive understanding of words is limited, their understanding is based on tone and quality of voice. A soft, smooth voice is more comforting and soothing to infants than a loud, startling, harsh voice. Infants can sense from the tone of voice whether the caregiver is angry or happy, frustrated or calm. The nurse can assess how aware of and sensitive to these messages infants are by observing their body language. Infants are relaxed when they hear a calm, happy caregiver and tense and rigid when they hear an angry, frustrated caregiver.


Children can detect anger, frustration, joy, and other feelings that voices convey, even when the accompanying words are incongruent. This incongruity can be very confusing for children. The nurse should strive to make words and their intended meanings match.


Verbal communication extends beyond actual words. All audible sounds convey meaning. An infant’s primary mode of audible communication is crying. Crying is a cue to check basic needs, including hunger, pain, discomfort (e.g., wet diaper), and temperature. Cooing and babbling, also heard during the first year of life, generally convey messages of comfort and contentment. As children develop and mature, they have larger vocabularies to express their ideas, thoughts, and feelings.


The choice of words is critical in verbal communication. The nurse needs to avoid talking down to children but should not expect them to understand adult words and phrases. Technical health care terms should be used selectively, and jargon should be avoided (see Table 4-4).

Body Language

From the gentle caress of holding an infant to sitting and listening intently to an adolescent’s story, body language is a factor in communication. An open body stance and positioning invite communication and interaction, whereas a closed body stance and positioning impede communication and interaction.


Using an open body posture improves the nurse’s understanding of children and the children’s understanding of the nurse. Nurses need to learn to read children’s body language and should become more aware of their own body language. Table 4-1 compares open and closed body postures.




TABLE 4-1


OPEN AND CLOSED BODY POSTURES








	OPEN

	CLOSED









	Leaning toward other person

	Leaning away from other person





	Arms loose at sides

	Arms folded across chest





	Frequent eye contact

	No eye contact





	Hands moving freely

	Hands on hips





	Soft stance, body swaying slightly

	Rigid stance





	Head up

	Head bowed





	Calm, slow movements

	Constant motion, squirming





	Smiling, friendly facial cues

	Frowning, negative facial cues





	Conversing at eye level

	Conversing at a level that requires the child to move to listen










Timing

Recognizing the appropriate time to communicate information is a developed skill. A distraught child whose parents have just left for work is not ready for a diabetic teaching session. The session will be much more productive and the information better understood if the child has a chance to make the transition. The convenience of meeting a schedule should be secondary to meeting a child’s needs.


In the well or outpatient setting, scheduling teaching sessions that adapt to a parent’s schedule can enhance child’s or parent’s understanding of information (Li & Chung, 2009). For example, scheduling a teaching session during the late afternoon or early evening, or on a Saturday, at the parent’s convenience assures increased attention because the parent is not distracted with needing to be at work or other demands on time.


Family-Centered Communication

Any discussion about effective ways to communicate with children must also include a discussion of effective communication with families. Family-centered care emphasizes that the family is intimately involved in the care of the child. Parents need to be supported while sustaining their parental role during their child’s hospitalization (Sanjari, Shirazi, Heidari, et al., 2009). Family-centered care is achieved when health care professionals can create partnerships with families, recognizing that the family is essential to the child and that the family has the right to participate fully in planning, implementing, and evaluating the child’s plan of care.


Commitment to family-centered care means that the nurse respects the family’s diversity. Children and parents live in a variety of family structures. An expanded definition of family is required in the twenty-first century, because the term no longer refers to only the intact, nuclear family in which parents raise their biologic children. Contemporary family structures include adolescent parents; extended families with aunts, uncles, or cousins parenting; intergenerational families with grandparents parenting; blended families with stepparents and stepsiblings; gay or lesbian parents; foster parents; group homes; and homeless children. The nurse should be prepared to identify the foundational strengths in all family structures (see Chapter 3). Family-centered care also means that the nurse truly believes that the child’s care and recovery are greatly enhanced when the family fully participates in the child’s care (Figure 4-3).
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Communicating with Families



• Include all involved family members. One essential step toward achieving a family-centered care environment is to develop open lines of communication with the family.


• Encourage families to write down their questions.


• Remain nonjudgmental.


• Give families both verbal and nonverbal signals that send a message of availability and openness.


• Respect and encourage feedback from families.


• Recognize that families come in various shapes, sizes, colors, and generations.


• Avoid assumptions about core family beliefs and values.


• Respect family diversity.
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FIG 4-3 The child’s continuing health care, both preventive and during illness, is enhanced by participation of the family.
The nurse explains a child’s test results to his mother and grandmother. Including all important family members in the child’s health care reflects commitment to family-centered care. (Courtesy University of Texas at Arlington College of Nursing, Arlington, TX.) This nurse practitioner has learned Spanish to communicate better with her many Spanish-speaking patients. Speaking with family members in their own language encourages the family to remain in the health care system. The nurse is also using eye contact and has positioned herself at the mother’s eye level. (Courtesy Parkland Health and Hospital System Community Oriented Primary Care Clinic, Dallas, TX.)



Establishing Rapport

Critical to establishing rapport with families is the nurse’s ability to convey genuine respect and concern during the first encounter. A nonjudgmental approach and a willingness to assist family members in effectively caring for their child demonstrate the nurse’s interest in their well-being.

Availability and Openness to Questions

A nurse who does not take time to see how a child and family are doing—such as a nurse who leaves a room immediately after a treatment or administration of a medication—will not encourage or invite families to ask questions. Families want and need unrushed and uninterrupted time with the nurse. Sometimes this time can be made available only by purposefully scheduling it into the day. Encouraging families to write down their questions will enable them to take full advantage of their time with the nurse.

The nurse might encourage effective use of time by saying, “I know you have a lot of questions and are very anxious to learn more about your son’s condition. I have another patient who has an immediate need, but I will be available in 10 minutes to meet with you. In the meantime, here is a parent handbook that gives general information about seizures. Please feel free to review it and write down any questions that we can discuss when I return.”


Family Education and Empowerment

Family empowerment occurs when the nurse and other health providers take the time to educate parents about their child’s condition and the skills needed to participate, thus ensuring their continued involvement in planning and evaluating the plan of care. Families need support as they gain confidence in their skills, and they need guidance to assist them as they navigate through the health care experience. Communication is enhanced when families feel competent and confident in their abilities.

Effective Management of Conflict

When conflict occurs, it needs to be addressed in an expedient manner to prevent further breakdown in communication. Box 4-1 suggests strategies for managing conflict, and Table 4-2 highlights the importance of choosing words carefully to make families feel welcome and to further facilitate family-centered care.




BOX 4-1


STRATEGIES FOR MANAGING CONFLICT



• Understand the parents’ perspective (walk in their shoes). Imagine yourself as the parent of a child in a hospital where your values and beliefs are exposed and scrutinized. Try to understand the parents’ perspective better by encouraging them to share it.


• Determine a common goal and stay focused on it. Determine the agreed-on result, and work toward it. By staying focused on a common goal, the parties involved are more likely to find workable strategies to achieve the identified goal.


• Seek win-win solutions. Conflict should not be about who is right and who is wrong. Effective conflict management focuses on finding a solution whereby both parties “win.” By establishing a common goal, both parties win when this goal is achieved.


• Listen actively. Critical to resolving situations of conflict is the ability to listen and understand what the other person is saying and feeling. In active listening, the receiver actively and empathically listens to gain a better understanding of the actual and the implied message.


• Openly express your feelings. Talking about feelings is much more constructive than acting them out. The nurse might say, “I am very concerned about Jamie’s safety when you leave his side rails down.”


• Avoid blaming. Each party owns part of the problem. Pointing fingers and blaming others will not solve the problem. Instead, identify the part of the problem that each party owns and work together to resolve it. Seek win-win solutions.


• Summarize the decision. At the end of any discussion, summarize what has been decided and identify who is responsible for follow-up. This process ensures that everyone is clear about the decision and facilitates accountability for implementing solutions.






TABLE 4-2


CHOOSING WORDS CAREFULLY



	POOR WORDS
	RATIONALE
	BETTER WORDS
	RATIONALE




	Policies allowed or not permitted
	Convey attitude that hospital personnel have authority over parents in matters concerning their children
	Guidelines, working together, welcome
	Convey openness and appreciation for position and importance of families



	Noncompliant, uncooperative, difficult (when referring to parents and other family members)
	Imply that health care providers make decisions and give instructions that families must follow without input
	Partners, colleagues, joint decision makers, experts about their child
	Acknowledge that families bring important information and insight and that families and professionals form a team



	Dysfunctional, in denial, overprotective, uninvolved, uncaring (labeling families)
	Pronounce judgment that may not incorporate full understanding of family’s situation, reactions, or perspective
	Coping (describing family’s reactions with care and respect)
	Remain open to reaching a more complete and appreciative understanding of families over time
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Feedback from Children and Families

The nurse needs to be alert for both verbal and nonverbal cues. Routinely checking with family members about their experiences, satisfaction with communications, teaching sessions, and health care goals is an effective way to ensure that health care providers obtain appropriate feedback. To enhance the delivery of care, the nurse should explain how this feedback will be used. The nurse should listen and observe carefully to make sure that what family members are saying is truly what they are feeling.


Transparent communication between parents and nurses is integral to providing family-centered care (McCann, Young, Watson, et al., 2008).




For example, while one nurse was teaching the mother of a 2-year-old child who was recently diagnosed with type 1 diabetes mellitus, the mother reported that, although she was her child’s primary caregiver, the child’s grandmother frequently cared for the child while the mother was at work. The nurse therefore notified the other team members and altered the teaching plan for diabetes care to include the child’s grandmother.






Spirituality

Children have rich spiritual lives, although they do not use the same vocabulary as adults to describe them. Spiritual care is a vital coping resource for many children. In order to provide holistic care to children, it is important to assess the child’s beliefs and faith (Neuman, 2011). Supporting children’s existing faith and spiritual practices is recommended. Children can be assisted in maintaining their rituals, whether they are bedtime prayers, songs, or blessings at meals. Nurses can provide spiritual care in ways that offer hope, encouragement, comfort, and respect. A resource to pursue in many hospital or health care settings is the pastoral care or chaplain’s department.


Transcultural Communication: Bridging the Gap

Conflict can arise when the nurse comes from a cultural background that is different from that of the child and family. Such differences could influence the approach to care. As the demographics in the United States continue to change, health care professionals will be challenged to become more transcultural in their approach to patients if the professionals want to continue to be effective in their relationships with children and families. Health care professionals need to be aware of their own values and beliefs and need to recognize how these influence their interactions with others. They also need to be aware of and respect the child’s and family’s values and beliefs. In working with children and families, the initial nursing assessment should address values, beliefs, and traditions. The nurse can then consider ways in which culture might affect communication style, methods of decision making, cultural adaptations for nursing intervention, and other behaviors related to health care practices.


During the initial interview, the nurse ascertains the following information related to the child and family:



Decision making practices: Are decisions made by individuals or collectively as a group?


Child-rearing practices: Who are the primary caregivers? What are their disciplinary practices?


Family support: What is the family structure? To whom do the patient and family turn for support?


Communication practices: How is the information communicated to the rest of the family?


Health and illness practices: Do family members seek professional help or rely on other resources for treatment and advice?



If uncertain about how to communicate in a culturally appropriate manner, the health professional can ask the family members directly about the most comfortable communication approach for them (Levetown, 2008). Once information is obtained, the nurse can use it to individualize the treatment plan and approach for the child’s and family’s needs. For example, if the parents of a child with an Orthodox Jewish religious background request a kosher diet, the nurse facilitates the routine delivery of kosher meals and communicates the family’s wishes to the rest of the team members so that they can also respect the family’s customs. If the family of a child who has a severe brain injury requests the services of a healer, the nurse enables the family to arrange the visit. Coordinating the child’s daily schedule to provide an uninterrupted visit with the healer is one aspect of family-centered care. When the nurse communicates the family’s cultural preferences to other members of the health care team, communication and holistic care are enhanced.

Therapeutic Relationships: Developing and Maintaining Trust

Trust is important in establishing and maintaining therapeutic relationships with families. Trust promotes a sense of partnership between nurses and families. Becoming overly involved with the child or family can inhibit a healthy relationship. Because nurses are caring, nurturing people and the profession demands that nurses sometimes become intimately involved in other people’s lives, maintaining the balance between appropriate involvement and professional separation is quite challenging. Box 4-2 delineates behaviors that may indicate overinvolvement. Box 4-3 identifies behaviors that may indicate professional separation or underinvolvement. Whether nurses become too emotionally involved or find themselves at the other end of the spectrum, being underinvolved, they lose effectiveness as objective professional resources.




BOX 4-2


WARNING SIGNS OF OVERINVOLVEMENT



• Buying gifts for individual children or families


• Giving out one’s home phone number


• Competing with other staff for the child’s or family’s affection


• Inviting the child or family to social gatherings


• Accepting invitations to family gatherings (e.g., birthday parties, weddings)


• Visiting or spending time with the child or family during off-duty time


• Revealing personal information


• Lending or borrowing money


• Making decisions for the family about the child’s care






BOX 4-3


WARNING SIGNS OF UNDERINVOLVEMENT



• Avoiding the child or family


• Calling in sick so as not to take assignment of a specific child


• Asking to trade assignments for a specific child


• Spending less time with a particular child





Family members may display feelings of incompetence, fear, and loss of control by expressing anger, withdrawal, or dissatisfaction. Most important in working with these families is to promote the parents’ feelings of competence through education and empowerment. The nurse keeps parents well informed of the child’s care through frequent phone calls and actively involves them in decision making. Teaching parents skills necessary to care for their child promotes confidence, enhances self-esteem, and fosters independence.


Nurses must be able to recognize their own personal and professional needs. Being aware of the motives for one’s own actions will greatly enhance the nurse’s ability to understand the needs of children and families and to give families the tools to manage care effectively.
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Maintaining a Therapeutic Relationship


Maintaining professional boundaries requires that the nurse constantly be aware of the fine line between empathy and overinvolvement.



Nursing Care



Communicating with Children and Families



Assessment

A comprehensive needs assessment of the child and family elicits information about problem-solving skills, cultural needs, coping behaviors, and the child’s routines. Any assessment requires the nurse to obtain information from the child and the family.

The nurse might say, “Mrs. Jiminez, I value your input as well as your child’s. Hearing Ramon explain his understanding of his diabetic dietary restrictions in his own words will help us gain better insight into how best to manage his care. Let’s take a few minutes to hear from Ramon, and then we can talk about your perspective.”


Assessment enables the nurse to develop better insight by gathering information from multiple perspectives and facilitates the development of a more comprehensive plan of care. A thorough assessment of the child’s communication skills presumes that the nurse understands developmental milestones and can relate comprehension and communication skills to the child’s cognitive and emotional development and language abilities. During the initial assessment of the child and family, the nurse should also describe routines and provide information about what the child and family can expect during their visit.


The family’s level of health literacy is an important component of a communication assessment. Because of language, educational, or other barriers, some family members may not understand medical or health terminology in ways nurses might expect. Consequences, such as not adhering to medication or recommended treatment routines, can result from miscommunication related to low health literacy (Jones & Sanchez-Jones, 2008). Assessment data that might suggest poor health literacy in family members include avoidance of reading or filling out hospital forms, providing incorrect information about the child, and not appearing curious about the child’s health status (Jones & Sanchez-Jones, 2008). Providing instructions and explanations in language the caregiver understands as well as having the caregiver repeat or demonstrate back the instructions can increase understanding and adherence (Colby, 2009). In addition, health care professionals should use only trained translators to help explain procedures, treatments, and other health-related information to patients and families with limited English competency. In these instances, the use of untrained translators, such as children or other family members, is unacceptable (Levetown, 2008).

Nursing Diagnosis and Planning

The nursing assessment may suggest diagnoses that affect communication but that arise from the child’s encounter with the health care system. Other diagnoses are related to the child’s and family’s communication abilities.



• Anxiety related to potential or actual separation from parents (e.g., a 4-year-old girl who becomes withdrawn and unable to cooperate with an office hearing test when separated from her mother).



Expected Outcomes

The child verbalizes the cause of the anxiety and more readily communicates with the health care professional. The child exhibits posture, facial expressions, and gestures that reflect decreased distress.



• Fear related to a perceived threat to the child’s well-being and inadequate understanding of procedures or treatments (e.g., a 7-year-old boy scheduled for tonsillectomy who wonders where his throat will be cut to remove his tonsils).



Expected Outcome

The child talks about fears and accurately describes the procedure or treatment.



• Hopelessness related to a deteriorating health status (e.g., an 11-year-old child in isolation with prolonged illness and uncertain prognosis).



Expected Outcomes

The child verbalizes feelings and participates in care. The child makes positive statements, maintains eye contact during interactions, and has appetite and sleep patterns that are appropriate for the child’s age and physical health.



• Powerlessness related to limits to autonomy (e.g., a 3-year-old child with a C6 spinal fracture as a result of a motor vehicle trauma).



Expected Outcomes

The child expresses frustrations and anger and begins to make choices in areas that are controllable. The child asks appropriate questions about care and treatment.



• Impaired Verbal Communication related to physiologic barriers or cultural and language differences (e.g., a 17-year-old adolescent who has had her jaw wired subsequent to orthodontic surgery).



Expected Outcomes

The adolescent effectively uses alternative communication methods. The child and family who speak and understand a different language appropriately communicate through an interpreter.
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The nurse caring for an 8-year-old boy observes him lying in his bed with his back facing the door. He is crying, although he quickly wipes his eyes when he sees the nurse at the door. He has been hospitalized because of leukemia. He lives in a small community 350 miles from the hospital. His parents visit on the weekends.



1. Identify two things that might be upsetting the child.


2. What strategies could you use to encourage the child to talk about his feelings related to the problems you have identified?







Interventions

Nurses working with children should determine the best communication approach for each child individually on the basis of the child’s age and developmental abilities. Table 4-3 presents an overview of developmental milestones related to communication skills in children and some approaches to facilitate successful interactions. Other interventions that facilitate communication between the nurse and children include play, storytelling, and strategies for enhancing self-esteem.





TABLE 4-3


DEVELOPMENTAL MILESTONES AND THEIR RELATIONSHIP TO COMMUNICATION APPROACHES










	DEVELOPMENT

	LANGUAGE DEVELOPMENT

	EMOTIONAL DEVELOPMENT

	COGNITIVE DEVELOPMENT

	SUGGESTED COMMUNICATION APPROACH









	Infants (0-12 mo)





	Infants experience world through senses of hearing, seeing, smelling, tasting, and touching.

	Crying, babbling, cooing.
Single-word production.
Able to name some simple objects.

	Dependent on others; high need for cuddling and security.
Responsive to environment (e.g., sounds, visual stimuli).
Distinguish between happy and angry voices and between familiar and strange voices.
Beginning to experience separation anxiety.

	Interactions largely reflexive.
Beginning to see repetition of activities and movements.
Beginning to initiate interactions intentionally.
Short attention span (1-2 min).

	Use calm, soft, soothing voice.
Be responsive to cries.
Engage in turn-taking vocalizations (adult imitates baby sounds).
Talk and read regularly to infants.
Prepare infant as you are about to perform care; talk to infant about what you are about to do.
Use slow approach and allow child time to get to know you.





	Toddlers (1-2 yr)





	Toddlers experience world through senses of hearing, seeing, smelling, tasting, and touching.

	Two-word combinations emerge.
Participate in turn taking in communication (speaker/listener).
“No” becomes favorite word.
Able to use gestures and verbalize simple wants and needs.

	Strong need for security objects.
Separation/stranger anxiety heightened.
Participate in parallel play.
Thrive on routines.
Beginning development of independence: “Want to do by self.”
Still very dependent on significant adults.

	Experiment with objects.
Participate in active exploration.
Begin to experiment with variations on activities.
Begin to identify cause-and-effect relationships.
Short attention span (3-5 min).

	Learn toddler’s words for common items, and use them in conversations.
Describe activities and procedures as they are about to be done.
Use picture books.
Use play for demonstrations.
Be responsive to child’s receptivity toward you and approach cautiously.
Preparation should occur immediately before event.





	Preschool Children (3-5 yr)





	Preschool children use words they do not fully understand; they also do not accurately understand many words used by others.

	Further development and expansion of word combination (able to speak in full sentences).
Growth in correct grammatical usage.
Use pronouns.
Clearer articulation of sounds.
Vocabulary rapidly expanding; may know words without understanding meaning.

	Like to imitate activities and make choices.
Strive for independence but need adult support and encouragement.
Demonstrate purposeful attention-seeking behaviors.
Learn cooperation and turn taking in game playing.
Need clearly set limits and boundaries.

	Begin developing concepts of time, space, and quantity.
Magical thinking prominent.
World seen only from child’s perspective.
Short attention span (5-10 min).

	Seek opportunities to offer choices.
Use play to explain procedures and activities.
Speak in simple sentences, and explore relative concepts.
Use picture and story books, puppets.
Describe activities and procedures as they are about to be done.
Be concise; limit length of explanations (5 min). Engage in preparatory activities 1-3 hr before the event.





	School-Age Children (6-11 yr)





	School-age children communicate thoughts and appreciate viewpoints of others.
Words with multiple meanings and words describing things they have not experienced are not thoroughly understood.

	Expanding vocabulary enables child to describe concepts, thoughts, and feelings.
Development of conversational skills.

	Interact well with others.
Understand rules to games.
Very interested in learning.
Build close friendships.
Beginning to accept responsibility for own actions.
Competition emerges.
Still dependent on adults to meet needs.

	Able to grasp concepts of classification, conversation.
Concrete thinking emerges.
Become very oriented to “rules.”
Able to process information in serial format.
Lengthened attention span (10-30 min).

	Use photographs, books, diagrams, charts, videos to explain. Make explanations sequential.
Engage in conversations that encourage critical thinking.
Establish limits and set consequences.
Use medical play techniques.
Introduce preparatory materials 1-5 days in advance of the event.





	Adolescents (12 yr and older)





	Adolescents are able to create theories and generate many explanations for situations.
They are beginning to communicate like adults.

	Able to verbalize and comprehend most adult concepts.

	Beginning to accept responsibility for own actions.
Perception of “imaginary audiences” (see Chapter 9).
Need independence.
Competitive drive.
Strong need for group identification.
Frequently have small group of very close friends.
Question authority.
Strong need for privacy.

	Able to think logically and abstractly.
Attention span up to 60 min.

	Engage in conversations about adolescent’s interests.
Use photographs, books, diagrams, charts, and videos to explain.
Use collaborative approach, and foster and support independence.
Introduce preparatory materials up to 1 wk in advance of the event.
Respect privacy needs.
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Play

Play can greatly facilitate communicating with children. Approaching children at their developmental level with familiar forms of play increases their comfort and allows the nurse to be seen in a more positive, less threatening role.


Because play is an everyday part of children’s lives and a method they use to communicate, they are less likely to be inhibited when participating in play interactions. For example, a recent case analysis of a randomized controlled research study (Li & Chung, 2009), which used therapeutic play to enhance preoperative teaching to school age children, demonstrated a significant decrease in anxiety levels and physiologic measurements of stress in children who received the play intervention compared with children who did not. Through play, children may express thoughts and feelings they may be unable to verbalize (see Chapters 6 through 9 for normal play activities and Chapter 35 for therapeutic play).


Children’s access to the Internet has expanded the sources of health and illness information that children can obtain directly (Chilman-Blair, 2010). Several sites appropriate for school age children’s developmental level (e.g., www.kidshealth.org, www.medikidz.com) include informational interactive games, videos, and magazines that provide health information in an appealing format. Use of appropriate social networking sites is another vehicle for obtaining information and support for children. Nurses need to become familiar with some of these sites in order to evaluate them for appropriate and accurate information before recommending them to children and families.

Storytelling

Storytelling is an innovative and creative communication strategy. It is also a skill that can be acquired and refined through practice. Familiarity with stories and frequent practice in storytelling increase a nurse’s confidence and competence as a storyteller. Storytelling can be a routine part of a nurse’s day. Its purposes range from establishing rapport to approaching uncomfortable topics, such as loss, death, fear, grief, and anger. In storytelling, there is a teller and a listener. In individual situations, the child may be the teller or the listener, although in a shared story, adult and child may each take a turn in both roles (Box 4-4).




BOX 4-4


STORYTELLING STRATEGIES



• Capture a story on paper or on video as told by a child or group of children.


• Tell a “yarn story” with two or more people. A long piece of yarn with knots tied at varied intervals is slid loosely through the hands of the teller until a knot is felt, at which time the yarn is passed to the next person, who continues the story.


• Initiate a game of sentence completion, either oral or written, with sentences beginning “If I were in charge of the hospital . . . ,” “I wish . . . ,” “When I get home I will . . . ,” or “My family . . .”


• Read stories with themes related to issues a child is facing. The children’s section of the local public library is an excellent resource.





Explaining Procedures and Treatments

Preparation before a procedure, which includes explaining the reasons for the procedure and the expected sequence of events and outcomes, can greatly reduce a child’s fears and anxieties. Preparation enables the child to experience some mastery over events, gives the child time to develop effective coping behaviors, and fosters trust in those caring for the child. Adequate preparation is the key to helping a child have a successful, positive health care experience.


In general, the younger the child, the closer in time to the event the child should be prepared for it. For example, a 3-year-old child will generally be very anxious and therefore should be prepared immediately before, whereas school age children and teenagers would benefit from a longer preparation time so that they can develop strategies for dealing with the situation. Table 4-3 gives age-related attention-span guidelines.


In order for nurses to adequately explain procedures and treatments to children and families, nurses themselves must first know what is involved. In this way, nurses can properly describe the sequence of events and collect the developmentally appropriate information and equipment needed to assist with the procedure or treatment explanation. Depending on the child’s developmental level, the nurse provides sensory information, describing, step-by-step, what the child will see, hear, and feel; how long the procedure or treatment will last (e.g., as long as it takes to sing a favorite song or count slowly to ten); or how the equipment works. For example, in preparing a child for an IV line insertion, the nurse can show the child the catheter or explain the purpose of the tourniquet and allow the child to put it on or to put it on the arm of a doll, if the child so desires. The nurse should let the child smell an alcohol swab and feel its coolness when applied to the skin. Showing the child the treatment room and inviting the child to sit on the treatment table where the procedure will be performed are effective ways to convey information. Allowing children to touch and manipulate equipment, if time allows, can decrease procedural anxiety (Li & Chung, 2009).


Levetown (2008, p. e1442) describes three key elements for complete and accurate communication. These include:




• Informativeness. To explain a procedure or treatment adequately, the nurse must consider both the quantity and quality of the information to be discussed. The preparation should include information only about what the child will experience or perceive directly and the information should not be too complicated (Chilman-Blair, 2010). Consultation with the family will allow the nurse to learn words and terminology used by the child. Table 4-4 offers other concrete suggestions of appropriate language for nurses to use in working with children.


• Interpersonal sensitivity. The nurse needs to demonstrate respectful attentiveness not only to what the child and parent want to know cognitively, but also how they are feeling about what is going to happen.


• Partnership building. The nurse gives the child and parent an invitation to share their thoughts, feelings and preferences about what will happen. In this way, the nurse establishes a two-way partnership in care.






TABLE 4-4


CONSIDERATIONS IN CHOOSING LANGUAGE










	POTENTIALLY AMBIGUOUS

	possible misinterpretation

	CONCRETE EXPLANATION









	“The doctor will give you some dye.”

	To make me die?

	“The doctor will put some medicine in the tube that will help her see your _______ more clearly.”





	Dressing, dressing change

	Why are they going to undress me? Do I have to change my clothes?

	Bandages; clean, new bandages.





	Stool collection

	Why do they want to collect little chairs?

	Use child’s familiar term, such as “poop,” “BM,” or “doody.”





	Urine

	You’re in?

	Use child’s familiar term, such as “pee.”





	Shot

	When people get shot, they’re really badly hurt.

	Describe giving medicine through a (small, tiny) needle.





	CAT scan

	Will there be cats?

	Describe in simple terms, and explain what the letters of the common name stand for.





	PICU

	Pick you?

	Explain as above.





	ICU

	I see you?

	Explain as above.





	IV

	Ivy?

	Explain as above.





	Stretcher

	Stretch her? Stretch whom?

	Bed on wheels.





	Special; funny (words that are usually positive descriptors)

	It doesn’t look/feel special to me.

	Odd, different, unusual, strange.





	Gas, sleeping gas

	Is someone going to pour gasoline into the mask?

	“A medicine, called an anesthetic, is a kind of air you will breathe through a mask like this to help you sleep during your operation so you won’t feel anything. It is a different kind of sleep.” (Explain differences.)





	“The doctor will put you to sleep.”

	Like my cat was put to sleep? It never came back.

	“The doctor will give you medicine that will help you go into a very deep sleep. You won’t feel anything until the operation is over. Then the doctor will stop giving you the medicine, so you can wake up.”





	“Move you to the floor.”

	Why are they going to put me on the ground?

	Unit, ward.
(Explain why the child is being transferred, and where.)





	OR (or treatment room) table

	People aren’t supposed to get up on tables.

	A narrow bed.





	“Take a picture.”

	(X-ray, CT, and MRI machines are far larger than a familiar camera, move differently, and do not yield a familiar end product.)

	“A picture of your insides.” (Describe appearance, sounds, and movement of the equipment.)





	“Flush your IV.”

	Flush it down the toilet?

	Explain.





	Words can be experienced as “hard” or “soft” according to how much they increase the perceived threat of a situation. For example, consider the following word choices:














	HARDER

	SOFTER









	“This part will hurt.”

	“It (you) may feel (or feel very) sore, achy, scratchy, tight, snug, full, or (other manageable, descriptive term).”





	“The medicine will burn.”

	(Words such as scratch, poke, or sting might be familiar for some children and frightening to others.)





	“The room will be very cold.”

	“Some children say they feel very warm.”
“Some children say they feel very cold.”





	“The medicine will taste (or smell) bad.”

	“The medicine may taste (or smell) different from anything you have tasted before. After you take it, will you tell me how it was for you?”





	“Cut,” “open you up,” “slice,” “make a hole.”

	“The doctor will make an opening.”





	“As big as _____” (e.g., size of an incision or of a catheter).

	(Use concrete comparisons, such as “your little finger” or “a paper clip” if the opening will indeed be small.)
“Smaller than _______.”





	“As long as _______” (e.g., for duration of a procedure).

	“For less time than it takes you to _______.”





	“As much as _______.”

	“Less than _______.”





	(These are open-ended and “extending” expressions.)

	(These expressions help confine, familiarize, and imply the manageability of an event or of equipment.)





	The unfamiliar usage or complexity of some common medical words or expressions can be confusing and frightening.





	POTENTIALLY AMBIGUOUS

	CONCRETE EXPLANATION





	“Take your vitals” (or “your vital signs”)

	“Measure your temperature,” “see how warm your body is,” “see how fast and strongly your heart is working.”
(Nothing is “taken” from the child.)





	Electrodes, leads

	“Sticky like a Band-Aid, with a small wet spot in the center, and small strings that attach to the snap (monitor electrodes); paste like wet sand, with strings with tiny metal cups that stick to the paste (electroencephalogram [EEG] electrodes). The paste washes off easily afterward; the strings go into a box that will make a picture of how your heart (or brain) is working.”
(Show child electrodes and leads before using. Let child handle them and apply them to a doll or to self.)





	“Hang your (IV) medication.”

	“We will bring in a new medicine in a bag and attach it to the little tube already in your arm. The needle goes into the tube, not into your arm, so you won’t feel it.”





	NPO

	“Nothing to eat. Your stomach needs to be empty.” (Explain why.) “You can eat and drink again as soon as _______.”
(Explain with concrete descriptions.)





	Anesthesia

	“The doctor will give you medicine—you may hear it called ‘anesthesia.’ It will help you go into a very deep sleep. You will not feel anything at all. The doctor knows just the right amount of medicine to give you so you will stay asleep through your operation. When the operation is over, the doctor stops giving you that medicine and helps you wake up.”













[image: Image]





CT, Computed tomography; ICU, intensive care unit; IV, intravenous; MRI, magnetic resonance imaging; PICU, pediatric intensive care unit.
Note: Words or phrases that are helpful to one child may be threatening for another. Health care providers must listen carefully and be sensitive to the child’s use of and response to language.


Modified with permission from The Child Life Council, Inc., 11820 Parklawn Dr., Rockville, MD 20852-2529; from Gaynard, L., Wolfer, J., Goldberger, J., et al. (1998). Psychosocial care of children in hospitals: A clinical practice manual from ACCH Child Life Research Project. Rockville, MD: The Child Life Council, Inc.


Additionally, Levetown (2008) recommends that explanations be given in an area separate from distractions, that the nurse should converse with, not at, the child, and that opportunity be given for the child and parent to provide feedback on what has been said. In this way, the nurse can correct any misunderstandings the child may have and provide an opportunity for the child to process verbally and express feelings about the experience.


Open, honest communication about treatments and procedures and attentiveness to the learning needs of the child will greatly facilitate achievement of the treatment goals.


Because nonadherence to treatment protocols can be a problem in some families, it is essential that the nurse ensure that children and family members can describe the treatment plan. Using a variety of written, verbal, interactive, and visual materials can improve comprehension and adherence. For psychomotor skill development, return demonstration is important. Reinforcement with written materials in the family’s chosen language or at the family’s assessed literacy level provides a ready reference for the family after the child’s discharge (Jones & Sanchez-Jones, 2008).



Strategies for Enhancing Self-Esteem

Communication practices play an important role in the development of children’s self-esteem and confidence. Nurses are in an excellent position to model communication practices that enhance self-esteem. Table 4-5 compares helpful and harmful communication practices.




TABLE 4-5


SELF-ESTEEM IN CHILDREN: COMMUNICATION PRACTICES








	TECHNIQUES TO ENHANCE SELF-ESTEEM

	PRACTICES THAT HARM SELF-ESTEEM









	Praise efforts and accomplishments.

	Criticize efforts and accomplishments.





	Use active listening skills.

	Be too busy to listen.





	Encourage expression of feelings.

	Tell children how they should feel.





	Acknowledge feelings.

	Give no support for dealing with feelings.





	Use developmentally based discipline.

	Use physical punishment.





	Use “I” statements.

	Use “you” statements.





	Be nonjudgmental.

	Judge the child.





	Set clearly defined limits, and reinforce them.

	Set no known limits or boundaries.





	Share quality time together.

	Give time grudgingly.





	Be honest.

	Be dishonest.





	Describe behaviors observed when praising and disciplining.

	Use coercion and power as discipline.





	Compliment the child.

	Belittle, blame, or shame the child.





	Smile.

	Use sarcastic, caustic, or cruel “humor.”





	Touch and hug the child.

	Avoid coming near the child, even when the child is open to touching, holding, or hugging. Touch and hold only when performing a task.





	Rock the child.

	Avoid comforting through rocking.











The words adults choose, their tone of voice, and the place and timing of message delivery all influence the child’s interpretation of the message. The interpretation may be positive, negative, or neutral. To enhance the child’s self-esteem, adults should strive for positive language.


Providing children with developmentally appropriate information about their condition and any treatments they may be receiving enhances their control over the hospitalization experience and increases feelings of self-esteem (Marshall, 2008). If adolescents are to “have a voice” in decision making about their care, they must receive information that is thorough, developmentally appropriate, and understandable (Levetown, 2008).


Evaluation

Although evaluation is traditionally thought of as a closure activity, evaluation should be a continuous activity throughout the nursing process. Keep expected outcomes visible, and evaluate whether they are being realized. Are the outcomes attainable? Could the wrong nursing diagnosis have been made? Adjust the plan of care as needed.



Communicating with Children with Special Needs

The opportunity to interact with children who have special communication needs presents an exciting challenge for nurses. To identify successful alternative methods of communication, the nurse needs to learn particular techniques for working with children and families. Alternative methods of communicating are critical. Children need to express their wants and needs accurately. Through adequate preparation and reassurance, the nurse can offer the child comfort and understanding. Successfully meeting this challenge is a rewarding experience for the nurse and a positive, supportive experience for the child and family.

The Child with a Visual Impairment

For the child with a visual impairment, the nurse can do the following:



• Obtain a thorough assessment of the child’s self-help skills and abilities (i.e., toileting, bathing, dressing, feeding, mobility).


• Orient the child to the surroundings. Walk the child around the room and unit several times, indicating landmarks (e.g., doors, closets, bedside tables, windows) while guiding the child by the hand or by the way the child prefers. Explain sounds that the child may frequently hear (e.g., monitors, alarms, nurse call bells).


• Encourage a family member to stay with the child. This person can facilitate communication and greatly enhance the child’s comfort in this unfamiliar environment.


• Keep furniture and other items in the same, consistent place. Consistency aids in the child’s orientation to the room, fosters independence, and promotes safety.


• Keep the nurse call bell in the same place and within the child’s reach.


• Identify yourself when entering the room, and tell the child when you are departing.


• Carefully and fully explain all procedures.


• Allow the child to handle equipment as the procedure is explained.
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Communicating with Children with Special Needs


In working with children with special needs, the nurse must carefully assess each child’s physical, mental, and developmental abilities and determine the most effective methods of communication.



The Child with a Hearing Impairment

For the child with a hearing impairment, the nurse can do the following:



• Thoroughly assess the child’s self-help skills and abilities.


• Identify the family’s method of communication and, if possible, adopt it.


• Encourage a family member to stay with the child at all times to decrease the stress of hospitalization and facilitate communication.


• If sign language is used, learn the most frequently used signs and use them whenever able. Keep a chart of signs near the child’s bed.


• Develop a communication board with pictures of most commonly used items or needs (e.g., television, cup, toothbrush, toilet, shower).


• Determine whether the child uses a hearing aid. If so, make sure that the batteries are working and that the hearing aid is clean and intact.


• When entering the room, do so cautiously and gently touch the child before speaking.


• Always face the child when speaking. If the child is a lip reader, face-to-face visibility will greatly enhance the child’s ability to understand.


• Do not shout or exaggerate speech. This behavior distorts the face and can be very confusing. Rather, speak in a normal tone and at a regular pace.


• Remember that nonverbal communication can speak as loudly as, if not louder than, speech (e.g., a frown or worried face can say more than words).


• When performing a procedure that requires standing behind the child, such as when giving an enema or assisting with a spinal tap, have another person stand in front of the child and explain the procedure as it is being performed.


• Whenever possible, use play strategies to help communicate and demonstrate procedures (see Table 4-3).






The Child Who Speaks Another Language


For the child who speaks another language, the nurse can do the following:




• Thoroughly assess the child’s abilities in speaking and understanding both languages.


• Identify an interpreter, perhaps another adult family member, friend of the family, or other individual with proficiency in both languages to be used for communication not related to health care. Other children should not be used as interpreters.


• Use an interpreter whenever possible but always when explaining procedures, determining understanding, teaching new skills, and assessing needs.


• Use a communication board with the names of items printed in both languages.


• Learn the words and names of commonly used items in the child’s language, and use them whenever possible. Using the familiar language not only aids in communication but also demonstrates sincere interest in learning the language and respect for the culture.


• Learn as much about the child’s culture as possible and develop plans of care that demonstrate respect for the culture. Sincere attempts to learn to communicate with the child and family demonstrate the nurse’s concern for their well-being.


• Use play strategies whenever possible. Play seems to be a universal language.






The Child with Other Communication Challenges


For the child who has more severe communication challenges, the nurse can do the following:




• Thoroughly assess the child’s self-help skills and abilities. Determine the child’s and family’s methods of communicating and adopt them as much as possible.


• Encourage parents to stay with the child to decrease anxiety and foster communication.


• Determine whether the child uses sign language or augmented communication devices. Use a communication board if appropriate.


• Be attentive to and maximize the child’s nonverbal communication. Facial grimaces, frowns, smiles, and nods are effective means of communicating responses and expressing likes and dislikes.


• If appropriate, encourage the child to use writing boards (dry erase or chalk; or pads of paper) to write needs, wants, questions, and concerns.






The Child with a Profound Neurologic Impairment


Because hearing, vision, and language abilities are often hard to determine in the child who is profoundly neurologically impaired, the nurse should assume that the child can hear, see, and comprehend something of what is said. A friendly tone of voice that conveys warmth and respect should be used. For the child with a profound neurologic impairment, the nurse can do the following:




• Address the child when entering and exiting the room. Gently touch the child while saying the child’s name.


• Speak softly, calmly, and slowly to allow the child time to process what you are saying.


• While in the room with the child, talk to the child. Do not talk as if the child is not there.







The nurse might say, “Jenny, I am going to wash your arm now,” or “Jenny, now I am going to take your temperature by putting the thermometer under your arm.” Identifying an assistant, the nurse might say, “Jenny, Kristi, another nurse, is here to help me lift you into your chair.”









• Talk to the child about activities and objects in the room, things that the child might see, hear, smell, touch, taste, or sense.







For example, the nurse might say, “It is a sunny day today; can you feel the warm sun shining on you through the window?”







• When asking the child questions, allow the child adequate time to respond. Be careful to ask questions only of children who are capable of responding.


• Ascertain the child’s ability to respond to simple questions. Some children can respond to yes-or-no questions by squeezing a hand or blinking their eyes (once for yes and twice for no).


• Be extremely attentive to any signs or gestures (e.g., facial grimaces, smiling, eye movements) that may convey responses to likes or dislikes. Signs or gestures may be the child’s only means of communicating.





As with all children with special communication needs, thoroughly document and communicate to others who interact with the child any special techniques that work. Providing information will greatly enhance continuity and more fully facilitate the child’s ability to communicate.


KEY CONCEPTS





• Components of effective communication involve verbal and nonverbal interactions that include touch, physical proximity, environment, listening, eye contact, visual cues, pace of speech, tone of voice, and overall body language.


• Touch is particularly important when communicating with infants, but positive and reassuring touch is valued by children of all ages. Nurses should always respect each person’s sense of personal space.


• Creating and maintaining privacy facilitates communication, particularly for adolescents and families.


• The best communication approach for an individual child should be determined on the basis of the child’s age, developmental abilities, and cultural preferences.


• Listening is an essential component of communication. Active listening skills include being attentive, clarification through reflection, empathy, and impartiality.


• The nurse also needs to be aware of the effects of visual communication, such as eye contact, body language, dress, and adverse visual stimuli.


• When communicating with families, it is essential for the nurse to first establish rapport and create a climate of trust.


• When the nurse is available and open to questions, the family feels empowered and more in control. Involving the family in the child’s care and teaching them the skills needed to care for their child also is empowering.


• Conflict between families and the health care team is not unusual. The nurse can prevent conflict and facilitate conflict resolution by creating a welcoming climate and choosing words carefully when communicating with families.


• Communicating with families whose primary language is not English provides additional challenges; recognizing one’s own cultural beliefs and attitudes and how they affect communication with others is important.


• For bridging the communication gap with families of different cultures, the nurse assesses child-rearing practices, family supports, who is the primary decision maker, communication practices and approaches to seeking health care.


• The nurse must be cautious about both over- and underinvolvement when caring for children and their families.


• Interventions that facilitate communication include such strategies as incorporating play and storytelling in care, and modeling communication practices that enhance self-esteem.


• Communication pitfalls, such as using jargon, talking down to children or beyond their developmental level, and avoiding or denying a problem, can lead to a breakdown in the relationship between the nurse and the child and family.


• Children with special communication needs include children who have a visual or hearing impairment, children who speak another language, children who have a communication disorder and children with profound neurologic impairment.


• In working with children with special needs, the nurse should carefully assess each child’s physical, mental, and developmental abilities and determine the most effective methods of communication.
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Chapter 5


Health Promotion for the Developing Child

Learning Objectives

After studying this chapter, you should be able to:



• Define terms related to growth and development.


• Discuss principles of growth and development.


• Describe various factors that affect growth and development.


• Discuss the following theorists’ ideas about growth and development: Piaget, Freud, Erikson, and Kohlberg.


• Discuss theories of language development.


• Identify methods used to assess growth and development.


• Describe the classifications and social aspects of play.


• Explain how play enhances growth and development.


• Identify health-promoting activities that are essential for the normal growth and development of infants and children.


• Discuss recommendations for scheduled vaccines.


• Discuss the components of a nutritional assessment.


• Discuss the etiology and prevention of childhood injuries.
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Humans grow and change dramatically during childhood and adolescence. Normal growth and development proceed in an orderly, predictable pattern that establishes a basis for assessing an individual’s abilities and potential. Nurses provide health care teaching and anticipatory guidance about the growth and development of children in many settings, such as newborn nurseries, emergency departments, community clinics and health centers, and pediatric inpatient units.

Overview of Growth and Development

Nurses are frequently the members of the health care team whom parents approach. Parents are often concerned that their children are not progressing normally. Nurses can reassure parents about normal variations in development and can also identify problems early so that developmental delays can be addressed as soon as possible. Nurses who work with ill children must have a clear understanding of how children differ from adults and from each other at various stages. This awareness is essential to allow nurses to create developmentally appropriate plans of care to meet the needs of their young patients.

Definition of Terms

Although the terms growth and development often are used together and interchangeably, they have distinct definitions and meanings. Growth generally refers to an increase in the physical size of a whole or any of its parts or an increase in the number and size of cells. Growth can be measured easily and accurately. For example, any observer can see that an infant grows rapidly during the first year of life. This growth can be measured readily by determining changes in weight and length. The difference in size between a newborn and a 12-month-old infant is an obvious sign of the remarkable growth that occurs during the first year of life.


Development is a more complex and subtle concept. Development is generally considered to be a continuous, orderly series of conditions leading to activities, new motives for activities, and patterns of behavior.


Another definition of development is an increase in function and complexity that occurs through growth, maturation, and learning—in other words, an increase in capabilities. The process of language acquisition provides an example of development. The use of language becomes increasingly complex as the child matures. At 10 to 12 months of age, a child uses single words to communicate simple desires and needs. By age 4 to 5 years, complete and complex sentences are used to relate elaborate tales. Language development can be measured by determining vocabulary, articulation skill, and word use.


Maturity and learning also affect development. Maturation is the physical change in the complexity of body structures that enable a child to function at increasingly higher levels. Maturity is programmed genetically and may occur as a result of several changes. For example, maturation of the central nervous system depends on changes that occur throughout the body, such as an increase in the number of neurons, myelinization of nerve fibers, lengthening of muscles, and overall weight gain.


Learning involves changes in behavior that occur as a result of both maturation and experience with the environment. Predictable patterns are observed in learning, and these patterns are sequential, orderly, and progressive. For example, when learning to walk, babies first learn to control their heads, then to roll over, next to sit, then to crawl, and finally to walk. The child’s muscle mass and nervous system must grow and mature as well.


These examples show how complex and interrelated the processes of growth, development, maturation, and learning are. Children must be monitored carefully to ensure that these complicated events and activities unfold normally. Wide variations occur as children grow and develop. Each child has a unique rate and pattern of development, although parameters are used to identify abnormalities. Nurses must be familiar with normal parameters so that delays can be detected early. The earlier that delays are discovered and intervention initiated, the less dramatic their effect will be.

Stages of Growth and Development

To simplify analysis and discussion of the complex processes and theories related to growth and development, researchers and theorists have identified stages or age-groupings. These stages serve as reference points in describing various features of growth and development (Table 5-1). Chapters 6 through 9 discuss the physical growth and cognitive, emotional, language, and motor development specific to each stage.




TABLE 5-1


STAGES OF GROWTH AND DEVELOPMENT
The Following Stages and Age-Groupings Refer to Stages of Childhood Growth and Development








	STAGE

	AGE









	Newborn

	Birth to 1 month





	Infancy

	1 month to 1 year





	Toddlerhood

	1 to 3 years





	Preschool age

	3 to 6 years





	School age

	6 to 11 or 12 years










Parameters of Growth

Statistical data derived from research studies of large groups of children provide health care professionals with information about how children normally grow. Throughout infancy, childhood, and adolescence, growth occurs in bursts separated by periods when growth is stable or consistent.


Weight, length (or height), and head circumference are parameters that are used to monitor growth. They should be measured at regular intervals during infancy and childhood. The weight of the average term newborn infant is approximately 7½ pounds (3.4 kg). Male infants are usually slightly heavier than female infants. Usually, the birth weight doubles by 6 months of age and triples by 1 year of age. Between 2 and 3 years of age, the birth weight quadruples. Slow, steady weight gain during childhood is followed by a growth spurt during adolescence.


The average newborn infant is approximately 20 inches (50 cm) long, with an average increase of approximately 1 inch (2.5 cm) per month for the first 6 months, followed by an increase of approximately ½ inch (1.2 cm) per month for the remainder of the first year. The child gains 3 inches (7.6 cm) per year from age 1 through 7 years and then 2 inches (5 cm) per year from age 8 through 15 years. Boys generally add more height during adolescence than do girls. Body proportion changes are shown in Figure 5-1.
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FIG 5-1 Changes in body proportions with growth.



Head circumference indicates brain growth. The normal occipital-frontal circumference of the term newborn head is 13 to 15 inches (32 to 38 cm). Average head growth occurs according to the following pattern: 4.8 inches (12 cm) during the first year, 1 inch (2.54 cm) during the second year; ½ inch (1.27 cm) per year from 3 to 5 years, and ½ inch (1.2 cm) per year from 5 years until puberty. The average adult head circumference is approximately 21 inches (53 cm).


Dentition, the eruption of teeth, also follows a sequential pattern. Primary dentition usually begins to emerge at approximately 6 to 8 months. Most children have 20 teeth by age 2½ years. Permanent teeth, 32 in all, erupt beginning at approximately age 6 years, accompanied by the loss of primary teeth (see Chapter 33). Although some parents place importance on eruption of the teeth as a sign of maturation, dentition is not related to the level or rate of development.


Principles of Growth and Development



Patterns of Growth and Development

Growth and development are directional and follow predictable patterns (Boxes 5-1 and 5-2). The first direction of growth is cephalocaudal, or proceeding from head to tail (or toe). This means that structures and functions originating in the head develop before those in the lower parts of the body. At birth the head is large, a full one fourth of the entire body length, the trunk is long, and the arms are longer than the legs. As the child matures, the body proportions gradually change; by adulthood, the legs have increased in size from approximately 38% to 50% of the total body length (see Figure 5-1).




BOX 5-1


PATTERNS OF GROWTH AND DEVELOPMENT


Although heredity determines each individual’s growth rate, the normal pace of growth for all children falls into four distinct patterns:




1. A rapid pace from birth to 2 years


2. A slower pace from 2 years to puberty


3. A rapid pace from puberty to approximately 15 years


4. A sharp decline from 16 years to approximately 24 years, when full adult size is reached










BOX 5-2


DIRECTIONAL PATTERNS OF GROWTH AND DEVELOPMENT



Cephalocaudal Pattern (Head to Toe)

Examples


Head initially grows fastest (fetus), then trunk (infant), then legs (child).


Infant can raise the head before sitting and can sit before standing.
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Proximodistal Pattern (from the Center Outward)

Examples


In the respiratory system, the trachea develops first in the embryo, followed by branching and growth outward of the bronchi, bronchioles, and alveoli in the fetus and infant.


Motor control of the arms comes before control of the hands, and hand control comes before finger control.





Directional growth and development are illustrated further by myelinization of the nerves, which begins in the brain and spreads downward as the child matures (see Box 5-1). Growth of the myelin sheath and other nerve structures contributes to cephalocaudal development, which is illustrated by an infant’s ability to raise the head before being able to sit and to sit before being able to stand.


A second directional aspect of growth and development is proximodistal, which means progression from the center outward, or from the midline to the periphery. The growth and branching pattern of the respiratory tract illustrates this concept. The trachea, which is the central structure of the respiratory tree, forms in the embryo by 24 days of gestation. Branching and growth outward occur in the bronchi, bronchioles, and alveoli throughout fetal life and infancy. Alveoli, which are the most distal structures of the system, continue to grow and develop in number and function until middle childhood.


Growth and development follow patterns, one of which is general to specific. As a child matures, activities become less generalized and more focused. For example, a neonate’s response to pain is usually a whole-body response, with flailing of the arms and legs even if the pain is in the abdomen. As the child matures, the pain response becomes more localized to the stimulus. An older child with abdominal pain guards the abdomen.


Another pattern is the progression of functions from simple to complex. This pattern is easily observed in language development. A toddler’s first sentences are formed simply, using only a noun and a verb. By age 5 years, the child constructs detailed stories using many complex modifiers.


The rate of growth is not constant as the child matures. Growth spurts, alternating with periods of slow or stagnant growth, are observed throughout childhood. Spurts are frequently seen as the child prepares to master a significant developmental task, such as walking. An increase in growth around a child’s first birthday may promote the neuromuscular maturation needed for taking the first steps.


All facets of development (cognitive, motor, social/emotional, language) normally proceed according to these patterns. Knowledge of these concepts is useful when determining how a child’s development is progressing and when comparing a child’s development with normal patterns.


Mastery of developmental tasks is not static or permanent, and developmental stages do not always correlate with chronologic age. Children progress through developmental stages at varying rates within normal limits and may master developmental tasks only to regress to earlier levels when ill or stressed. Also, people can struggle repeatedly with particular developmental tasks throughout life, although they have achieved more advanced levels of development.

Critical Periods

After birth, critical or sensitive periods exist for optimal growth and development. Similar to times during embryologic and fetal life, in which certain organs are formed and are particularly vulnerable to injury, critical periods are blocks of time during which children are ready to master specific developmental tasks. Children can master tasks outside these critical periods, but some tasks are learned more easily during particular periods.


Many factors affect a child’s sensitive learning periods, such as injury, illness, and malnutrition. For example, the sensitive period for learning to walk seems to be during the latter part of the first year and the beginning of the second year. Children seem to be driven by an irresistible urge to practice walking and display great pride as they succeed. If a child is immobilized, for example, for the treatment of an orthopedic condition from age 10 months to 18 months, the child may have difficulty learning to walk. The child can learn to walk, but the task may be more difficult than for other children.

Factors Influencing Growth and Development



Genetics

One factor that greatly influences a child’s growth and development is genetics. Genetic potential is affected by many factors. Environment influences how and to what extent particular genetic traits are manifested. See Chapter 10 for a discussion of genetics.

Environment

The environment, both physical and psychosocial, is a significant determinant of growth and developmental outcomes before and after birth. Prenatal exposures, which include maternal smoking, alcohol intake, chemical exposures, infectious diseases, and disease such as diabetes, can adversely affect the developing fetus. Socioeconomic status, mainly poverty, also has a significant effect on the developing child. Imported toys and other equipment for children can pose environmental hazards, particularly if they have multiple small pieces or components with high concentrations of lead or leaded paint.


Scientists suggest that factors in children’s physical environment increasingly influence their health status (American Academy of Pediatrics [AAP] Council on Environmental Health, 2011). Children are vulnerable to environmental exposures for the following reasons (AAP Council on Environmental Health, 2011; United States Environmental Protection Agency [EPA], 2008):



• Immature and rapidly developing tissue in multiple body systems, especially the neurologic system, increases the risk for injury from exposure to lower-level environmental toxins.


• Increased metabolic rate and growth, which necessitate a higher intake in relation to body mass of food and liquids, result in a higher concentration of ingested toxins.


• More rapid respirations increase inhalation of air pollutants.


• Larger body surface area enhances absorption through the skin.


• Developmental behaviors, such as mouthing or playing outdoors, increase the risk for hazardous ingestion from hand-to-mouth transfer.


• Decreased ability to metabolically clear ingested toxins.


• Environmental toxins can be passed to an infant through breast milk.



Nurses can assist parents in preventing environmental injury by teaching them how to avoid the most common sources of environmental exposure. Anticipatory guidance about avoiding sun exposure, secondhand smoke or other air pollutants, lead in the home environment and in toys, mercury in foods, use of pesticides in gardens and playground equipment, pet insecticides (e.g., flea and tick collars), and radon will provide parents with the information they need to reduce risk. As with communicable disease, teaching about the importance of hand hygiene is paramount.


During well visits, nurses can perform a brief or expanded environmental health screening. Figure 5-2 provides an example of an environmental history. There are thousands of synthetic chemicals to which children are exposed, with very few having federal guidelines for exposure limits (Veal, Lowry, & Belmont, 2007). The AAP (2011) has expressed heightened concern that toxic chemicals in the environment are not being regulated to the extent needed to protect children and pregnant women, and this position has been supported by the American Nurses’ Association, the American Medical Association, and the American Public Health Association. The AAP (2011) recommends revisions to the Toxic Substances Control Act that would base decisions about toxic chemical exposures on a “reasonable concern” for harm, especially their potential for harm to children and pregnant women (p. 988). Among other recommendations, the AAP (2011) recommends increased funding for evidence-based research to examine the effects of chemical exposures on children.
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FIG 5-2 Pediatric environmental history (0 to 18 years of age). (Reprinted with permission from the National Environmental Education and Training Foundation at http://www.neefusa.org/pdf/PedEnvHistoryForm_complete.pdf.)






Nurses can access, and can refer parents to, several online resources, including the Environmental Protection Agency (www.epa.gov/children), Pediatric Environmental Health Specialty Units (PEHU) (www.aoec.org), Tools for Schools program (www.epa.gov/schools), and Tox Town (www.toxtown.nlm.nih.gov), among others. Nurses can advise parents to be aware of toy and equipment recalls and to suggest that parents examine toys carefully before purchasing them.

Culture

Culture is the way of life of a people, including their habits, beliefs, language, and values. It is a significant factor influencing children as they grow toward adulthood.


When gathering data, nurses need to recognize how the common family structures and traditional values of various groups affect children’s performance on assessment tests. The child’s cultural and ethnic background must be considered when assessing growth and development. Standard growth curves and developmental tests do not necessarily reflect the normal growth and development of children of different cultural groups. Growth curves for children of various racial and cultural backgrounds are increasingly available. Nurse researchers and others conduct studies to determine the effectiveness of measurement tools for culturally diverse populations. In addition, culturally sensitive instruments are being developed to gather data to determine appropriate nursing interventions. To provide quality care to all children, nurses must consider the effect of culture on children and families (see Chapter 3).

Nutrition

Because children are growing constantly and need a continuous supply of nutrients, nutrition plays an important role throughout childhood. Children need more nutritious food in proportion to size than adults do. Children’s food patterns have changed over the years. Children are drinking more low fat or skim milk, however children older than 3 years of age consistently do not drink enough milk. Instead, they consume juices or other drinks that contain sugar (Peckenpaugh, 2010). Today’s children often eat meals outside the home, with 10% of young children having one or more meals in a daycare setting, away from parental supervision (Peckenpaugh, 2010). Nutrition is discussed in more depth later in this chapter.

Health Status

Overall health status plays an important part in the growth and development of children. At the cellular level, inherited or acquired disease can affect the delivery of nutrients, hormones, or oxygen to organs and also can affect organ growth and function. Disease states that affect growth and development include digestive or malabsorptive disorders, heart defects, and metabolic diseases.

Family

A child is an inseparable part of a family. Family relationships and influences substantially determine how children grow and progress. Because of the special bond and influence of the family on the child, there can be no separation of child from family in the health care setting. For example, to diminish anxiety in a child, nurses sometimes attempt to reduce parental anxiety, which may then reduce the stress on the child. Nursing care of children involves nursing care of the whole family and requires skill in dealing with both adults and children.

Nurses might reduce parental anxiety about an ill child by saying, “Your child is in the best place possible here at the hospital. You brought him in at just the right time so that we can help him.”


Family structures are in a constant state of change, and these dynamic states influence how children develop. Within the family, relationships change because of marriage, birth, divorce, death, and new roles and responsibilities. Societal forces outside the family, such as economics, population shifts, and migration, change how children are raised. These forces cause changes in family structures and the outcomes of child rearing, which must be considered when planning nursing care for children. The family is discussed in Chapter 3.

Parental Attitudes

Parental attitudes affect growth and development. Growth and development continue throughout life, and parents have stage-related needs and tasks that affect their children. Superimposed on these developmental issues are other factors influencing parental attitudes: educational level, childhood experiences, financial pressures, marital status, and available support systems. Parental attitudes are also affected by the child’s temperament, or the child’s unique way of relating to the world. Different temperaments affect parenting practices and have a bearing on whether a child’s unique personality traits develop into assets or problems.

Child-Rearing Philosophies

Child-rearing philosophies, shaped by myriad life events, influence how children grow and develop. For example, well-educated, well-read parents often provide their children with extra stimulation and opportunities for learning beginning at a young age. This enrichment includes extra parental attention and interaction—not necessarily expensive toys. Generally, development progresses best when children have access to enriched opportunities for learning.


Other parents may not recognize the value of providing a rich learning environment at home, may not have time, or may not appreciate this type of parenting. Children of these parents may not progress at the same rate as those raised in a more enriching atmosphere.


A significant point for parents to remember is that children must be ready to learn. If motor and neurologic structures are not mature, an overzealous approach for accomplishing a task related to those structures can be frustrating for both child and parent. For example, a child who is 6 months old will not be able to walk alone no matter how much time and effort the parent expends. However, at 12 to 14 months, a child usually is ready to begin walking and will do so with ease if given opportunities to practice.




Theories of Growth and Development

Many theorists have attempted to organize and classify the complex phenomena of growth and development. No single theory can adequately explain the wondrous journey from infancy to adulthood. However, each theorist contributes a piece of the puzzle. Theories are not facts but merely attempts to explain human behavior. Table 5-2 compares and contrasts theories discussed in the text. The chapters on each age-group provide further discussion of these theories.





TABLE 5-2


THEORIES OF GROWTH AND DEVELOPMENT










	 
	PIAGET’S PERIODS OF COGNITIVE DEVELOPMENT

	FREUD’S STAGES OF PSYCHOSEXUAL DEVELOPMENT

	ERIKSON’S STAGES OF PSYCHOSOCIAL DEVELOPMENT

	KOHLBERG’S STAGES OF MORAL DEVELOPMENT









	Infancy

	Period 1 (Birth-2 yr): Sensorimotor Period

	Oral Stage

	Trust vs. Mistrust

	Premorality or Preconventional Morality, Stage 0 (0-2 yr): Naivete and Egocentrism





	 
	Reflexive behavior is used to adapt to the environment; egocentric view of the world; development of object permanence.

	Mouth is a sensory organ; infant takes in and explores during oral passive substage (first half of infancy); infant strikes out with teeth during oral aggressive substage (latter half of infancy).

	Development of a sense that the self is good and the world is good when consistent, predictable, reliable care is received; characterized by hope.

	No moral sensitivity; decisions are made on the basis of what pleases the child; infants like or love what helps them and dislike what hurts them; no awareness of the effect of their actions on others. “Good is what I like and want.”





	Toddlerhood

	Period 2 (2-7 yr): Preoperational Thought

	Anal Stage

	Autonomy vs. Shame and Doubt

	Premorality or Preconventional Morality, Stage 1 (2-3 yr): Punishment-Obedience Orientation





	 
	Thinking remains egocentric, becomes magical, and is dominated by perception.

	Major focus of sexual interest is anus; control of body functions is major feature.

	Development of sense of control over the self and body functions; exerts self; characterized by will.

	Right or wrong is determined by physical consequences: “If I get caught and punished for doing it, it is wrong. If I am not caught or punished, then it must be right.”





	Preschool Age
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	Phallic or Oedipal/Electra Stage

	Initiative vs. Guilt

	Premorality or Preconventional Morality, Stage 2 (4-7 yr): Instrumental Hedonism and Concrete Reciprocity





	 
	Genitals become focus of sexual curiosity; superego (conscience) develops; feelings of guilt emerge.

	Development of a can-do attitude about the self; behavior becomes goal-directed, competitive, and imaginative; initiation into gender role; characterized by purpose.

	Child conforms to rules out of self-interest: “I’ll do this for you if you do this for me”; behavior is guided by an “eye for an eye” orientation. “If you do something bad to me, then it’s OK if I do something bad to you.”





	School Age

	Period 3 (7-11 yr): Concrete Operations

	Latency Stage

	Industry vs. Inferiority

	Morality of Conventional Role Conformity, Stage 3 (7-10 yr): Good-Boy or Good-Girl Orientation





	 
	Thinking becomes more systematic and logical, but concrete objects and activities are needed.

	Sexual feelings are firmly repressed by the superego; period of relative calm.

	Mastering of useful skills and tools of the culture; learning how to play and work with peers; characterized by competence.

	Morality is based on avoiding disapproval or disturbing the conscience; child is becoming socially sensitive.





	 
	 
	 
	 
	Morality of Conventional Role Conformity, Stage 4 (begins at about 10-12 yr): Law and Order Orientation





	 
	 
	 
	 
	Right takes on a religious or metaphysical quality. Child wants to show respect for authority, and maintain social order; obeys rules for their own sake.





	Adolescence

	Period 4 (11 yr-Adulthood): Formal Operations

	Puberty or Genital Stage

	Identity vs. Role Confusion

	Morality of Self-Accepted Moral Principles, Stage 5: Social Contract Orientation





	 
	New ideas can be created; situations can be analyzed; use of abstract and futuristic thinking; understands logical consequences of behavior.

	Stimulated by increasing hormone levels; sexual energy wells up in full force, resulting in personal and family turmoil.

	Begins to develop a sense of “I”; this process is lifelong; peers become of paramount importance; child gains independence from parents; characterized by faith in self.

	Right is determined by what is best for the majority; exceptions to rules can be made if a person’s welfare is violated; the end no longer justifies the means; laws are for mutual good and mutual cooperation.





	Adulthood
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	Intimacy vs. Isolation

	 



	 
	Development of the ability to lose the self in genuine mutuality with another; characterized by love.

	 



	 
	Generativity vs. Stagnation

	Morality of Self-Accepted Moral Principles, Stage 6: Personal Principle Orientation





	 
	Production of ideas and materials through work; creation of children; characterized by care.

	Achieved only by the morally mature individual; few people reach this level; these people do what they think is right, regardless of others’ opinions, legal sanctions, or personal sacrifice; actions are guided by internal standards; integrity is of utmost importance; may be willing to die for their beliefs.





	 
	Ego Integrity vs. Despair

	Morality of Self-Accepted Moral Principles, Stage 7: Universal Principle Orientation





	 
	Realization that there is order and purpose to life; characterized by wisdom.

	This stage is achieved by only a rare few; Mother Teresa, Gandhi, and Socrates are examples; these individuals transcend the teachings of organized religion and perceive themselves as part of the cosmic order, understand the reason for their existence, and live for their beliefs.
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Piaget’s Theory of Cognitive Development

Jean Piaget (1896-1980), a Swiss theorist, made major contributions to the study of how children learn. His complex theory provides a framework for understanding how thinking during childhood progresses and differs from adult thinking. Like other developmental theorists, Piaget postulated that, as children develop intellectually, they pass through progressive stages (Piaget, 1962, 1967). The ages assigned to these periods are only averages. Piaget (1962, 1967) describes these stages as follows:


During the sensorimotor period of development, infant thinking seems to involve the entire body. Reflexive behavior is gradually replaced by more complex activities. The world becomes increasingly solid through the development of the concept of object permanence, which is the awareness that objects continue to exist even when they disappear from sight. By the end of this stage, the infant shows some evidence of reasoning.


During the period of preoperational thought, language becomes increasingly useful. Judgments are dominated by perception and are illogical, and thinking is characterized, especially during the early part of this stage, by egocentrism. In other words, children are unable to think about another person’s viewpoint and believe that everyone perceives situations as they do. Magical thinking (the belief that events occur because of wishing) and animism (the perception that all objects have life and feeling) characterize this period.


At the end of the preoperational stage, the child shifts from egocentric thinking and begins to be able to look at the world from another person’s view. This shifting enables the child to move into the period of concrete operations, where the child is no longer bound by perceptions and can distinguish fact from fantasy. The concept of time becomes increasingly clear during this stage, although far past and far future events remain obscure. Although reasoning powers increase rapidly during this stage, the child cannot deal with abstractions or with socialized thinking.


Normally, adolescents progress to the period of formal operations. In this period the adolescent proceeds from concrete to abstract and symbolic and from self-centered to other centered. Adolescents can develop hypotheses and then systematically deduce the best strategies for solving a particular problem because they use a formal operations cognitive style. Not all adolescents, however, reach this landmark at a consistent age, and at any given time, an adolescent may or may not exhibit characteristics of formal operations (Kuhn, 2008).

Nursing Implications of Piaget’s Theory

Although other developmental theorists have disputed Piaget’s theories, especially the ages at which cognitive changes occur, his work provides a basis for learning about and understanding cognitive development. Piaget’s theory is especially significant to nurses as they develop teaching plans of care for children. Piaget believed that learning should be geared to the child’s level of understanding and that the child should be an active participant in the learning process. For health teaching to be effective, nurses need to understand the different cognitive abilities of children at various ages. Nurses also need to know how to engage children in the learning process with developmentally appropriate activities. Because illness and hospitalization are often frightening to children, especially toddlers and preschoolers, nurses need to understand the cognitive basis of fears related to treatment and be able to intervene appropriately (see Chapter 35).


Understanding cognitive development that occurs at various ages and developmental levels also has implications for children’s health literacy (Borzekowski, 2009). With health-related messages so obvious in the media and so accessible on the Internet, it is important that children begin to think about health, evaluate health messages, and become involved in their own health promotion (Borzekowski, 2009).


Freud’s Theory of Psychosexual Development

Sigmund Freud (1856-1939) developed theories to explain psychosexual development. His theories were in vogue for many years and provided a basis for other theories. Freud postulated that early childhood experiences provide unconscious motivation for actions later in life (Freud, 1960). According to Freudian theory, certain parts of the body assume psychological significance as foci of sexual energy. These areas shift from one part of the body to another as the child moves through different stages of development. Freud’s work may help to explain normal behavior that parents may confuse with abnormal behavior, and it also may provide a good foundation for sex education.


Freud believed that during infancy sexual behavior seems to focus around the mouth, the most erogenous area of the infant body (oral stage). Infants derive pleasure from sucking and exploring objects by placing them in their mouths. During early childhood, when toilet training becomes a major developmental task, sensations seem to shift away from the mouth and toward the anus (anal stage). Psychoanalysts see this period as a time of holding on and letting go. A sense of control or autonomy develops as the child masters body functions.


During the preschool years, interest in the genitalia begins (phallic stage). Children are curious about anatomic differences, childbirth, and sexuality. Children at this age often ask many questions, freely exhibit their own sexual organs, and want to peek at those of others. Children often masturbate, sometimes causing parents great concern. Although it is not universal, a phenomenon described by Freud as the Oedipus complex in boys and the Electra complex in girls is seen in preschool children. This possessiveness of the child for the opposite-sex parent, marked by aggressiveness toward the same-sex parent, is considered normal behavior, as is a heightened interest in sex. To resolve these disturbing sexual feelings, the preschooler identifies with or becomes more like the same-sex parent. The superego (an inner voice that reprimands and evokes guilt) also develops. The superego is similar to a conscience (Freud, 1960).


Freud describes the school-age period as the latency stage, when sexuality plays a less prominent role in the everyday life of the child. Best friends and same-sex peer groups are influential in the school-age child’s life. Younger school-age children often refuse to play with children of the opposite sex, whereas prepubertal children begin to desire the companionship of opposite-sex friends.


During adolescence, interest in sex again flourishes as children search for identity (genital stage). Under the influence of fluctuating hormone levels, dramatic physical changes, and shifting social relationships, the adolescent develops a more adult view of sexuality. Cognitive skills, particularly in young adolescents, are not fully developed, however, and decisions are made often based on the adolescent’s emotional state, rather than on critical reasoning (Cromer, 2011). This can lead to questionable judgments about sexual matters and questions or confusion about sexual feelings and behaviors (A. Freud, 1974).

Nursing Implications of Freud’s Theory

Both children and parents may have questions and concerns about normal sexual development and sex education. Nurses need to understand normal sexual growth and development to help parents and children form healthy attitudes about sex and create an accepting climate in which adolescents may talk about sexual concerns.


Erikson’s Psychosocial Theory

Erik H. Erikson (1902-1994), inspired by the work of Sigmund Freud, proposed a popular theory about child development. He viewed development as a lifelong series of conflicts affected by social and cultural factors. Each conflict must be resolved for the child and adult to progress emotionally. How individuals address the conflicts varies widely. According to Erikson, however, unsuccessful resolution leaves the individual emotionally disabled (Erikson, 1963).


Each of eight stages of development has a specific central conflict or developmental task. These eight tasks are described in terms of a positive or negative resolution. The actual resolution of a specific conflict lies somewhere along a continuum between a perfect positive and a perfect negative.


According to Erikson (1963), the first developmental task is the establishment of trust. The basic quality of trust provides a foundation for the personality. If an infant’s physical and emotional needs are met in a timely manner through warm and nurturing interactions with a consistent caregiver, the infant begins to sense that the world is trustworthy. The infant begins to develop trust in others and a sense of being worthy of love. Through successful achievement of a sense of trust, the infant can move on to subsequent developmental stages.


According to Erikson, unsuccessful resolution of this first developmental task results in a sense of mistrust. If needs are consistently unmet, acute tension begins to appear in children. During infancy, signs of unmet needs include restlessness, fretfulness, whining, crying, clinging, physical tenseness, and physical dysfunctions such as vomiting, diarrhea, and sleep disturbances. All children exhibit these signs at times. If these behaviors become personality characteristics, however, unsuccessful resolution of this stage is suspected.


The toddler’s developmental task is to acquire a sense of autonomy rather than a sense of shame and doubt. A positive resolution of this task is accomplished by the ability to control the body and body functions, especially elimination. Success at this stage does not mean that the toddler, even as an adult, will exhibit autonomous behavior in all life situations. In certain circumstances, feelings of shame and self-doubt are normal and may be adaptive.


Erikson’s theory describes each developmental stage, with crises related to individual stages emerging at specific times and in a particular order. Likewise, each stage is built on the resolution of previous developmental tasks. During each conflict, however, the child spends some energy and time resolving earlier conflicts (Erikson, 1963).

Nursing Implications of Erikson’s Theory

In stressful situations, such as hospitalization, children, even those with healthy personalities, evoke defense mechanisms that protect them against undue anxiety. Regression, a behavior used frequently by children, is a reactivation of behavior more appropriate to an earlier stage of development. This defense mechanism is illustrated by a 6-year-old boy who reverts to sucking his thumb and wetting his pants under increased stress, such as illness or the birth of a sibling. Nurses can educate parents about regression and encourage them to offer their children support, not ridicule. They can provide constructive suggestions for stress management and reassure parents that regression normally subsides as anxiety decreases.


Erikson’s main contribution to the study of human development lies in his outline of a universal sequence of phases of psychosocial development. His work is especially relevant to nursing because it provides a theoretic basis for much of the emotional care that is given to children. The stages are further discussed in the chapters on each age-group.


Kohlberg’s Theory of Moral Development

Lawrence Kohlberg (1927-1987), a psychologist and philosopher, described a stage theory of moral development that closely parallels Piaget’s stages of cognitive development. He discussed moral development as a complicated process involving the acceptance of the values and rules of society in a way that shapes behavior. This cognitive-developmental theory postulates that, although knowing what behaviors are right and wrong is important, it is much less important than understanding and appreciating why the behaviors should or should not be exhibited (Kohlberg, 1964).


Guilt, an internal expression of self-criticism and a feeling of remorse, is an emotion closely tied to moral reasoning. Most children 12 years old or older react to misbehavior with guilt. Guilt helps them realize when their moral judgment fails.


Building on Piaget’s work, Kohlberg studied boys and girls from middle- and lower-class families in the United States and other countries. He interviewed them by presenting scenarios with moral dilemmas and asking them to make a judgment. His focus was not on the answer but on the reasoning behind the judgment (Kohlberg, 1964). He then classified the responses into a series of levels and stages.


During the Premorality (preconventional morality) level, which has three substages (see Table 5-2), the child demonstrates acceptable behavior because of fear of punishment from a superior force, such as a parent. At this stage of cognitive and moral development, children cannot reason as mature members of society. They view the world in a selfish, egocentric way, with no real understanding of right or wrong. They view morality as external to themselves, and their behavior reflects what others tell them to do, rather than an internal drive to do what is right. In other words, they have an external locus of control. A child who thinks “I will not steal money from my sister because my mother will spank me” illustrates premorality.


During the Morality of Conventional Role Conformity (conventional morality) level, which is primarily during the school-age years, the child conforms to rules to please others. The child still has an external locus of control, but a concern for social order begins to emerge and replace the more egocentric thinking of the earlier stage. The child has an increased awareness of others’ feelings. In the child’s view, good behavior is that which those in authority will approve. If behavior is not acceptable, the child feels guilty.


Two stages, stage 3 and stage 4, characterize this level (see Table 5-2). This level of moral reasoning develops as the child shifts the focus of living from the family to peer groups and society as a whole. As the child’s cognitive capacities increase, an internal sense of right and wrong emerges, and the individual is said to have developed an internal locus of control. Along with this internal locus of control comes the ability to consider circumstances when judging behavior.


Level 3, Morality of Self-Accepted Moral Principles (postconventional morality), begins in adolescence, when abstract thinking abilities develop. The person focuses on individual rights and principles of conscience during this stage. There is an internal locus of control. Concern about what is best for all is uppermost, and persons step back from their own viewpoint to consider what rights and values must be upheld for the good of all. Some individuals never reach this point. Within this level is stage 5, in which conformity occurs because individuals have basic rights and society needs to be improved. The adolescent in this stage gives as well as takes and does not expect to get something without paying for it. In stage 6, conformity is based on universal principles of justice and occurs to avoid self-condemnation (Colby, Kohlberg, & Kauffman, 1987; Kohlberg, 1964).


Only a few morally mature individuals achieve stage 6. These people, committed to a moral ideal, live and die for their principles.


Kohlberg believes that children proceed from one stage to the next in a sequence that does not vary, although some people may never reach the highest levels. Even though children are raised in different cultures and with different experiences, he believes that all children progress according to his description.

Nursing Implications of Kohlberg’s Theory

To provide anticipatory guidance to parents about expectations and discipline of their children, nurses must be aware of how moral development progresses. Parents are often distraught because their young children apparently do not understand right and wrong. For example, a 6-year-old girl who takes money from her mother’s purse does not show remorse or seem to recognize that stealing is wrong. In fact, she is more concerned about her punishment than about her misdeed. With an understanding of normal moral development, the nurse can reassure the concerned parents that the child is showing age-appropriate behavior.



Theories of Language Development

Human language has a number of characteristics that are not shared with other species of animals that communicate with each other. Human language has meaning, provides a mechanism for thought, and permits tremendous creativity.


Because language is such a complex process and involves such a vast number of neuromuscular structures, brain growth and differentiation must reach a certain level of maturity before a child can speak. Language development, which closely parallels cognitive development, is discussed by most cognitive theorists as they explain the maturation of thinking abilities. The process of how language develops remains a mystery, however.


Passive, or receptive, language is the ability to understand the spoken word. Expressive language is the ability to produce meaningful vocalizations. In most people, the areas in the brain responsible for expressive language are close to motor centers in the left cerebral area that control muscle movement of the mouth, tongue, and hands. Humans use a variety of facial and hand movements as well as words to convey ideas.


Crying is the infant’s first method of communication. These vocalizations quickly become distinct and individual and accurately convey such states as hunger, diaper discomfort, pain, loneliness, and boredom. Vowel sounds appear first, as early as 2 weeks of age, followed by consonants at approximately 5 months of age.


By age 2 years, children have a vocabulary of roughly 300 words and can construct simple sentences. By age 4 years, children have gained a sense of correct grammar and articulation, but several consonants, including “l” and “r,” remain difficult to pronounce. For example, the sentence “The red and blue bird flew up to the tree” might be pronounced by the preschooler as “The wed and boo bud fwew up to the twee!”


The language of school-age children is less concrete and much more articulate than that of the preschooler. School-age children learn and understand language construction, use more sophisticated terminology, use varied meanings for words, and can write and express ideas in paragraphs and essays (Feigelman, 2011).


Infants learn much of their language from their parents. Children who are raised in homes where verbalization is encouraged and modeled tend to display advanced language skills. Also, in infancy, receptive ability (the understanding of language) is more developed than expressive skill (the actual articulation of words). This tendency, which persists throughout life, is important to realize when caring for children. In clinical situations, nurses must communicate what is happening to their young patients by use of simple, age-appropriate words, although the child may not verbalize understanding.


Nurses and other health providers need to assess a young child’s language development at each well visit. Parent concern or positive family history of language problems, combined with clinical assessment of language development, can identify children who may be at risk for disorders associated with altered expressive or receptive language (Schum, 2007). Language development is discussed in more depth in chapters on each age-group and in Chapter 55.

Assessment of Growth

Because growth is an excellent indicator of physical well-being, accurate assessments must be made at regular intervals so that patterns of growth can be determined. Trained individuals using reliably calibrated equipment and proper techniques should perform growth measurement. Methods of obtaining accurate measurements in children are described in Chapter 33. To minimize the chance of error, data should be collected on children under consistent conditions on a routine basis, and values should be recorded and plotted on growth charts immediately.


Standardized growth charts allow an individual child’s growth (length/height, weight, head circumference, body mass index [BMI]) to be compared with statistical norms. The most commonly used growth charts for boys and girls ages 2 years to 20 years are those developed by the National Center for Health Statistics. The World Health Organization growth charts are recommended for use for infants and children up to 2 years of age (available at www.cdc.gov/growthcharts).


Because height and weight are the best indicators of growth, these parameters are measured, plotted on growth charts, and monitored over time at each well visit. Brain growth can also be monitored by measuring infant frontal-occipital circumference at intervals and plotting the values on growth charts. It is important to relate head size to weight because larger babies have bigger heads. These measurements are routinely performed during the first 2 years of life.


BMI, which is a function of both height and weight, is an important measure of growth and overall nutritional status in children older than age 2 years. Because childhood overweight and obesity can contribute to health problems later in life, the American Academy of Pediatrics (Barlow, 2007) recommends obesity prevention beginning at birth. Infants and children younger than 2 years old can be screened for overweight using the weight-to-length measurement; concern is generated when that percentile exceeds the 95th. BMI charts are included in the most recent versions of charts available from the Centers for Disease Control and Prevention.


Growth rate is measured in percentiles. The area between any two percentiles is referred to as a growth channel. Childhood growth normally progresses according to a pattern along a particular growth channel. Deviations from normal growth patterns may suggest problems. Any change of more than two growth channels indicates a need for more in-depth assessment.


Recognition of abnormal growth patterns is an important nursing function. The earlier that growth disorders are detected, diagnosed, and treated, the better the long-term prognosis.

Assessment of Development

Assessment of development is a more complex process than assessment of growth. To assess developmental progress accurately, nurses and health providers need to gather data from many sources, including observations and interviews, physical examinations, interactions with the child and parents, and various standardized assessment tools.


The AAP issued a policy statement in 2006 (reaffirmed in 2010), which calls for providers to do a combination of developmental surveillance and developmental screening throughout a child’s infancy and early childhood (AAP, 2006/2010). Developmental surveillance is performed at every well visit and includes eliciting and paying attention to parent concerns, keeping a documented developmental history, identifying protective and risk factors, and directly observing the child’s development (AAP, 2006/2010, p. 419). If surveillance raises a concern, the provider refers the child for more formalized screening. The AAP recommends that providers conduct a formal developmental screening with a sensitive and specific screening instrument when the child is 9 months, 18 months, and 24 to 30 months of age (AAP, 2006/2010). Using formalized screening in addition to routine surveillance can increase appropriate referrals for early intervention; however, recent mixed (quantitative and qualitative) research using a national sample of 17 pediatric practices found that the percentage of children screened at the appropriate ages is approximately 85% of children; however, the rate of referral for follow-up is far less (King, Tandon, Macias, et al., 2010).


Observation is a valuable method most often used to obtain information about a child’s developmental age (level of functioning). By watching a child during daily activities, such as eating, playing, toileting, and dressing, nurses gather a great deal of assessment data. Observation of the child’s problem-solving abilities, communication patterns, interaction skills, and emotional responses can yield valuable information about the child’s level of development. Similarly, interviews and physical examinations can provide much information about how the child functions.


In addition to these sources of data, many standardized assessment tools are available for nurses and other health care professionals to use for developmental assessment. Standardized developmental tools should be both sensitive (accurately identifies developmental problems) and specific (accurately identifies those who do not have developmental problems). Additionally, they should be relatively easy to administer or to have the parent complete in a reasonable amount of time. General assessment screening instruments that meet these criteria include the Ages and Stages Questionnaire, the Infant Development Inventory, and the Parents’ Evaluations of Developmental Status (PEDS), among others (AAP, 2006/2010). In general, screening tools are organized around major developmental areas (language, cognitive, social, behavioral, and motor). Many are given to parents to complete in the office setting or before the child’s appointment. Domain-specific instruments for identifying delays in language/cognitive areas or for screening for autism also are available (Wallis & Smith, 2008).


Developmental assessment should be part of a newborn infant’s assessment and of every well-child examination for several reasons. One reason is that parents want to know how their child compares with others and whether development is normal, especially if they had a difficult pregnancy or have other children who are developmentally delayed. Developmental assessment tends to allay fears. Probably the most important reason for assessment is that abnormal development must be discovered early to facilitate optimal outcomes through early intervention.

Denver Developmental Screening Test II (DDST-II)

One, more in-depth, screening tool used for infants and young children is the Denver Developmental Screening Test II (DDST-II). The DDST-II provides a clinical impression of a child’s overall development and alerts the user to potential developmental difficulties. It requires training to learn how to administer it properly.


The DDST-II, designed to be used with children between birth and 6 years of age, assesses development on the basis of performance of a series of age-appropriate tasks. There are 125 tasks or items arranged in four functional areas (Frankenburg & Dodds, 1992):



1. Personal-social (getting along with others, caring for personal needs)


2. Fine motor (eye-hand coordination, problem-solving skills)


3. Language (hearing, using, and understanding language)


4. Gross motor (sitting, jumping)



Items for rating the child’s behavior are also included at the end of the test.


The test form is arranged with age scales across the top and bottom. After calculating the child’s chronologic age (age in years), the test administrator draws an age line on the form. Each of the 125 tasks or items is arranged on a shaded bar depicting at which ages 25%, 50%, 75%, and 90% of the children in the research sample completed that particular item. The examiner assesses the child using the items clustered around the age line. The directions must be followed exactly during administration of the test. A score for performance on each item is recorded according to the following scale: pass (P), fail (F), no opportunity (NO), and refusal (R). At the completion of the test, the screener scores test behavior ratings (located at the bottom left of the form).


Interpretation of the test is based first on individual items and then on the test as a whole. Individual items are considered as “advanced, normal, caution, delayed, or no opportunity.” Reliability and validity of the test can be altered if the child is not feeling well or is under the influence of medications. Parental presence and input as to whether the child is behaving as usual is desired (Frankenburg & Dodds, 1992).


The results of the test can be used to identify a child’s developmental age and how a child compares with others of the same chronologic age. This information can be used to alert health care providers to potential problems. To ensure that the results are accurate, only individuals who are trained to administer the test in a standardized manner should perform testing. Training is obtained through study of the testing manual, review of the accompanying videotape, and supervised practice with children of various ages.


Although the DDST-II is widely used, it is a screening test only, not an intelligence quotient (IQ) test. It is not a definitive predictor of future abilities, and it should not be used to determine diagnostic labels. It is, however, a useful tool for noting problems, validating hunches, monitoring development, and providing referrals.


Nurse’s Role in Promoting Optimal Growth and Development

Nurses are particularly concerned with preventing disease and promoting health. One aspect of preventive care is providing anticipatory guidance or basic information for parents about normal growth and development as their child approaches different ages and developmental levels.

Developmental Assessment

Nursing care for children is not complete without addressing the developmental issues that are unique to each child. Because children grow and change rapidly, the nurse must use knowledge of theories of growth and development to create plans of care for both healthy and ill children. Assessment data are collected from a variety of sources, categorized, and analyzed with a theoretic knowledge base and clinical experience. A list of strengths and problems related to growth and development is generated. Nursing diagnoses are formulated with individualized goals, interventions, and evaluation to address specific problems that are related to, but differ from, physiologic and psychosocial needs.

Interview

During the initial interview, the nurse asks questions about the child’s cognitive, language, motor, and emotional development. The parents’ emotional state, level of education, and culture must be considered when information is gathered. For example, the nurse might use the following questions and statements when interviewing the parents of a 4-year-old child:



• What does your child like to do at home?


• Does your child know the days of the week?


• Describe your child’s typical day.


• Does your child attend preschool? If so, how often?


• Can your child throw a ball, ride a tricycle, climb?


• Can your child draw pictures, color them?


• How effective is your child’s use of language?


• How did your child’s development progress during infancy and toddlerhood?



The nurse also assesses the child’s ability to think through situations and to communicate verbally. In addition, how the child interacts with other children and adults can be a measure of cognitive abilities. The number, type, length, appropriateness, and correct use of words and sentences are also noted. Carefully observing the child in a variety of situations, including play, provides valuable information about cognitive development.


A child’s stage of emotional development can be assessed in a number of ways. From Erikson’s theory, it is expected that a 4-year-old child’s major conflict would be developing a sense of initiative rather than a sense of guilt. If the child is hospitalized, however, regressive behaviors might be exhibited if the anxiety of hospitalization becomes overwhelming. Questions directed to the parents, such as those that follow, could help validate inferences about the child’s psychosocial development:



• What types of play activities does your child like best?


• How does your child get along with other children? With adults?


• How does your child usually handle stressful situations?


• What do you do to help your child cope with problems?


• How does your child’s ability to cope compare with that of your other children?


• Is the behavior exhibited your child’s usual behavior?



The nurse can also obtain valuable information from careful observation of a child who is hospitalized. The nurse should note how the child deals with pain, intrusive procedures, and separation from parents.


Play

Although play is not work in the traditional sense, it is children’s work. Play is those tasks, done to amuse oneself, that have behavioral, social, or psychomotor rewards. To adult observers, children’s play may appear unorganized, meaningless, and even chaotic. Anyone who watches carefully, however, quickly discovers that play is a rich activity, intricately woven with meaning and purpose. In adulthood, work is any activity during which one uses time and energy to create a product or achieve a goal. Play in childhood is similar to adult work in that it is undertaken by the child to accomplish developmental tasks and master the environment.


Play is also an important part of the developmental process. Play is how children learn about shape, color, cause and effect, and themselves. In addition to cognitive thinking, play helps the child learn social interaction and psychomotor skills. It is a way of communicating joy, fear, sorrow, and anxiety.

Classifications of Play

Piaget (1962) described the following three types of play that relate to periods of sensorimotor, preoperational, and concrete operational functioning. These three types of play are overlapping and are linked to stages of cognitive development.


Sensorimotor, which is also known as functional or practice play, involves repetitive muscle movements and the introduction of a deliberate complication into the way of doing something. In this type of play the infant plays with objects, making use of their properties (falling, making noises) to produce pleasurable effects (Pellegrini & Smith, 2005).


Symbolic play, as its name suggests, uses games and interactions that represent an issue or concern to be addressed. Garvey (1979) identified three elements of symbolic play: one or more objects, a theme or plan, and roles. As children play, they incorporate some object (a toy syringe), use a theme (getting an injection), and then play the roles each player will have (child, nurse). Because there are no rules in symbolic play, the child can use this play not only to reinforce or learn the good things in life but also to alter those things that are painful.


Games include rules and usually are played by more than one person, although some games can be played by oneself. For example, the card game solitaire is played by one person, as are many video games. Children younger than 4 years of age rarely play games with rules; games are most commonly seen in the school-age child (Piaget, 1962). Games continue throughout life as adults play board games, cards, and sports.


Through games, children learn to play by the rules and to take turns. Board games facilitate this accomplishment. Young children often make up games with unique sets of rules, which may change each time the game is played. Older children have games with specific rules; younger children tend to change the rules.

Social Aspects of Play

As the child develops, increased interaction with people occurs. Certain types of play are associated with, but not limited to, specific age-groups.

Solitary Play

Solitary play is characterized by independent play (Figure 5-3). The child plays alone with toys that are very different from those chosen by other children in the area. This type of play begins in infancy and is common in toddlers because of their limited social, cognitive, and physical skills. It is important for children in all age-groups, however, to have some time to play by themselves.
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FIG 5-3 Types of play.
The little girl at right demonstrates onlooker play. She is interested in what is going on and observes another girl playing on the slide, but she makes no attempt to join the youngster on the slide. When engaging in solitary play, the child is playing apart from other children and with different types of toys. (Courtesy University of Texas at Arlington School of Nursing, Arlington, TX.) Playing safely with medical equipment (familiarization play) lessens its unfamiliarity to the child and can allay fears. A less fearful child is likely to be more cooperative and less traumatized by necessary care. (Courtesy University of Texas at Arlington School of Nursing, Arlington, TX.) Games with rules, such as board games, help children learn boundaries, teamwork, taking turns, and competition. (©2012 Photos.com, a division of Getty Images. All rights reserved.)





Parallel Play

Parallel play is usually associated with toddlers, although it can be found in any age-group. Children play side by side with similar toys, but there is a lack of interactive activity.

Associative Play

Associative play is characterized by group play without group goals. Children in this type of play do not set group rules, and although they may all be playing with the same types of toys and may even trade toys, there is a lack of formal organization. This type of play can begin during toddlerhood and continue into the preschool age.

Cooperative Play

Cooperative play begins in the late preschool years. This type of play is organized and has group goals. There is usually at least one leader, and children are definitely in or out of the group.

Onlooker Play

Onlooker play is present when the child observes others playing. Although the child may ask questions of the players, the child does not attempt to join the play (see Figure 5-3). Onlooker play is usually during the toddler years but can be observed at any age.


Types of Play

Dramatic Play

Dramatic play allows children to act out roles and experiences that may have happened to them, that they fear will happen, or that they have observed in others. This type of play can be spontaneous or guided, and it often includes medical or nursing equipment. It is especially valuable for children who have had or will have multiple procedures or hospitalizations.


Hospitals and clinics with child life specialists on staff usually have a medical play area as part of the activity room. Nurses may provide opportunities for spontaneous and guided dramatic play. The nurse may choose to observe spontaneous play or be an active participant with the child. Occasionally nurses will want to structure the dramatic play to review a specific treatment or procedure. In guided play situations, the nurse directs the focus of the play. Specialized play kits may be developed for specific procedures, such as central line care, casting, bone marrow aspirations, lumbar punctures, and surgery, using supplies related to the hospital or clinic setting.

Familiarization Play

Familiarization play allows children to handle and explore health care materials in nonthreatening and fun ways (see Figure 5-3). This type of play is especially helpful for but not limited to preparing children for procedures and the whole experience of hospitalization.


Examples of familiarization activities include using sponge mouth swabs as painting and gluing tools; making jewelry from bandages, tape, gauze, and lid tops; creating mobiles and collages with health care supplies; making finger puppets with plaster casting material; filling a basin with water and using tubing, syringes without needles, medicine cups, and bulb syringes for water play; decorating beds, wheelchairs, and intravenous poles with health care supplies; and using syringes for painting activities.


Functions of Play

Play enhances the child’s growth and development. Play contributes to physical, cognitive, emotional, and social development.

Physical Development and Play

Play aids in the development of both fine and gross motor activity. Children repeat certain body movements purely for pleasure, and these movements in turn aid in the development of body control. For example, an infant will first hit at a rattle, then will attempt to grasp it, and eventually will be able to pick up that same rattle. Next the infant will shake the rattle or perhaps bring it to the mouth.


The parent and child may make a game of repeating sounds such as “ma ma” or “da da,” which increases the child’s language ability. Repeating rhymes and songs can be a fun way for children to increase their vocabulary. Children love to color on a paper with a crayon and will scribble before being able to draw pictures and to color. This assists the child with eventually learning how to write letters and numerals.

Cognitive Development

Play is a key element in the cognitive development of children. Once a child has learned a general concept, further experiences with that concept expand from that beginning knowledge. Piaget gave the example of an infant learning to swing an object and then subsequently swinging other objects (Piaget, 1962). This could apply, for example, to things to be eaten, read, or ridden. Progression takes place as the child begins to have certain experiences, test beliefs, and understand the surrounding world.


Children can increase their problem-solving abilities through games and puzzles. Pretend play can stimulate several types of learning. Language abilities are strengthened as the child models significant others in role playing. The child must organize thoughts and be able to communicate with others involved in the play scenario. Children who play “house” create elaborate details of what the characters do and say.


Children also increase their understanding of size, shape, and texture through play. They begin to understand relationships as they attempt to put a square peg into a round hole, for example. Books and videos increase a child’s vocabulary while increasing understanding of the world.

Emotional Development

Children in an anxiety-producing situation are often helped by role playing. Play can be a way of coping with emotional conflict. Play can be a way to determine what is real and what is not. Children may escape through play into a world of fantasy and make-believe to make sense out of a sometimes senseless world. Play can also increase a child’s self-awareness as an event or situation is explored through role playing or symbolic play.


As significant others in children’s lives respond to their initiation of play, children begin to learn that they are important and cared for. Whether the child initiates the play or the adult does, when a significant person plays a board game with a child, shares a bike ride, plays baseball, or reads a story, the child gets the message, “You are more important than anything else at this time.” This increases the child’s self-esteem.

Social Development

The newborn infant cannot distinguish self from others and therefore is narcissistic. As the infant begins to play with others and things, a realization of self and others begins to develop. The infant begins to experience the joy of interacting with others and soon initiates behavior that involves others. Infants discover that when they coo, their mothers coo back. Children will soon expect this response and make a game of playing with their mothers.


Playing make-believe allows the child to try on different roles. When children play “restaurant” or “hospital,” they experiment with rules that govern these settings.


Of course, most games, from board games to sports, involve interaction with others. The child learns boundaries, taking turns, teamwork, and competition. Children also learn how to negotiate with different personalities and the feelings associated with winning and losing. They learn to share and to take turns (see Figure 5-3).

Moral Development

When children engage in play with their peers and their families, they begin to learn which behaviors are acceptable and which are not. Quickly they learn that taking turns is rewarded and cheating is not. Group play assists the child in recognizing the importance of teamwork, sharing, and being aware of the feelings of others.




Health Promotion



Immunizations

Immunizations are effective in decreasing and, in some cases, eliminating childhood infectious diseases. Naturally occurring smallpox has been virtually eliminated, and the incidence of diphtheria, tetanus, measles, mumps, rubella, varicella, and poliomyelitis has greatly declined in the United States since vaccines against these diseases were introduced. In accordance with recommendations from the Centers for Disease Control and Prevention (CDC) and the American Academy of Pediatrics, children are immunized against 14 communicable diseases before they reach 2 years of age (CDC, 2011d).


Since the introduction of the hepatitis B vaccine, the childhood prevalence of hepatitis B in the United States has decreased 98% (AAP Committee on Infectious Diseases, 2009b). Much of this reduction is because of the decrease in perinatal and household transmission from adults to children.


The incidence of diseases caused by Haemophilus influenzae type b (Hib), which can cause meningitis in infants and young children, has been reduced by 99% since the vaccine was introduced in the United States in the late 1980s. The World Health Organization reports that Hib infection is virtually nonexistent in industrialized nations. In developing countries, however, Hib is still a leading cause of respiratory deaths in children (World Health Organization, 2011).


Immunization with pneumococcal conjugate vaccine introduced in 2000 has substantially reduced the number of cases of severe disease caused by the bacteria Streptococcus pneumoniae. Until recently, infants and children have been vaccinated with 7-valent pneumococcal conjugate vaccine (PCV7), which provides protection from seven different strains of Streptococcus pneumonia; 13-valent pneumococcal conjugate vaccine (PCV13) (protection against six additional strains) became available in 2010 (CDC, 2010).


In response to an increasing incidence of pertussis (whooping cough), particularly among the adolescent population, an adult tetanus-diphtheria-pertussis (Tdap) vaccine was approved in 2005 (Hall-Baker, Groseclose, Jajosky, et al., 2011). Pertussis has been increasing in incidence in the United States, with nearly 50% of new cases occurring among adolescents (Hall-Baker et al., 2011). The major contributing factor to this phenomenon is presumed to be waning of immunity during midadolescence. Because pertussis can be a serious problem resulting in school absences and health consequences, including possible exposure of underimmunized infants, the CDC (2011a) recommends one dose of Tdap vaccine for children and adolescents. The dose would be administered to 11- and 12-year-old children, so long as they have had the primary diphtheria-tetanus-acellular pertussis (DTaP) series. A single dose of Tdap may be given to children ages 7 to 10 years who have an incomplete DTaP immunization history (AAP Committee on Infectious Diseases, 2011a; CDC, 2012). One dose may be given to older adolescents in place of the Td booster if they have not previously received the Tdap vaccine and irrespective of the time interval from a previous Td booster (AAP Committee on Infectious Diseases, 2011a).


Hepatitis A vaccine is recommended for all children at age 1 year (12 to 23 months). The two doses in the series should be administered at least 6 months apart. Children who are not vaccinated by age 2 years can be vaccinated at subsequent visits (CDC, 2011a).


Influenza vaccine is recommended annually prior to the beginning of the flu season for all healthy children. Household contacts of children in these groups, including siblings and caregivers, should also receive the vaccine. If not given previously, any child younger than 9 years needs to receive two doses initially, each dose being 1 month apart (AAP Committee on Infectious Diseases, 2009b).


Meningococcal conjugate vaccine (MCV4) should be administered to all children at age 11 to 12 years with a booster dose at age 16 years (AAP Committee on Infectious Diseases, 2011b). Adolescents who have been vaccinated at older than 12 years and younger than 15 years should receive a booster dose at between 16 and 18 years of age; adolescents 16 years or older receiving their first MCV4 do not require a booster dose (AAP Committee on Infectious Diseases, 2011b). It is important that college freshmen living in dormitories be vaccinated before beginning college. In addition, infants and children between the ages of 9 months to 10 years of age who are considered to be at risk for meningococcal disease (e.g., immunosuppressed, complement deficiency, asplenia) should be immunized with an age-appropriate 2-dose series, with the second dose being given 2 months after the first and booster doses according to the underlying health issue (AAP Committee on Infectious Diseases, 2011b; Advisory Committee on Immunization Practices [ACIP], 2011b).


The U.S. Food and Drug Administration has licensed a rotavirus vaccine for use among infants. Depending on the particular vaccine used, the dosage recommendation is for three doses given to infants at 2, 4, and 6 months of age (pentavalent rotavirus vaccine [RV5]), or two doses given at 2 and 4 months of age (monovalent rotavirus vaccine [RV1]) (AAP, 2009a). Rotavirus vaccine is an oral vaccine and should not be given to children older than 8 months of age (CDC, 2012).


Human papillomavirus (HPV) vaccine is available in both bivalent and quadrivalent forms. The vaccine prevents infection with certain strains of HPV that are known to be associated with later development of cervical cancer. Occasionally, HPV infection can be transmitted perinatally. The ACIP recommends immunizing girls at ages 11 to 12 years (ACIP, 2009) with either of the two vaccines. Three doses of the vaccine are given—the second dose 4 weeks after the first, and the third dose 12 weeks or more after the second. In addition, the ACIP (2011a) is recommending routine vaccination with quadrivalent vaccine of boys at age 11 to 12 years.


The threat of bioterrorism has generated interest in reintroducing smallpox vaccine. Because children have a high risk for adverse effects from the existing smallpox vaccine, non-emergency vaccination of children younger than 18 years of age is not recommended (CDC, 2007). It is important that adults who have been vaccinated against smallpox be cautious that children not come in contact with the vaccination site until it is completely healed (usually 21 days).

Active and Passive Immunity

Immunizations are effective in preventing illness because of their activation of the body’s immune response. Active immunity occurs when the body has been exposed to an antigen, either through illness or through immunization, and the immune system creates antibodies against the particular antigen. Active immunity generally confers long-term, and in some cases lifelong, protection against disease. A child acquires passive immunity when a serum that contains a disease-specific antibody is transferred to the child via parenteral administration (e.g., intravenous immune globulin) or, in some cases, through placental transfer from mother to infant. Protection from passive immunity is relatively short.


Live or attenuated vaccines have had their virulence (potency) diminished so as not to produce a full-blown clinical illness. In response to vaccination, the body produces antibodies and causes immunity to be established (e.g., measles vaccine). Killed or inactivated vaccines contain pathogens made inactive by either chemicals or heat. These vaccines also allow the body to produce antibodies but do not cause clinical disease. Inactivated vaccines tend to elicit a limited immune response from the body; therefore several doses are required (e.g., polio and pertussis).


Toxoids are bacterial toxins that have been made inactive by either chemicals or heat. The toxins cause the body to produce antibodies (e.g., diphtheria and tetanus vaccines).


Immune globulin is made from the purified pooled plasma of many people. Large numbers of donors are used to ensure a broad spectrum of nonspecific antibodies. Disease-specific immune globulin vaccines are also available and are obtained from donors known to have high blood titers of the desired antibody (e.g., hepatitis B immune globulin [HBIG], rabies immune globulin [RIG]). The disadvantage of human immune globulin is that it offers only temporary passive immunity. Live vaccines must be given on the same day as immune globulin, or the two must be separated by 30 days to ensure appropriate immune response from both.


Antitoxins are made from the serum of animals and are used to stimulate production of antibodies in humans. Examples of antitoxins include rabies, snake bite, and spider bite. Animal serums have the disadvantage of being foreign substances, which may cause hypersensitivity reactions; thus a history (including questions about asthma, allergic rhinitis, urticaria, and previous injections of animal serums), and skin sensitivity testing should always precede the administration of an antitoxin.
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Preventing Vaccine Reactions


As all vaccines have the potential to cause anaphylaxis, it is imperative that the nurse ask about allergies and previous reactions before administering any vaccine.



Obstacles to Immunizations

Major reasons identified for low immunization rates during health care visits are presented in Box 5-3. In the 1980s, the safety of the pertussis portion of the diphtheria-tetanus-pertussis (DTP) vaccine was questioned. Some parents elected not to immunize their children, which resulted in an increase in pertussis cases. Medical concern has led to the use in the United States of the acellular pertussis vaccine, which has fewer side effects.




BOX 5-3


BARRIERS TO IMMUNIZATION



• Complexity of the health care system, which may lead to a delay in vaccinating children when parents become confused or frustrated with the health care system; special barriers include the following:


• Appointment-only clinics


• Excessively long waiting periods


• Inconvenient scheduling


• Inaccessible clinic sites


• The need for formal referral from a primary health care provider


• Language and cultural barriers


• Expense of immunization services


• Parental misconceptions about disease severity, vaccine efficiency and safety, complications, and contraindications


• Inaccurate record keeping by parents and health care workers


• Reluctance of the health care worker to give more than two vaccines during the same visit


• Lack of public awareness of the need for immunizations





The media play an important part in the immunization status of children. News programs that highlight the side effects of vaccines, rather than their individual and collective protective effect, create fear and misunderstanding in the public. Health care providers need to address this issue when recommending various immunizations to parents. It is important for nurses to be aware of vaccine controversies and to know how to access appropriate, research-based information. The National Network for Immunization Information, an initiative of the Infectious Diseases Society of America, the Pediatric Infectious Diseases Society, the AAP, and the American Nurses Association, provides up-to-date information about immunization research. It can be accessed on-line at www.immunizationinfo.org.

Informed Consent

The National Childhood Vaccine Injury Act of 1986 requires that the benefits and risks associated with immunizations be discussed with parents before immunizations. The act also requires that families receive vaccine information statements (VISs) before immunization.


All health care providers who administer immunizations are required by federal law to provide general information about immunizations to the child and parents, preferably in the family’s native language. This information describes why the vaccine is being given, the benefits and risks, and common side effects. Before providers administer a vaccine, parents should read the federally required information about that vaccine (the VIS) and have the opportunity to ask questions (AAP Committee on Infectious Diseases, 2009b). It is necessary that the parents feel comfortable with the information and with the answers to any questions. It has been shown that VISs do increase the parents’ knowledge level and are beneficial. Providing the information before scheduled vaccinations allows parents the time to read all the information. Providers are encouraged to obtain written informed consent for each vaccine administered. If signatures are not obtained, the patient’s medical record should document that the vaccine information was reviewed.

Immunization Schedule

Each January, recommendations regarding vaccinations in the United States are made by the ACIP of the CDC, the AAP Committee on Infectious Diseases, and the American Academy of Family Physicians (AAFP) (CDC, 2011c). All states require immunizations for children enrolled in licensed child-care programs and school. Some states further require immunizations in the upper grades and at the time of college entrance. One group who may be overlooked includes children who receive home schooling. It is of utmost importance therefore that immunization records be traced and that vaccinations be given over the course of the fewest visits possible. State requirements can be obtained from each state health department. Refer to the CDC website (www.cdc.gov) to access the current recommendations for immunization of healthy children in the United States.

Children with an Uncertain History of Immunization

When a lapse in immunization occurs, the entire series does not have to be restarted. Children’s charts should be flagged to remind health care providers of these children’s immunization status. For children of unknown or uncertain immunization status, appropriate immunization should be administered. Readministration of measles, mumps, and rubella (MMR) vaccine, Hib vaccine, inactivated poliovirus vaccine, or hepatitis B vaccine to someone who is immune has no harmful effects. For underimmunized children 7 to 10 years old, one dose of the Tdap vaccine, rather than the DTaP vaccine, should be administered, followed by any necessary additional doses of Td vaccine (AAP Committee on Infectious Diseases, 2011a; CDC, 2011a).


International adoptees, refugees, and exchange students should be immunized according to recommended schedules for healthy infants and children. If written records of prior immunization are not available, the child begins the schedule for children not immunized during infancy. This schedule is available through the CDC website (www.cdc.gov).




When taking an immunization history, the nurse should avoid asking the question, “Are your child’s immunizations up to date?” This question will frequently be answered with “yes,” but that does not give the nurse sufficient information. The nurse may gain more information by asking, “Can you tell me when and what was the last immunization your child had?”






Administration of Vaccines

The manufacturer’s packaging insert for each vaccine includes recommendations for handling, storage, administration site, dosage, and route. Nurses responsible for handling vaccines should be familiar with storage requirements to minimize the risk of vaccine failures. When multidose vials are used, sterile technique should be used to prevent contamination. To ensure safe administration, the vaccines should be given by the recommended route. The deltoid muscle can be used in children ages 18 months and older; for younger children and infants, the anterolateral thigh is used. Vaccines given intramuscularly need to be injected deep into the muscle mass to avoid irritation and possible necrosis.


More than one immunization may be administered at the same age or time. Some vaccines may be given as combined vaccine; several combination vaccines have been approved for use in the United States. When more than one injection is to be given, vaccines should be administered with separate syringes, not mixed into one, unless using a manufactured and approved combined vaccine. They should be given at different sites (preferably in different thighs), and the site used for each vaccine should be recorded to identify possible reactions. For infants and young children, to minimize the stress of vaccine administration, two nurses can give the vaccines simultaneously at different sites. The nurse should also record the lot number for each vaccine given. Box 5-4 lists nursing responsibilities associated with administering vaccines.




BOX 5-4


NURSING RESPONSIBILITY IN ADMINISTERING VACCINES



• Know the recommended immunization schedule and the recommended alternative schedule for those with lapsed immunizations or unknown immunization history.


• Acquire up-to-date information because recommendations are revised frequently.


• Assess the family’s beliefs and values to assist in the education of the family as to the rationale for immunizations, the risks and side effects, and the risks of nonimmunization.


• Take a careful history to determine possible contraindications or precautions and report any pertinent information to the practitioner. Educate the family as to the rationale for any contraindications.


• Some vaccines are combination vaccines (e.g., Pediarix—diphtheria, tetanus, pertussis, hepatitis B, and polio). Other vaccines should not be mixed. Check manufacturer’s recommendations.


• Administer vaccines according to the manufacturer’s recommended sites.


• Use hand hygiene before vaccine administration and between children.


• Review with the parents common side effects and the signs of potentially severe reactions that warrant contacting the practitioner.


• Instruct the parents that they may administer age-appropriate doses of acetaminophen every 6 hours for 24 hours if the child has discomfort related to vaccine administration.


• For painful or red injection sites, advise the parents to apply cold compresses for the first 24 hours; then use warm or cold compresses as long as needed.


• Give multiple administrations in different sites and record those sites in the medical record.


• Document parental consent in the medical record. Documentation should also include the type of vaccine, date of administration, manufacturer and lot number, expiration date, administration site, any data pertinent to risks and side effects, and the signature and title of the person administering the immunization.





Precautions and Contraindications

The main purpose of vaccination is to achieve immunity with the fewest possible side effects (Box 5-5). Most vaccines have no
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Special Considerations Related to Immunizations



• The preferred site for intramuscular administration of vaccines to infants and children is the anterolateral thigh; the deltoid can be used in older children. Subcutaneous injections can be given in the thigh or upper arm.


• For intramuscular (IM) administration, use a needle of sufficient length to penetrate the muscle.


• When giving DTaP, Hib, and hepatitis B vaccines simultaneously, it is advisable to administer the most reactive vaccine (DTaP) in one leg and to inject the others, which cause less reaction, into the other leg.


• Live bacterial or virus vaccines should not be given to immunocompromised children, except under special circumstances.


• Live measles vaccine is produced by chick embryo cell culture, so there is a remote possibility of anaphylactic hypersensitivity in children with egg allergies. Most reactions from the MMR are reactions to other components of the vaccine, so MMR is not usually contraindicated for children with egg hypersensitivity (AAP Committee on Infectious Diseases, 2009b).


• Any immunization may cause an anaphylactic reaction. All offices and clinics must have epinephrine 1:1000 available.








side effects; when side effects occur, they are usually mild. Fever and local irritation are not uncommon after administration of the DTaP vaccine, and fever and rash can occur 1 to 2 weeks after administration of live-virus vaccine.




BOX 5-5


COMMON MISCONCEPTIONS ABOUT ADMINISTRATION AND SAFETY OF VACCINES


The following conditions or circumstances are not contraindications to the administration of vaccines:




• Mild acute illness with low-grade fever or mild diarrhea in an otherwise healthy child.


• A reaction to a previous dose of diphtheria-tetanus-acellular pertussis (DTaP) vaccine with only soreness, redness, or swelling in the immediate vicinity of the injection site.








Some severe side effects have been reported, however. These events are usually not predictable. Because cases have been reported of development of paralytic polio in healthy children after administration of oral polio vaccine, the AAP and the CDC now recommend a full schedule of inactivated polio vaccine. Reactions to the MMR vaccine have included anaphylactic reactions, both in children with and in those without a history of egg allergy. This has prompted consideration of other possible causative agents. For example, the MMR vaccine contains neomycin, which may be the cause of the sensitivity.


Before a second dose of any vaccine is given, the nurse needs to ascertain and record whether any side effects or possible reactions occurred after the previous dose of that vaccine. The National Childhood Vaccine Injury Act of 1986 requires health care providers who administer vaccines to maintain permanent vaccination records and to report occurrences of certain adverse events stipulated in the act (Vaccine Adverse Event Reporting System [VAERS]). Anaphylaxis or anaphylactic shock and encephalopathy are examples of two reportable events associated with the tetanus and pertussis vaccines. Providers administering immunizations must be aware of reportable events and comply with the provisions of the act.

Immunocompromised Children

In general, children who are immunologically compromised should not receive live bacterial or viral vaccines (e.g., MMR, varicella vaccine). There are some exceptions related to children with human immunodeficiency virus infection and in some specific instances of children in remission from cancer. Children with human immunodeficiency virus infection who are not severely compromised should receive MMR; varicella vaccine can be given, depending on the CD4+ count (see Chapter 42).

Education

Immunization is a critical component of a child’s health care. Knowledge of immunization schedules and an awareness of potential delays will aid the health care provider in identifying children who have not been fully immunized. Health care providers must provide parents with accurate information regarding immunizations because immunizations are the primary and safest means of managing preventable infectious diseases. All children in the United States should have access to appropriate immunization. The State Children’s Health Insurance Program (see Chapter 1) and the Vaccines for Children program ensure that there are no financial barriers. Nevertheless, health providers need to be aware that, although immunization rates are increasing through efforts of the federal and state governments, disparities in immunization access for the poor and certain racial or ethnic minorities still exist (CDC Office of Minority Health, 2007).


Nutrition and Activity

To provide care for infants and children, the nurse needs to understand the body’s nutritional needs. The body is nourished by food. Carbohydrates, fats, proteins, water, vitamins, and minerals are the basic nutrients in food. Carbohydrates, fats, and proteins provide energy, which is required by the cells of the body to transport all substances across the cell membrane, to synthesize substances within the cell, and to dispose of waste products.

Carbohydrates

Carbohydrates provide most of the energy needed to maintain a healthy body. They exist in two forms, simple and complex. Complex carbohydrates should make up the majority of calories consumed. Most complex carbohydrates are found in starch from cereal grains, roots, vegetables, and legumes. The more mature the vegetable, the higher the starch content. Foods that are good sources of complex carbohydrates are relatively inexpensive and easily obtained. Insufficient calorie intake causes the body to break down protein and fat for energy and glucose production. Carbohydrates are a food source for many of the essential nutrients, including fiber, vitamins C and E, the majority of B vitamins, potassium, and the majority of trace elements.

Fats

Fats serve as the secondary source of energy by providing 30% or less of daily calorie intake. The Food and Drug Administration requires food manufacturers to list trans fat (i.e., trans fatty acids) on nutrition facts and some supplement facts panels. Trans fat, like saturated fat and dietary cholesterol, increases low-density lipoprotein cholesterol. Trans fat can be found in processed foods made with partially hydrogenated vegetable oils such as vegetable shortenings, some margarines, crackers, candies, cookies, snack foods, fried foods, and baked goods. Dietary fat allows the absorption of the fat-soluble vitamins (A, D, E, and K) and adds flavor to foods. The layer of fat beneath the skin plays a role in regulating body temperature. Fat is a component of cell membranes and acts as a protective padding for the internal organs. When excess calories are consumed, dietary fats are stored as excess body fat. The monounsaturated and polyunsaturated fats can increase high-density lipoprotein and decrease low-density lipoprotein cholesterol. For this reason, emphasis should be placed on replacing saturated fats with these fats whenever possible. Most whole grains, breads, pastas, and cereals are naturally low in fat. Families should be taught to choose lean meats, beans, and low-fat dairy products and to limit their intake of processed foods such as crackers, cookies, cakes, and higher-fat snacks.

Proteins

Dietary protein is necessary for building and maintaining body tissues. Proteins are involved in homeostasis by working with other elements in the blood to maintain fluid balance. Many vitamins and minerals are bound to protein carriers for transport. Proteins, as antibodies, aid in the regulation of the body’s immune system.

Water

Water is essential for life. It transports nutrients to cells and waste products away from cells. It assists in the regulation of body temperature and in chemical reactions. Water lubricates joints and provides form and structure to the cells and the medium for body fluids. Water is found in most foods, including solids. Water requirements can be estimated by a variety of methods. The child’s activity level and ambient temperature influence the amount of water needed.

Vitamins and Minerals

Vitamins and minerals are necessary in the regulation of metabolic processes. They are present in a wide variety of foods. Vitamins and minerals are added to processed formulas and to other foods such as cereals. Except for vitamin D supplementation, it is generally not necessary for children to receive supplementation after infancy unless they are at nutritional risk (e.g., have anorexia or a chronic disease).

Dietary Guidelines

The U.S. Department of Health and Human Services and the U.S. Department of Agriculture regularly publish and update dietary guidelines that are used as the basis for a federal nutrition policy. The guidelines recommend that a variety of nutrient-dense foods and beverages within and among the basic food groups be consumed, but foods that contain saturated and trans fats, cholesterol, added sugars, salt, and alcohol should be limited (Box 5-6).




BOX 5-6


KEY DIETARY RECOMMENDATIONS SPECIFIC TO CHILDREN AND ADOLESCENTS



• Exclusively breastfeed infants for a minimum of 4 months and preferably 6 months; avoid introducing solid foods until 4 to 6 months of age.


• Consume whole-grain products often; at least half the grains should be whole grains.


• Children 1 to 8 years should consume 2 cups per day of milk; use fat-free or low-fat milk or equivalent milk products for children older than 2 years.


• Children 9 years of age and older should consume 3 cups per day of fat-free or low-fat milk or equivalent milk products.


• Limit juice, but provide several servings of fruits and vegetables each day. Use 100% fruit juice and not juice drinks, which contain added sugar.


• Total daily fat intake should not exceed 30% to 35% of calories for children 2 to 3 years of age and 25% to 35% of calories for children and adolescents 4 to 18 years of age. Polyunsaturated and monounsaturated fatty acids, such as fish, nuts, and vegetable oils, should be the primary source of fats.


• Elementary school age children can be taught to read food labels.



Data from American Heart Association. (2011). Dietary recommendations for healthy children. Retrieved from www.heart.org.





The MyPyramid Food Guidance System was developed to provide food-based guidance to help implement the recommendations of the guidelines. Although the food choice and amount recommendations have not changed, the United States Department of Agriculture (USDA) issued the MyPlate system in 2010 (USDA Center for Nutrition Policy and Promotion, 2011) (Figure 5-4). The MyPlate image illustrates the recommended portion of daily nutrients in a way that children, as well as adults, can easily understand. MyPlate focuses on eating a variety of foods to get the required nutrients and adequate energy. The dietary guidelines suggest consuming half of the daily requirements as fruits and vegetables, limiting saturated fats and sugars, using only lean meats, increasing other sources of protein, such as beans, and using low-fat or skim dairy products (USDA & USDHHS, 2011). Other web-based interactive tools and print materials can be accessed at www.choosemyplate.gov.
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FIG 5-4 MyPlate. (Courtesy United States Department of Agriculture, Center for Nutrition Policy and Promotion. [2011]. MyPlate. Retrieved from www.choosemyplate.gov.)



Energy, Calories, and Servings

Energy is measured in calories. Energy or calorie needs depend on the person’s age, sex, height, weight, and level of physical activity. Calorie needs vary during childhood. Infants need sufficient calories to support rapid growth; therefore fat is not restricted in children younger than 2 years of age. Fat intake should be between 30% and 35% of calories for children 2 to 3 years of age and between 25% and 35% of calories for children and adolescents 4 to 18 years of age, with most fats coming from sources of polyunsaturated and monounsaturated fatty acids, such as fish, nuts, and vegetable oils (American Heart Association [AHA], 2011).


Physical Activity

Over the past several decades, children of all ages have become less active and more sedentary. The prevalence of overweight children ages 6 to 11 years has nearly tripled in the past 30 years, going from 7% in 1980 to 20% in 2008 (National Center for Health Statistics, 2011). The rate among adolescents ages 12 to 19 years more than tripled, increasing from 5% to 18% (National Center for Health Statistics, 2011). Physical activity, dietary behavior, and genetics affect weight across all age-groups. Boys who are Mexican-American and non-Hispanic black girls have the highest prevalence of obesity (National Center for Health Statistics, 2011).


A person’s BMI provides an indication of relative obesity, and this number (a function of weight and height) is being used more frequently to assess for obesity. For children, the BMI percentile for age is a more accurate measurement of overweight and obesity than the adult BMI measurement higher than 25. The CDC website (www.cdc.gov/growthcharts) contains information about the BMI for children of various ages.


Any health promotion counseling during childhood and adolescence needs to include an emphasis on increasing the child’s and parents’ daily physical activity. Children particularly enjoy an activity if it is associated with fun and group involvement, and they are more likely to participate in physical exercise if they see their parents exercising as well.


When counseling parents and children about increasing physical activity, the nurse can emphasize the following points (CDC, 2011b, 2011c):




• Children and adolescents should be physically active for at least 1 hour daily.


• Aerobic exercise should comprise the major component of children’s daily exercise, but physical activity should also include muscle strengthening and bone strengthening activities.


• Make exercise fun and a habitual activity.


• Encourage students to participate fully in any physical education classes.


• Encourage parents to investigate their community’s physical activity programs. City recreation centers, parks, and community YMCAs can provide fun places to engage in physical activities.






Cultural and Religious Influences on Diet

Dietary intake is profoundly affected by both cultural and religious beliefs. An understanding of these patterns will assist the nurse in both the assessment and implementation of nutrition-related behaviors. Hospitalized children who become stressed by being in a new and strange environment do not need the added stress of unfamiliar foods. Information regarding a child’s food preferences can be obtained during a dietary history.


A child’s religious beliefs may also have an effect on the types of foods eaten and the way in which they are served. Within religious groups there may be a variety of dietary observances. The nurse should assist and encourage the child and the child’s family in communicating specific dietary needs.

Assessment of Nutritional Status

A nutritional assessment is an essential component of the health examination of infants and children. This assessment should include anthropometric data, biochemical data, clinical examination, and dietary history. From these data, a plan of care can be developed. In addition, children at risk can be identified and areas of prevention pursued through teaching and further evaluation and follow-up.

Anthropometric Data

Height and head circumference reflect past nutrition or chronic nutritional problems. Weight, midarm circumference, and BMI better reflect current nutritional status. The nurse should always be aware of the roles of birth weight and ethnic, familial, and environmental factors when evaluating anthropometric measurements. Infants and children should have anthropometric measurements done during each preventive health care visit.


Clinical Evaluation

The clinical evaluation includes a physical examination and complete history. Special attention is paid to the areas where signs of nutritional deficiencies appear: the skin, hair, teeth, gums, lips, tongue, and eyes. Clinical symptoms usually are not by themselves diagnostic but may suggest conditions, which are then confirmed by biochemical tests and diet histories. More than one deficiency may be present.

Dietary History

Obtaining an accurate history of dietary intake is difficult. The knowledge that what the child is eating is being recorded can influence what the parent feeds the child or what the child eats. Children often cannot remember what they have eaten. If the child or parent is not committed to the process, incomplete information may be obtained. It is still a useful assessment process, however, and should be used. Patient teaching includes an understanding of the importance of recording the child’s dietary intake and the need for accuracy. Common methods of assessing dietary intake include 24-hour recall, a food frequency questionnaire, and a food diary.

Twenty-Four-Hour Recall

With the 24-hour recall method, the child or parent is asked to recall everything the child has eaten in the past 24 hours. A questionnaire may be used, or the nurse may conduct an interview asking the pertinent questions.


The child or parent may have difficulty remembering the kinds and amounts of food eaten, or the family may have had an atypical day on the previous day or may not feel comfortable relating what was eaten the day being evaluated. How the child or parents see the nurse may influence the response; they may say what they think the interviewer wants to hear. Asking for information in relation to meals eaten as opposed to food groups may increase the accuracy of the assessment.

Food Frequency Questionnaire

The food frequency questionnaire elicits information on the intake of particular foods or food groups on a daily, weekly, or monthly basis. This tool can be used to validate the 24-hour recall data. As for all methods of assessment, this requires the interviewer to be nonjudgmental and objective. Putting the information into a questionnaire may be less threatening to the child and family and will save time.

Food Diary

When keeping a food diary, the child or parent records everything consumed during a specified period. Various sources recommend different lengths of time for keeping the diary; 3-day to 7-day records may be used. As in all nursing care, the nurse must evaluate what is a reasonable time to expect the family or child to keep the records. The time, place, and people present when the food was eaten may also be recorded. This provides the nurse with additional information, which may identify trends and other information related to the child’s eating behaviors.



Safety

Unintentional injury is the most significant but underrecognized public health threat facing children today. Unintentional injury is the leading cause of death in children. Across age-groups, motor vehicle traffic injuries are the major causes of unintentional injury in children and adolescents (Forum on Child and Family Statistics, 2011). (See Chapter 34 for a more detailed discussion of the causes of injury in childhood.)


The number of childhood deaths is staggering, but it is only a fraction of the number of children who are hospitalized and require emergency treatment and who have a permanent disability as a result of injury. The economic burden to society is equally astounding, reaching billions of dollars yearly. What cannot be quantified is the emotional loss, suffering, and pain the child and family must endure once an injury has occurred.


All children are at risk for injury because of their normal curiosity, impulsiveness, and impatience. Everywhere they venture, they are exposed to potentially hazardous situations.

Injury Prevention

Injury prevention is a relatively new focus of health promotion. The term accident, with its implied meaning of random chance or lack of responsibility, has been replaced with injury, with its implication that injuries have causes that can be modified to prevent or lessen their frequency and severity. Safety education is a critical component of injury prevention. It increases awareness, it attempts to modify human behavior, and it reinforces changes implemented through legal mandates (e.g., seatbelt laws) or product modification (e.g., crib design, airbags).


Nurses need to become proactive in childhood injury prevention by increasing children’s and adults’ awareness of safety issues (Box 5-7). Nurses who care for children are acutely aware of the devastating effects and complex problems injuries cause. From their experiences, they become well-informed advocates for childhood safety.




BOX 5-7


WHAT NURSES CAN DO TO PREVENT CHILDHOOD INJURIES



• Model safety practices in the home, workplace, and community.


• Educate parents and children through anticipatory safety guidance to help reduce needless injuries.


• Support legislative efforts that advocate prevention measures.


• Collaborate with other health care providers to promote safety and injury prevention.





Anticipatory Guidance

To be most effective in providing anticipatory safety guidance, nurses must gear educational strategies to the child’s level of growth and development. Knowledge of growth and development also helps the nurse understand the risks associated with each age-group and choose the educational strategy appropriate to a child’s developmental level.


Early in their parenting experience, parents need to know how to provide a safe environment for their children and what behaviors they can expect at various developmental levels. Anticipatory guidance builds on the safety principles of the previous stage. Awareness of a child’s changing capabilities allows the parent to be more alert and reactive to safety hazards that the child is likely to encounter. This awareness is especially important for first-time parents.


Simply telling parents to “watch your children” or to “child-proof” the home or telling a child to “be careful” has little educational impact. Educational efforts are much more likely to be effective if they focus on specific problems with specific solutions rather than providing broad or vague advice.
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Relationship Between Safety and Childhood Development


Developmentally, children are vulnerable to injury for the following reasons:



• Children are naturally curious and enjoy exploring their surroundings.


• Children are driven to test and master new skills.


• Children frequently attempt activities before they have developed the cognitive and physical skills required to accomplish the task safely.


• Children often assert themselves and challenge rules.


• Children develop a strong desire for peer approval as they grow older.





Teaching Strategies

Teaching can be formal or informal, simple or elaborate, as long as it provides relevant safety information and coincides with the child’s or parents’ cognitive abilities. For children younger than 5 or 6 years, it is advisable to incorporate the parents into the teaching process so that the parents can assist with reinforcement or questions the child later has about the safety issue. With younger children, who are easily distracted, the information should be presented in short sessions.


Many local and national organizations have safety information available for distribution. This information can be used to supplement the teaching process. Prepared materials range from pamphlets, booklets, posters, and audiovisual materials to entire teaching programs that can assist in providing injury prevention education to all age-groups. Some programs offer the materials free of cost. Internet information, such as that obtained at www.kidsafe.com, can be extremely helpful to parents.



KEY CONCEPTS



• Growth, development, maturation, and learning are complex, interrelated processes that produce complicated series of changes in individuals from conception to death.


• Growth and development proceed from simple to complex, from proximal to distal, and from head to lower extremities.


• As children grow and develop, wide variations within normal limits occur.


• Weight, height, and head circumference, common parameters used to monitor growth, should be measured and evaluated at regular intervals.


• The earlier that delays and deviations from normal are treated, the less severe the effect will be on growth and developmental outcomes.


• Numerous factors, including genetics, environment, culture, nutrition, health status, and family structure, affect how children grow and develop.


• Piaget’s theory of cognitive development describes how children learn to deal with their environment through thinking and reasoning. Progress in learning during various periods is based on the child’s ability to create patterns of understanding and behavior.


• Freud’s psychosexual theory attempts to explain how humans struggle in both conscious and unconscious ways to become individual beings. During each stage of sexual development in children, a different area of the body is the focus of attention and pleasure.


• Erikson’s theory of psychosocial development describes a series of crises emerging at specific times and in a particular order. These stages occur throughout life, and each must be resolved for an individual to progress emotionally.


• Kohlberg discusses moral development as a complex process involving progressive acceptance of the values and rules of society in a way that determines behavior. A maturing individual becomes less concerned with avoiding punishment and more interested in human rights and universal justice.


• Language development, a complex process involving extensive neuromuscular maturation, begins as undifferentiated crying at birth and proceeds throughout life to provide a vehicle for communication, thought, and creativity.


• A variety of screening tools are used by nurses to gain an overall picture of a child’s developmental progress and to alert the nurse to potential developmental delays.


• Both developmental surveillance and formal screening at 9, 18, and 24 to 30 months improve health providers’ assessment and identification of children with developmental delays.


• To provide high-quality, developmentally appropriate care to children and parents, nurses must be aware of normal patterns of growth and development.


• Piaget described three types of play, related to periods of sensorimotor, preoperational, and concrete operational functioning: practice play, symbolic play, and games.


• Play enhances the child’s growth and development through physical, cognitive, emotional, social, and moral development.


• Personnel who administer and handle vaccines must be aware of recommendations for handling, storing, and administering the vaccines. Special attention should be given to the site of administration, dosage, and route.


• When a lapse in immunization occurs, the entire series does not have to be restarted.


• Children who are immunologically compromised generally should not receive live bacterial or viral vaccines.


• The six basic nutrients are carbohydrates, protein, fat, vitamins, minerals, and water.


• Components of a nutritional assessment are anthropometric data, biochemical data, clinical examination, and dietary history.


• Many childhood injuries and deaths are predictable and preventable.


• Understanding the developmental milestones of each age-group is important for promoting safety awareness for parents, caregivers, and children.
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Chapter 6


Health Promotion for the Infant

Learning Objectives

After studying this chapter, you should be able to:



• Describe the physiologic changes that occur during infancy.


• Describe the infant’s motor, psychosocial, language, and cognitive development.


• Discuss common problems of infancy, such as separation anxiety, sleep problems, irritability, and colic.


• Discuss the importance of immunizations and recommended immunization schedules for infants.


• Provide parents with anticipatory guidance for common concerns during infancy, such as immunizations, nutrition, elimination, dental care, sleep, hygiene, safety, and play.
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During no time after birth does a human being grow and change as dramatically as during infancy. Beginning with the newborn period and ending at 1 year, the infancy period, a child grows and develops from a tiny bundle of physiologic needs to a dynamo, capable of locomotion and language and ready to embark on the adventures of the toddler years.

Growth and Development of the Infant

Although historically adults have considered infants unable to do much more than eat and sleep, it is now well documented that even young infants can organize their experiences in meaningful ways and adapt to changes in the environment. Evidence shows that infants form strong bonds with their caregivers, communicate their needs and wants, and interact socially. By the end of the first year of life, infants can move about independently, elicit responses from adults, communicate through the use of rudimentary language, and solve simple problems.


Infancy is characterized by the need to establish harmony between the self and the world. To achieve this harmony, the infant needs food, warmth, comfort, oral satisfaction, environmental stimulation, and opportunities for self-exploration and self-expression. Competent caregivers satisfy the needs of helpless infants, providing a warm, nurturing relationship so that the children have a sense of trust in the world and in themselves. These challenges make infancy an exciting yet demanding period for both child and parents.


Nurses play an important role in promoting and maintaining health in infants. Although the infant mortality rate in the United States has declined markedly over the past 30 years (see Chapter 1), many infants still die before the first birthday (6.8 per 1000 live births). The leading cause of death in infants younger than 1 year of age is congenital anomalies, followed by conditions related to prematurity or low birth weight (National Center for Health Statistics [NCHS], 2011). Sudden infant death syndrome (SIDS), which for a long time was the second leading cause of infant deaths, is now the third leading cause of death (NCHS, 2011), primarily because of international efforts, such as the Back to Sleep campaign. Unintentional injuries rank seventh in this age-group and contribute to mortality and morbidity rates in the infant population (NCHS, 2011). Nurses provide anticipatory guidance for families with infants to reduce morbidity and mortality rates.


During the first year after birth, the infant’s development is dramatic as the child grows toward independence. Knowledge of developmental milestones helps caregivers determine whether the baby is growing and maturing as expected. The nurse needs to remember that these markers are averages and that healthy infants often vary. Some infants reach each milestone later than most. Knowledge of normal growth and development helps the nurse promote children’s safety. Nurses teach parents to prepare for the child’s safety before the child reaches each milestone.


Providing parents with information about immunizations, feeding, sleep, hygiene, safety, and other common concerns is an important nursing responsibility. Appropriate anticipatory guidance can assist with achieving some of the goals and objectives determined by the U.S. government to be important in improving the overall health of infants. Nurses are in a good position to offer anticipatory guidance on the basis of the infant’s growth and achievement of developmental milestones. Table 6-1 summarizes growth and development during infancy.




HEALTH PROMOTION


Healthy People 2020 Objectives for Infants




	MICH-20
	Increase the proportion of infants who are put to sleep on their back.



	MICH-21
	Increase the percentage of infants who are breastfed, especially those exclusively breastfed.



	MICH-29
	Increase the percentage of infants and children who are screened appropriately and referred for autism spectrum disorder and other developmental delays.



	AHS-5
	Increase the percentage of infants and children who have an ongoing source of medical care.



	EH-8
	Reduce blood lead levels in infants and children



	IID-7
	Achieve and maintain effective vaccination coverage levels for universally recommended vaccines among young children.



	IVP-11
	Reduce deaths caused by unintentional injuries.



	IVP-15
	Increase use of age-appropriate vehicle restraint systems.



	ENT-VSL-1
	Increase the proportion of newborns who are screened for hearing loss by no later than age 1 month, have audiologic evaluation by age 3 months, and are enrolled in appropriate intervention services no later than age 6 months.





Modified from U.S. Department of Health and Human Services. (2010). Healthy People 2020. Retrieved from www.healthypeople.gov.








TABLE 6-1


SUMMARY OF GROWTH AND DEVELOPMENT: THE INFANT










	PHYSICAL

	MOTOR

	PSYCHOSOCIAL

	SENSORY/COGNITIVE

	LANGUAGE/COMMUNICATION









	1-2 Months





	Fast growth; weight gain of 1½ lb (0.68 kg) per month and height gain of 1 in (2.54 cm) per month during first 6 mo.
Upper limbs and head grow faster.
Primitive reflexes present; strong suck and gag reflex.
Obligate nose breather.
Posterior fontanel closes by 2-3 mo.

	
Gross
May lift head when held against shoulder.
Head lag.
Fine
Palmar grasp.
1 month: Immediately drops object placed in hand.
Fist usually clenched (grasp reflex).
2 mo: Holds objects momentarily.
Hands often open (grasp reflex fading).

	Erikson’s stage of trust vs. mistrust.
Infant learns that world is good and “I am good.”
This stage is the foundation for other stages.
Child is entirely dependent on parents and other caregivers.
Needs should be met in a timely fashion.
Touch is important.

	Piaget’s sensorimotor phase.
1 month: Notes bright objects if in line of vision.
Vision 20/100.
Reflexes dominate behavior.
2 mo: Begins to follow objects.

	Strong cry.
Throaty sounds.
Responds to human faces.
6-8 weeks: Begins to smile in response to stimuli.





	3 Months





	Primitive reflexes fading.

	
Gross
Can get hand to mouth.
Can lift head off bed when in prone position.
Head lag still present but decreasing.
Fine
Holds objects placed in hands.
Grasp reflex absent.

	Smiles in response to others.
Uses sucking to soothe self.

	Follows an object with eyes.
Plays with fingers.

	Babbles, coos.
Enjoys making sounds.
Responds to voices, watches speaker.





	4-5 Months





	Can breathe when nose is obstructed.
Growth rate declines.
Drooling begins in preparation for teething.
Moro, tonic neck, and rooting reflexes have disappeared.

	
Gross
Plays with feet; puts foot in mouth.
Bears weight when held in a standing position.
Turns from abdomen to back.
Fine
Begins reaching and grasping with palm.
Hits at object, misses.

	Mouth is a sensory organ used to explore environment.
Attachment is continuing process throughout infancy.
Has increased interest in parent, shows trust, knows parent.
Shows emotions of fear and anger.

	
4 mo: Brings hands together at midline. Vision 20/80.
Begins to play with objects.
Recognizes familiar faces.
Turns head to locate sounds.
Shows anticipation and excitement.
Memory span is 5-7 min.
Plays with favorite toys.

	Crying becomes differentiated.
Babbling is common.
4 mo: Begins consonant sounds: H, N, G, K, P, B.
5 mo: Makes vowel sounds: ee, ah, ooh.





	6-7 Months





	Weight gain slows to 1 pound (0.45 kg) per month.
Length gain of ½ inch (1.27 cm) per month. Birth weight doubles; tooth eruption begins; chewing and biting occur.
Maternal iron stores are depleted.

	
Gross
Sits, leaning forward on both hands; when supine, lifts head off table.
Turns from back to abdomen.
Fine
Transfers objects from one hand to the other.
Picks up object well with the whole hand.

	Smiles at self in mirror.
Plays peek-a-boo.
Begins to show stranger anxiety.

	Can fixate on small objects.
Adjusts posture to see.
Responds to name.
Exhibits beginning sense of object permanence.
Recognizes parent in other clothes, places.
Is alert for 1½-2 hr.

	Produces vowel sounds and chained syllables.
Begins to imitate sounds.
Belly laughs.
Babbles (one syllable) with pleasure.
Calls for help.
“Talks” to toys and image in mirror.





	8-9 Months





	Continues to gain weight, length.
Patterns of bladder and bowel elimination begin to become more regular.

	
Gross
Sits steadily unsupported.
Can crawl and pull up.
Fine
Pincer grasp develops.
Reaches for toys.
Rakes for objects and releases objects.

	Stranger anxiety is at its height.
Separation anxiety is increasing.
Follows parent around the house.

	Beginning development of depth perception.
Object permanence continues to develop.
Uses hands to learn concepts of in and out.

	Stringing together of vowels and consonants begins.
First few words begin to have meaning (Mama, Dada, bye-bye, baby).
Begins to understand and obey simple commands, such as, “Wave bye-bye.”
Responds to “No!”
Shouts for attention.





	10-12 Months





	
12 mo: Birth weight triples; birth length increases by 50%.
Head and chest circumference equal.
Babinski reflex disappears.

	
Gross
Can stand alone.
Can walk with one hand held but crawls to get places quickly.
Fine
Releases hold on cup.
10 mo: Finger-feeds self.
12 mo: Feeds self with spoon.
Holds crayon to mark on paper.
12 mo: Pincer grasp is complete.

	Has mood changes.
Quiets self.
Is quieted by music.
Tenderly cuddles toy.

	Vision 20/40.
Searches for hidden toy.
Explores boxes, inserts objects in container.
Symbol recognition is developing (enjoys books).

	Can say two or more words.
Says “Mama” or “Dada” specifically.
Waves bye-bye.
Begins to differentiate between words.
Enjoys jabbering.
Vocalization decreases when walking.
Knows own name.













[image: Image]







Physical Growth and Maturation of Body Systems

Growth is an excellent indicator of overall health during infancy. Although growth rates are variable, infants usually double their birth weight by 6 months and triple it by 1 year of age. From an average birth weight of 7½ to 8 pounds (3.4 to 3.6 kg), neonates lose 10% of their body weight shortly after birth but regain birth weight by 2 weeks. During the first 5 to 6 months, the average weight gain is 1½ pounds (0.68 kg) per month. Throughout the next 6 months, the weight increase is approximately 1 pound (0.45 kg) per month. Weight gain in formula-fed infants is slightly greater than in breastfed infants.


During the first 6 months, infants increase their birth length by approximately 1 inch (2.54 cm) per month, slowing to ½ inch (1.27 cm) per month over the next 6 months. By 1 year of age, most infants have increased their birth length by 50%.


The head circumference growth rate during the first year is approximately 4⁄10 inch (1 cm) per month. Usually the posterior fontanel closes by 2 to 3 months of age, whereas the larger anterior fontanel may remain open until 18 months. Head circumference and fontanel measurements indicate brain growth and are obtained, along with height and weight, at each well-baby visit. Chapter 33 discusses growth-rate monitoring throughout infancy.


In addition to height and weight, organ systems grow and mature rapidly in the infant. Although body systems are developing rapidly, the infant’s organs differ from those of older children and adults in both structure and function. These differences place the infant at risk for problems that might not be expected in older individuals. For example, immature respiratory and immune systems place the infant at risk for a variety of infections, whereas an immature renal system increases risk for fluid and electrolyte imbalances. Knowledge of these differences provides the nurse with important rationales on which to base anticipatory guidance and specific nursing interventions.

Neurologic System

Brain growth and differentiation occur rapidly during the first year of life, and they depend on nutrition and the function of the other organ systems. At birth, the brain accounts for approximately 10% to 12% of body weight. By 1 year of age, the brain has doubled its weight, with a major growth spurt occurring between 15 and 20 weeks of age and another between 30 weeks and 1 year of age. Increases in the number of synapses and expanded myelinization of nerves contribute to maturation of the neurologic system during infancy. Primitive reflexes disappear as the cerebral cortex thickens and motor areas of the brain continue to develop, proceeding in a cephalocaudal pattern: arms first, then legs.

Respiratory System

In the first year of life, the lungs increase to three times their weight and six times their volume at birth. In the newborn infant, alveoli number approximately 20 million, increasing to the adult number of 300 million by age 8 years. During infancy, the trachea remains small, supported only by soft cartilage.


The diameter and length of the trachea, bronchi, and bronchioles increase with age. These tiny, collapsible air passages, however, leave infants vulnerable to respiratory difficulties caused by infection or foreign bodies. The eustachian tube is short and relatively horizontal, increasing the risk for middle ear infections.

Cardiovascular System

The cardiovascular system undergoes dramatic changes in the transition from fetal to extrauterine circulation. Fetal shunts close, and pulmonary circulation increases drastically (see Chapter 46). During infancy, the heart doubles in size and weight, the heart rate gradually slows, and blood pressure increases.
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Risks Caused by the Infant’s Immature Body Systems



An immature respiratory system places the infant at risk for respiratory infection.


An immature immune system places the infant at risk for infection.


An immature renal system places the infant at risk for fluid and electrolyte imbalance.





Immune System

Transplacental transfer of maternal antibodies supplements the infant’s weak response to infection until approximately 3 to 4 months of age. Although the infant begins to produce immunoglobulins (Igs) soon after birth, by 1 year of age the infant has only approximately 60% of the adult IgG level, 75% of the adult IgM level, and 20% of the adult IgA level. Breast milk transmits additional IgA protection. The activity of T lymphocytes also increases after birth. Although the immune system matures during infancy, maximum protection against infection is not achieved until early childhood. This immaturity places the infant at risk for infection.

Gastrointestinal System

The stomach capacity of a neonate is approximately 10 to 20 mL, but with feedings the capacity increases rapidly to approximately 200 mL at 1 year of age. In the gastrointestinal system, enzymes needed for the digestion and absorption of proteins, fats, and carbohydrates mature and increase in concentration. Although the newborn infant’s gastrointestinal system is capable of digesting protein and lactase, the ability to digest and absorb fat does not reach adult levels until approximately 6 to 9 months of age.

Renal System

Kidney mass increases threefold during the first year of life. Although the glomeruli enlarge considerably during the first few months, the glomerular filtration rate remains low. Thus the kidney is not effective as a filtration organ or efficient in concentrating urine until after the first year of life. Because of the functional immaturity of the renal system, the infant is at great risk for fluid and electrolyte imbalance.


Motor Development

During the first few months after birth, muscle growth and weight gain allow for increased control of reflexes and more purposeful movement. At 1 month, movement occurs in a random fashion, with the fists tightly clenched. Because the neck musculature is weak, and the head is large, infants can lift their heads only briefly. By 2 to 3 months, infants can lift their heads 90 degrees from a prone position and can hold them steadily erect in a sitting position. During this time, active grasping gradually replaces reflexive grasping and increases in frequency as eye-hand coordination improves (see Table 6-1).


The Moro, tonic neck, and rooting reflexes disappear at approximately 3 to 4 months. These primitive reflexes, which are controlled by the midbrain, probably disappear because they are suppressed by growing cortical layers. Head control steadily increases during the third month. By the fourth month, the head remains in a straight line with the body when the infant is pulled to a sitting position. Most infants play with their feet by 4 to 5 months, drawing them up to suck on their toes. Parents need anticipatory guidance about ways to prevent unintentional injury by “baby-proofing” their homes before each motor development milestone is reached.




The nurse might, for instance, explain, “Infants grow and mature very rapidly, and you will be very busy with a new baby. Now is the time to ‘baby-proof’ your home before Mary turns over and begins crawling and reaching for objects. By doing this now, you can prevent later injuries and worries.”










PATIENT-CENTERED TEACHING


How to “Baby-Proof” the Home


By the time babies reach 6 months of age, they begin to become much more active, curious, and mobile. Although your baby might not be creeping or crawling yet, it is difficult to predict when that will happen. For this reason, you need to be prepared by making sure your house and the toys with which the baby plays are safe. Babies learn through exploring and participating in many different types of experiences. By keeping the baby’s environment safe, you can encourage these experiences for your baby.


Be sure to check the following:




• All small or sharp objects or dangerous substances should be out of the baby’s reach. Get down to the baby’s eye level to be sure. This includes plants and paint chips, which can be poisonous. Be sure to check that any bedside table near the baby’s crib is kept clear of ointments, creams, pins, or any other small objects. Be sure to check that small pieces from older siblings’ toys are put away. Keep money put away.


• Put plastic fillers in all plugs, and put cabinet and drawer locks on all cabinets and drawers. Doorknob covers are also available that prevent the infant from opening the door.


• Remove front knobs from the stove. Be sure to keep all pot and pan handles turned away from the edge of the stove.


• Remove from lower cabinets and lock away all dangerous or poisonous substances, including such items as pet food, household cleaning agents, cosmetic aids, pesticides, plant fertilizers, paints, matches, medicines, and plastic bags. Be sure to store these products in their original containers. Never give a small child a latex balloon.


• Place a gate on the top and bottom of stairways. Be sure the gate does not have openings that can trap the baby’s head, hands, or fingers.


• Remove heavy containers from table tops covered with a tablecloth. Do not hold the baby on your lap while drinking or eating any kind of hot foods.


• Pad furniture with sharp edges. Be sure all windows have screens.


• Keep household hot water temperature at less than 120° F; always test water temperature before bathing the baby. Never leave a baby unattended near water (toilet, bathtub, swimming pool, hot tub). Keep water containers or tubs empty when not in use. Be sure there is no direct entrance to a backyard swimming pool through the house.


• Shorten all hanging cords (appliance, window cords, telephone) so they are out of the baby’s reach. Be sure pull-toy cords are shorter than 12 inches.


• Have your house tested for sources of lead.


• Never leave your baby unattended or in the care of a young sibling.








During the fifth and sixth months, motor development accelerates rapidly. Infants of this age readily reach for and grasp objects. They can bear weight when held in a standing position and can turn from abdomen to back. By 5 months, some infants rock back and forth as a precursor to crawling.


Six-month-old infants can sit alone, leaning forward on their hands (tripod sitting). This ability provides them with a wider view of the world and creates new ways to play. Infants of this age can roll from back to abdomen and can raise their heads from the table when supine. At 6 to 7 months, they transfer objects from one hand to the other. In addition, they can grab small objects with the whole hand and insert them into their mouths with lightning speed.


At 6 to 9 months, infants begin to explore the world by crawling. By 9 months, most infants have enough muscle strength and coordination to pull themselves up and cruise around furniture. These new methods of mobility enable the infant to follow a parent or caregiver around the house.


By 6 to 7 months, infants become increasingly adept at pointing to make their demands known. Six-month-old infants grasp objects with all their fingers in a raking motion, but 9-month-olds use their thumbs and forefingers in a fine motor skill called the pincer grasp. This grasp provides infants with a useful yet potentially dangerous ability to grab, hold, and insert tiny objects into their mouths.


Nine-month-old infants can wave bye-bye and clap their hands together. They can pick up objects but have difficulty releasing them on request. By 1 year of age, they can extend an object and release it into an offered hand. Most 1-year-old children can balance well enough to walk when holding another person’s hand. They often resort to crawling, however, as a more rapid and efficient way to move about.


An increased ability to move about, reach objects, and explore their world places infants at great risk for accidents and injury. Nurses provide information to parents about how quickly infant motor skills develop.

Cognitive Development

Many factors contribute to the way in which infants learn about their world. Besides innate intellectual aptitude and motivation, infants’ sensory capabilities, neuromuscular control, and perceptual skills all affect how their cognitive processes unfold during infancy and throughout life. In addition, variables such as the quality and quantity of parental interaction and environmental stimulation contribute to cognitive development.


Cognitive development during the first 2 years of life begins with a profound state of egocentrism. Egocentrism is the child’s complete self-absorption and the inability to view the world from anyone else’s vantage point (Piaget, 1952). As infants’ cognitive capacities expand, they become increasingly aware of the outside world and their separateness from it. Gradually, with maturation and experience, they become capable of differentiating themselves from others and their surroundings.


According to Piaget’s theory (1952), cognitive development occurs in stages or periods (see Chapter 5) as described in the following discussion. Infancy is included in the sensorimotor stage (birth to 2 years), during which infants experience the world through their senses and their attempts to control the environment. Learning activities progress from simple reflex behavior to trial-and-error experiments.


During the first month of life, infants are in the first substage, reflex activity, of the sensorimotor period. In this substage, behavior such as grasping, sucking, or looking is dominated by reflexes. Piaget believed that infants organize their activity, survive, and adapt to their world by the use of reflexes.


Primary circular reactions dominate the second substage, occurring from age 1 to 4 months. During this substage, reflexes become more organized, and new schemata are acquired, usually centering on the infant’s body. Sensual activities such as sucking and kicking become less reflexive and more controlled and are repeated because of the stimulation they provide. The baby also begins to recognize objects, especially those that bring pleasure, such as the breast or bottle.


During the third substage, or the stage of secondary circular reactions, infants perform actions that are more oriented toward the world outside their own bodies. The 4- to 8-month-old infant in this substage begins to play with objects in the external environment, such as a rattle or stuffed toy. The infant’s actions are labeled secondary because they are intentional (repeated because of the response that is elicited). For example, a baby in this substage intentionally shakes a rattle to hear the sound.


By age 8 to 12 months, infants in the fourth substage, coordination of secondary schemata, begin to relate to objects as if they realize that the objects exist even when they are out of sight. This awareness is referred to as object permanence and is illustrated by a 9-month-old infant seeking a toy after it is hidden under a pillow. In contrast, 6-month-olds can follow the path of a toy that is dropped in front of them; however, they will not look for the dropped toy or protest its disappearance until they are older and have developed the concept of object permanence.


Infants in the fourth substage solve problems differently from how they solve problems in earlier substages. Rather than randomly selecting approaches to problems, they choose actions that were successful in the past. This tendency suggests that they remember and can perform some mental processing. They seem to be able to identify simple causal relationships, and they show definite intentionality. For example, when an 11-month-old child sees a toy that is beyond reach, the child uses the blanket that it is resting on to pull it closer (Flavell, 1964; Piaget, 1952).


Cognitive development in the infant parallels motor development. It appears that motor activity is necessary for cognitive development and that cognitive development is based on interaction with the environment, not simply maturation. Infancy is the period when the child lays the foundation for later cognitive functioning. Nurses can promote infants’ cognitive development by encouraging parents to interact with their infants and provide them with novel, interesting stimuli. At the same time, parents should maintain familiar, routine experiences through which their infants can develop a sense of security about the world. Within this type of environment, infants will thrive and learn.
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Possible Signs of Developmental Delays



Lack of eye muscle control after 4 to 6 months suggests a vision impairment and the need for further evaluation.


Lack of a social smile by 8 to 12 weeks requires further evaluation and close follow-up.





Sensory Development



Vision

The size of the eye at birth is approximately one half to three fourths the size of the adult eye. Growth of the eye, including its internal structures, is rapid during the first year. As infants grow and become more interested in the environment, their eyes remain open for longer periods. They show a preference for familiar faces and are increasingly able to fixate on objects. Visual acuity is estimated at approximately 20/100 to 20/150 at birth but improves rapidly during infancy and toddlerhood. Infants show a preference for high-contrast colors, such as black and white and primary colors. Pastel colors are not easily distinguished until about 6 months of age.


Young infants may lack coordination of eye movements and extraocular muscle alignment but should achieve proper coordination by age 4 to 6 months. A persistent lack of eye muscle control beyond age 4 to 6 months needs further evaluation. Depth perception appears to begin at approximately 7 to 9 months and contributes to the infant’s new ability to move about independently (see Chapter 55).

Hearing

Hearing seems to be relatively acute, even at birth, as shown by reflexive generalized reactions to noise. With myelination of the auditory nerve tracts during the first year, responses to sound become increasingly more specialized. By 4 months, infants should turn their eyes and heads toward a sound coming from behind, and by 10 months infants should respond to the sound of their names. The American Academy of Pediatrics (AAP), Joint Committee on Infant Hearing (2007) has recommended that all newborn infants be screened for hearing impairment either as neonates or before 1 month of age and that those infants who fail newborn screening have an audiologic examination to verify hearing loss before age 3 months. The AAP also suggests that infants who demonstrate confirmed hearing loss be eligible for early intervention services and specialized hearing and language services as early as possible, but no later than 6 months of age (AAP, Joint Committee on Infant Hearing, 2007). Newborn hearing screening generally is done before hospital discharge. Rescreening of both ears within 1 month of discharge is recommended for those newborns with questionable results. Additionally, screening should be available to those infants born at home or in an out-of-hospital birthing center (AAP, Joint Committee on Infant Hearing, 2007).


Health providers should assess risk for hearing deficits at every well visit; any child who manifests one or more risks should have diagnostic audiology testing by age 24 to 30 months (Harlor & Bower, 2009). Risk factors include, but are not limited to, structural abnormalities of the ear, family history of hearing loss, pre- or postnatal infections known to contribute to hearing deficit, trauma, persistent otitis media, developmental delay, and parental concern (AAP Joint Committee on Infant Hearing, 2007). Harlor and Bower (2009) further recommend that referral for more complete testing and intervention be made for any child who fails an objective hearing screening, or whose parent expresses concerns about possible hearing loss.


Language Development

The acquisition of language has its roots in infancy as the child becomes increasingly intrigued with sound, begins to realize that words have meaning, and eventually uses simple sounds to communicate (Box 6-1). Although young infants probably understand tones and inflections of voice rather than words themselves, it is not long before repetition and practice of sounds enable them to understand and communicate with words. Infants can understand more than they can express.




BOX 6-1


LANGUAGE DEVELOPMENT AND DEVELOPMENTAL MILESTONES IN INFANCY



1 to 3 Months


Reflexive smile at first, and then smile becomes more voluntary; sets up a reciprocal smiling cycle with parent. Cooing.

3 to 4 Months


Crying becomes more differentiated. Babbling is common.

4 to 6 Months


Plays with sound, repeating sounds to self. Can identify mother’s voice. May squeal in excitement.

6 to 8 Months


Single-consonant babbling occurs. Increasing interest in sound.

8 to 9 Months


Stringing of vowels and consonants together begins. First few words begin to have meaning (mama, daddy, bye-bye, baby). Begins to understand and obey simple commands such as “Wave bye-bye.”

9 to 12 Months


Vocabulary of two or three words. Gestures are used to communicate. Speech development may slow temporarily when walking begins.




The social smile develops early in the infant, usually by 3 to 5 weeks of age (Figure 6-1). This powerful communication tool helps to foster attachment and demonstrates that the infant can differentiate between people and objects within the environment. The infant who does not display a social smile by 8 to 12 weeks of age needs further evaluation and close follow-up because of the possibility of developmental delay.


[image: image]
FIG 6-1 This 6-month-old infant responds delightedly to her mother with a true social smile. Such interactive responses between parent and child promote communication and emotional development.



During infancy, connections form within the central nervous system, providing fine motor control of the numerous muscles required for speech. Maturation of the mouth, jaw, and larynx; bone growth; and development of the face help prepare the infant to speak.


Vocalization, or speech, does not appear to be reflexive but rather is a relatively high-level activity similar to conversation. Parents usually elicit vocalization in infants better than other adults can. Language includes understanding word meanings, how to combine words into meaningful sentences and phrases, and social use of conversation. The development of both speech and language can be influenced by environmental cues, such as structures unique to a native language, physical disorders, hearing loss, cognitive impairment, autism spectrum disorders, or learning disabilities such as dyslexia (Schum, 2007).


Although there is great variability, most children begin to make nonmeaningful sounds, such as “ma,” “da,” or “ah,” by 4 to 6 months. The sounds become more meaningful and specific by 9 to 15 months, and by age 1 year the child usually has a vocabulary of several words, such as “mama,” “dada,” and “bye-bye.” Infants who have older siblings or who are raised in verbally rich environments sometimes meet these developmental milestones earlier than other infants.

Psychosocial Development

Most experts agree that infancy is a crucial period during which children develop the foundation of their personalities and their sense of self. According to Erikson’s theory of psychosocial development (1963), infants struggle to establish a sense of basic trust rather than a sense of basic mistrust in their world, their caregivers, and themselves. If provided with consistent, satisfying experiences delivered in a timely manner, infants come to rely on the fact that their needs will be met and that, in turn, they will be able to tolerate some degree of frustration and discomfort until those needs are met. This sense of confidence is an early form of trust and provides the foundation for a healthy personality.


Conversely, if infants’ needs are ignored or met in a consistently haphazard, inadequate manner, they have no reason to believe that their needs will be met or that their environment is a safe, secure place. According to Erikson, without consistent satisfaction of needs, the individual develops a basic sense of suspicion or mistrust (Erikson, 1963).


Parallel to this viewpoint is Freudian theory, which regards infancy as the oral stage (Freud, 1974). The mouth is the major focus during this stage. Observation of infants for a few minutes shows that most of their behavior centers on their mouths. Sensory stimulation and pleasure, as well as nourishment, are experienced through their mouths. Sucking is an adaptive behavior that provides comfort and satisfaction while enabling infants to experience and explore their world. Later in infancy, as teething progresses, the mouth becomes an effective tool for aggressive behavior (see Chapter 7).

Parent-Infant Attachment

One of the most important aspects of infant psychosocial development is parent-infant attachment. Attachment is a sense of belonging to or connection with each other. This significant bond between infant and parent is critical to normal development and even survival. Initiated immediately after birth, attachment is strengthened by many mutually satisfying interactions between the parents and the infant throughout the first months of life.


For example, noisy distress in infants signals a need, such as hunger. Parents respond by providing food. In turn, infants respond by quieting and accepting nourishment. The infants derive pleasure from having their hunger satiated and the parents from successfully caring for their children. A basic reciprocal cycle is set in motion in which parents learn to regulate infant feeding, sleep, and activity through a series of interactions. These interactions include rocking, touching, talking, smiling, and singing. The infants respond by quieting, eating, watching, smiling, or sleeping.


Conversely, continuing inability or unwillingness of parents to meet the dependency needs of their infants fosters insecurity and dissatisfaction in the infants. A cycle of dissatisfaction is established in which parents become frustrated as caregivers and have further difficulty providing for the infant’s needs.


If parents can adapt to their infant, meet the infant’s needs, and provide nurturance, attachment is secure. Psychosocial development can proceed on the basis of a strong foundation of attachment. Conversely, if parents’ personalities and abilities to cope with infant care do not match their infant’s needs, the relationship is considered at risk.


Although the establishment of trust depends heavily on the quality of the parental interaction, the infant also needs consistent, satisfying social interactions within a family structure. Family routines can help to provide this consistency. Touch is an important tool that can be used by all family members to convey a sense of caring.

Stranger Anxiety

Another important aspect of psychosocial development is stranger anxiety. By 6 to 7 months, expanding cognitive capacities and strong feelings of attachment enable infants to differentiate between caregivers and strangers and to be wary of the latter. Infants display an obvious preference for parents over other caregivers and other unfamiliar people. Anxiety, demonstrated by crying, clinging, and turning away from the stranger, is manifested when separation occurs. This behavior peaks at approximately 7 to 9 months and again during toddlerhood, when separation may be difficult (see Chapter 7).


Although stressful for parents, stranger anxiety is a normal sign of healthy attachment and occurs because of cognitive development (object permanence). Nurses can reassure parents that, although their infants seem distressed, leaving the infant for short periods does no harm. Separations should be accomplished swiftly, yet with care, love, and emphasis on the parents’ return.



Health Promotion for the Infant and Family

Parents, particularly new parents, often need guidance in caring for their infant. Nurses can provide valuable information about health promotion for the infant. Specific guidance about everyday concerns, such as sleeping, crying, and feeding, can be offered, as well as anticipatory guidance about injury prevention. An important nursing responsibility is to provide parents with information about immunizations and dental care. Nurses can offer support to new parents by identifying strategies for coping with the first few months with an infant. The schedule of well visits corresponds with the schedule recommended by the AAP. At each well visit the nurse assesses development, administers appropriate immunizations, and provides anticipatory guidance. The nurse asks the parent a series of general assessment questions (Box 6-2) and then focuses the assessment on the individual infant.
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Mary Brown and her 4-week-old daughter, Tonja, are being seen for a well-baby checkup. Tonja is Mrs. Brown’s first child. Mrs. Brown looks very tired and begins to cry when you ask her how she is doing.




1. What are some of the possible causes the nurse should explore?


2. How will you approach exploring these possible causes?


3. What are some of the appropriate nursing measures?










BOX 6-2


CONTINUING ASSESSMENT QUESTIONS



• Nutrition—How much is your child eating, how often, what kinds of foods?


• Elimination—How many wet diapers, stools? Consistency of stools?


• Safety—Use of car restraints? Gun violence? Smoking in the home?


• Hearing/vision—Any concerns?


• Can you tell me about the times you would feel it necessary to call your doctor?


• How is the family adjusting to the baby?


• Are you getting enough time alone and time together?


• Has there been any change in the household or family’s lifestyle?


• Are there any financial concerns?


• Are there any other questions or concerns?





Immunization

The importance of childhood immunization against disease cannot be overemphasized. Infants are especially vulnerable to infectious disease because their immune systems are immature. Term neonates are protected from certain infections by transplacental passive immunity from their mothers. Breastfed infants receive additional immunoglobulins against many types of viruses and bacteria. Transplacental immunity is effective only for approximately 3 months, however, and for a variety of reasons, many mothers choose not to breastfeed. In any case, this passive immunity does not cover all diseases, and infection in the infant can be devastating. Immunization offers protection that all infants need.


Nurses play an important role in health promotion and disease prevention related to immunization. Nursing responsibilities include assessing current immunization status, removing barriers to receiving immunizations, tracking immunization records, providing parent education, and recognizing contraindications to the receipt of vaccines. Chapter 5 provides detailed information regarding immunizations and their schedule.

Feeding and Nutrition

Because infancy is a period of rapid growth, nutritional needs are of special significance. During infancy, eating progresses from a principally reflex activity to relatively sophisticated, yet messy, attempts at self-feeding. Because the infant’s gastrointestinal system continues to mature throughout the first year, changes in diet, the introduction of new foods, and even upsets in routines can result in feeding problems.


Parents often have many questions and concerns about nutrition. They are influenced by a variety of sources, including relatives and friends who may not be aware of current scientific practices regarding infant feeding. To provide anticipatory guidance, the nurse must have a clear understanding of gastrointestinal maturation and knowledge about breastfeeding and various infant formulas and foods. Families and cultures vary widely in food preferences and infant feeding practices. The nurse must remain cognizant of these differences when providing anticipatory guidance related to infant nutrition.
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Essential Information for Infant Nutrition



Breast milk or commercially prepared iron-fortified formula provides optimal nutrition throughout infancy.


Formula must be prepared according to instructions, and leftover formula should be stored or discarded according to the manufacturer’s directions.


Some health care providers discourage the use of powdered formula until the infant is older than 6 weeks.





Factors Influencing Choice of Feeding Method

The AAP strongly recommends exclusive breastfeeding for the first 6 months of life for all infants, including premature and sick newborns, with rare exceptions (AAP, 2012). Increasing the percentage of infants who are exclusively breastfed is a goal of Healthy People 2020. Although 74% of infants in the United States are breastfed at birth, only 43.5% of infants in the United States breastfeed for 6 months, and that percentage goes down to 22% breastfeeding at 1 year (United States Department of Health and Human Services [USDHHS], 2010). The percentage of infants who are breastfed exclusively at 6 months is only 14.1%.

Breastfeeding

Breast milk provides complete nutrition for infants, and evidence suggests that breastfed infants are less likely to be at risk for later overweight or obesity (Huh, Rifas-Shiman, Taveras, et al., 2011). A recent meta-analysis of 18 case control studies provides high-level evidence that the odds of a breastfed infant dying of SIDS are far lower than those of infants never given breast milk, and that the protection is even stronger for infants who are exclusively breastfed (Hauck, Thompson, Tanabe, et al., 2011).


Mothers who breastfeed need instruction and support as they begin. They are more likely to succeed if they are given practical information. Many facilities provide lactation consultants or home visits, or nursing staff may call to assess the mother’s needs. Significant others are included in teaching to provide a support system for the mother. Breastfed infants need to receive vitamin D supplementation to prevent the occurrence of rickets. Breastfed infants may also need iron supplementation. The AAP (Greer, Sicherer, Burks, & the Committee on Nutrition and Section on Allergy and Immunology, 2008) recommends vitamin D supplementation of 400 IU/day for all breastfed and partially breastfed infants and for formula-fed infants who consume less than 1 L (33 oz) of vitamin D–fortified formula a day. An in-depth discussion of breastfeeding can be found in Chapter 23.

Formula Feeding

Formula given by bottle is a choice selected by many women in the United States. This method is often easier for the mother who must return to work soon after her infant’s birth, and it has the advantage of allowing other members of the family to participate in the infant’s feeding. Infant formula does not have the immunologic properties and digestibility of human milk, but it does meet the energy and nutrient requirements of infants. If bottle feeding is chosen as the preferred feeding method, the formula should be iron fortified. The Infant Formula Act of 1980, which was revised in 1986, establishes the standards for infant formulas. It also requires that the label show the quantity of each nutrient contained in the formula. Special formulas are available for low-birth-weight infants, infants with congenital cardiac disease, and for infants allergic to cow’s milk–based formulas.


There are some physiologic reasons why some mothers choose to use formula. Infants with galactosemia or whose mothers use illegal drugs, are taking certain prescribed drugs (e.g., antiretrovirals, certain chemotherapeutic agents), or have untreated active tuberculosis should not be breastfed (Centers for Disease Control and Prevention [CDC], 2009). In the United States and other countries where safe water is available, even if breastfeeding is culturally acceptable, women who are infected with HIV should avoid breastfeeding (AAP, 2009).

Types of Formula

Formula can be purchased in three different forms—ready-to-use, concentrated liquid, and powdered. With the exception of the ready-to-use formula, all need to have water added to obtain the appropriate concentration for feeding. Storage instructions differ, so nurses need to strongly encourage parents to carefully follow the directions for storage of the specific type of formula they are using for their infant.


Although commercially prepared formulas have many similarities, there are also differences. Some commonly used brands are Enfamil, SMA, Similac, Gerber, and Good Start. There are formulas specifically designed for infants older than 6 months, but it is not necessary to change to a different formula when a child reaches that age. Some formulas are designed for feeding low-birth-weight or ill infants. These include high-calorie formulas and predigested formulas (e.g., Pregestimil, Nutramigen).

Cow’s Milk

Cow’s milk (whole, skim, 1%, 2%) is not recommended in the first 12 months. Cow’s milk contains too little iron, and its high renal solute load and unmodified derivatives can put small infants at risk for dehydration. The tough,




EVIDENCE-BASED PRACTICE


The American Academy of Pediatrics recommends that all breastfed infants should receive a daily supplement of 400 IU of vitamin D. Infants, children, and adolescents who consume fewer than 32 oz of vitamin D fortified infant formula or whole milk (children older than age 1 year) also should receive supplemental vitamin D because they are at risk for vitamin D insufficiency (Misra et al., 2008). The impetus for these recommendations, which are updated from initial recommendations in 2003, was a near-doubling of the reported incidence and prevalence of children diagnosed with rickets in the United States between 1975 and 2003 (Misra et al., 2008). Rickets is a disease that causes malformations in growing bone as a result of decreased bone mineralization; vitamin D is one factor that affects the absorption and use of calcium for bone formation. Because of public health efforts to decrease the prevalence of vitamin D deficiency (e.g., fortifying foods) the prevalence of rickets had markedly decreased; however, the more recent increase in identified cases of rickets has been a matter of concern to health professionals who care for children (Misra et al., 2008). In addition, evidence is increasing that sufficient vitamin D plays a role in the health of other body systems, as demonstrated by the presence of vitamin D receptors in organs of the gastrointestinal, neurologic, endocrine, and immune systems (Misra et al., 2008).


Several studies have suggested that parents of infants and children in the United States have low adherence to vitamin D supplementation recommendations (Misra et al., 2008; Perrine, Sharma, Jefferds, et al., 2010; Taylor, Geyer, & Feldman, 2009). A recent observational study of providers and parents in a northwest U.S. city (Taylor et al., 2009) revealed that overall, parents are not giving breastfed infants vitamin D supplements. This study demonstrated that parents of breastfed infants are significantly more likely to give vitamin D supplements if strongly recommended by a pediatric provider and significantly less likely to give the supplements if they believe that breast milk provides complete nutrition to their child.


Evidence from multiple sources, as described in an in-depth systematic literature review by Misra et al. (2008), suggests that vitamin D insufficiency is related to two general issues: (1) the primary natural source of vitamin D is in ultraviolet light from the sun, and (2) infants and children consume inadequate nutritional sources of vitamin D. Use of sunscreen and other protective measures to reduce skin cancer risk from UV rays, along with decreased sun exposure from outdoor play, can decrease the natural synthesis of vitamin D that occurs through the skin. In addition, infants and children with dark skin are more at risk for vitamin D insufficiency if they do not have appropriate vitamin D supplementation because of the UV protection from increased melanin (Misra et al., 2008).


Breast milk is the most nutritionally complete source of nutrition for infants, and exclusive breastfeeding for a minimum of the first 6 to 12 months is recommended by the American Academy of Pediatrics. However, breast milk does not provide a sufficient amount of vitamin D to prevent rickets in exclusively breastfed infants or in infants, children, and adolescents receiving fewer than 32 oz of fortified formula or milk a day (Misra et al., 2008). Other nutritional sources of vitamin D include oily fish, cod liver oil, and an assortment of fortified dairy and cereal products, most of which are not appealing to children or adolescents or are consumed in less than recommended amounts.


As parents rely on health professionals to provide evidence-based information, think about the following: If a breastfeeding mother were to ask your advice about giving vitamin D supplements to her infant, how might you respond? What is your knowledge about vitamin D?


References: Misra, M., Pacaud, D., Teryk, A., Collett-Solberg, P. F., Kappy, M.; Drug and Therapeutics Committee of the Lawson Wilkins Pediatric Endocrine Society. (2008). Vitamin D deficiency in children and its management: Review of current knowledge and recommendations. Pediatrics, 122(2), 398–417; Perrine, C., Sharma, A., Jefferds, M., Serdula, M., & Scanlon, K. (2010). Adherence to vitamin D recommendations among US infants. Pediatrics, 125, 627–632; Taylor, J., Geyer, L., & Feldman, K. (2009). Use of supplemental vitamin D among infants breastfed for prolonged periods. Pediatrics, 125(1), 105–111.



hard curd is difficult for infants to digest. In addition, skim milk and reduced-fat milk deprive the infant of needed calories and essential fatty acids. The incidences of allergy and iron deficiency anemia are higher in infants who are given cow’s milk than in those who receive breast milk or formula.

Formula Feeding Techniques

Many different types of bottles and nipples are available for bottle feeding. Mothers may use glass or plastic bottles or a plastic liner that fits into a rigid container. Some nipples are designed to simulate the human nipple to promote jaw development. Selection of the type of bottles and nipples depends on individual preference.


It should not be assumed that parents know how to bottle feed an infant. The nurse may need to teach them how often and how much to feed, how to hold and cuddle while feeding, when and how to burp, and how to prepare formula. See Chapter 23 for a more in-depth discussion of formula feeding.



Weaning

Weaning is the replacement of breast or bottle feedings with drinking from a cup. Infants usually have a decreasing interest in the breast or bottle starting between ages 6 and 12 months. This varies from infant to infant, but if solids and a cup have been introduced, the infant will probably begin to indicate a readiness for the cup. Even young infants can be weaned to a regular plastic cup, although they will not be ready to hold the cup themselves until later. Some parents choose to use a sippy cup—a cup with a tight cover that prevents contents from spilling when dropped. When weaning is begun after age 18 months, the infant may resist because of increased attachment to the breast or bottle.


Behaviors that might indicate a readiness to begin weaning include the following:



• Throwing the bottle down


• Chewing on the nipple


• Taking only a few ounces of formula


• Refusing the breast or dawdling



Weaning should not take place during times of change or stress (e.g., illness, starting child care, the arrival of a new baby). Weaning is a gradual process and should start with the replacement of one bottle feeding or breastfeeding at a time. If breastfeeding must be terminated before age 6 months, it should be replaced with bottle feedings to meet the infant’s sucking needs. The older infant who has learned to use a cup may not need to use a bottle.


The first bottle feeding or breastfeeding eliminated should be the one in which the infant is least interested. Initially the infant may accept the cup only after drinking some formula from the bottle or milk from the breast. The infant is next offered the cup before the feeding. After several days, another feeding can be eliminated if the infant is not resisting the change. The bedtime feeding is usually the last feeding to be eliminated.


During weaning, the child is giving up time that had been spent being held in the parent’s arms. The parent needs to respond to the infant’s continued need to be held and cuddled. Infants should not be encouraged to carry bottles or sippy cups around as toys, to take them to bed, or to use them as pacifiers. Infants who indicate sucking needs should be given pacifiers.

Juices

Once the infant takes fluids from a cup, the parent can introduce small amounts (no more than 4 to 6 oz/day) of fruit juice. Fruit juice lacks the fiber present in whole fruit, and for that reason, whole fruit is considered more nutritionally acceptable than fruit juice (AAP, 2011c). Fruit juice should be avoided in infants younger than 6 months of age and should not be given to infants at bedtime because it can contribute to tooth decay (AAP, 2011c). Nurses need to be aware of the nutritional benefits and limitations of juice; advise parents to give children only 100% fruit juice and not juice drinks, which may contain added sugar.


In infants with a family history of allergies, orange and tomato juice should be delayed until age 1 year. Some prepared foods and dinners contain orange juice and tomato juice. Parents need to be taught to read labels. Juice is not warmed because heating destroys vitamin C. Juices should be kept in a covered container in the refrigerator to prevent the loss of the vitamin.

Water

Sufficient water is provided in breast milk and in prepared formula during early infancy. When solid foods are introduced, it may be necessary to give a small amount of additional water because some foods (e.g., strained meats, high-meat dinners) have a high renal solute load. Additional fluid is necessary when intake is low or the infant has fluid loss because of illness (fever, respiratory disease). Young infants do not need fluoridated water.

Solid Foods

The early introduction of solids may be detrimental to growth because the solids the infant eats cannot be adequately digested related to the immaturity of the gastrointestinal system. In addition, the nutrients in breast or formula milk will not be taken in because the infant’s appetite has been satisfied with the less nutritious solids. Evidence suggests that early introduction of solid foods (before 4 months of age) in bottle-fed infants contributes to later overweight and obesity (Huh et al., 2011). Nutrients supplied by solid foods in the older infant, however, cannot be provided completely by formula or breast milk alone, so solid foods should be introduced beginning no earlier than 4 months and no later than 6 months of age (Greer, et al., 2008).


The infant goes through a transitional period, during which prepared foods are introduced and given together with human milk or formula. Each infant’s growth and development vary, and milestones indicate the infant’s readiness for solid foods (Box 6-3).




BOX 6-3


READINESS FOR INTRODUCTION OF SOLIDS



• Infant can sit.


• Birth weight has doubled and infant weighs at least 13 lb.


• Infant can reach for an object and maintain balance.


• Infant indicates a desire for food by opening mouth and leaning forward.


• Extrusion reflex has disappeared (4 to 5 mo).


• Infant moves food to back of mouth and swallows during spoon feedings.





Solids should be introduced one at a time in small amounts (1 teaspoon to 2 tablespoons) for several days before introducing a new food. This is done to avoid confusion should a food intolerance be present. The order of introduction is not critical, but iron-fortified rice cereal is most often recommended as a first food because it is high in iron, is easily digested, and has a low allergenic probability. Other commercially available infant cereals include oatmeal, barley, mixed grain, and cereals with added fruit. When foods are first being introduced, mixed grains and cereals with added fruit should be avoided. A variety of meat, fish, poultry, and eggs, can be introduced along with various fruits and vegetables. The focus is on food variety and choices from various food groups (Anderson, Malley, & Snell, 2009). Foods should not be mixed with formula and fed through a nipple with a large hole. This deprives the child of the chewing experience and changes the texture and taste of the food. Initially pureed foods are given, but increases in food texture can occur fairly quickly thereafter (Anderson et al., 2009).


Several commercially prepared fruits and vegetables are available. In addition, fruits and vegetables can easily be steamed or boiled and then pureed in a blender or food processor at home. It is usually necessary to add a small amount of water during the blending process. The parent should not give an infant home-prepared orange or dark green leafy vegetables because of the elevated nitrate levels, which can cause methemoglobinemia. In addition, infants for whom formula is prepared with well water remain at high risk for nitrate poisoning (Hord, Yaoping, & Bryan, 2009). As with cereals, mixed fruits should be avoided until the infant is older and has tolerated individual foods. The parent should avoid giving the infant mixed meats and vegetables as well; these baby foods may not contain enough meat.


Salt and sugar should not be added to commercial or home-prepared foods. Parents should avoid using canned foods or home-prepared foods that contain large amounts of sugar and salt. Feeding honey to infants under age 12 months has been associated with botulism and should therefore be avoided.

Finger Foods

Between age 8 and 10 months the infant can be introduced to finger foods. At this time the pincer grasp is developing, and the infant can pick up foods. The infant will have a palmar grasp before this time, and soft foods can be given, but the infant will mainly “play” with the food. This can be a positive experience that enables the infant to feel different textures and increase fine motor skills.


Finger foods should be bite-size pieces of soft food. Arrowroot biscuits, cheese sticks, slices of canned peaches or pears, cut pieces of bananas, and breads can be offered. As children’s fine motor skills increase, they may enjoy eating some of the dry cereals, such as Cheerios. Be sure pieces of larger finger foods are not round and are small enough that they will not block




Health Promotion


2-Week-Old to 1-Month-Old Infant
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Focused Assessment



• How have you been feeling? Have you made your postpartum checkup appointment?


• How have you and your partner been adjusting to the baby? Do you have other children? How are they adjusting?


• Have you discussed child-rearing philosophies?


• Does anyone in your household smoke cigarettes?


• Does anyone in your household use substances?


• Have you recently been exposed to or had any sexually transmitted disease?


• Have you experienced any periods of sadness or feeling “down”?


• Do you have any concerns about the costs of the baby’s care?


• Do you feel that you and the baby are safe?



Developmental Milestones



• Personal/social: looks at parent’s face; fixates, tracks, follows to midline; smiles responsively; prefers brightly colored objects


• Fine motor: newborn reflexes present


• Language/cognitive: prefers human female voice: responds to sounds; begins to vocalize


• Gross motor: equal movements; lifts head; lifts head and chin (by 1 month)



Health Maintenance

Physical Measurements



Weight—7.5-8 pounds (3.4-3.6 kg) average. Loses 10% of body weight after birth but gains it back by 2 weeks; gains on average ½ ounce a day.


Length—Average 20 inches (50 cm). Gains 1 inch (2.5 cm) a month for the first several months.


Head Circumference—13-14 inches (33-35.5 cm). Gains average of ½ inch (1.2 cm) per month until 6 months of age. Posterior fontanel closes by 2-3 months; anterior by 12-18 months.



Immunizations


Thimerosal-free hepatitis B #1 at birth and #2 at 1 to 2 months. Be sure to discuss side effects. Give the parent information about upcoming immunizations. If planning to use a combination vaccine that contains hepatitis B, wait until 2 months for second hepatitis B.

Health Screening



Verify that newborn metabolic and cystic fibrosis screening has been done


Verify that hearing screening has been done


Visual inspection for congenital defects




Anticipatory Guidance

Nutrition



Breast milk on demand at least every 2-3 hours


Iron-fortified formula 2-3 ounces every 3-4 hours if not breastfeeding


Vitamin D supplement 400 IU/day for breastfed infants and for formula-fed babies consuming fewer than 1 liter (33 ounces) per day


Place on right side after feeding



Elimination



6 wet diapers


Stools related to feeding method



Dental



Continue prenatal vitamins and calcium if breastfeeding



Sleep



Place on back to sleep in parent’s room in a separate crib/cradle/bassinet. Keep loose or soft bedding and toys out of the crib, offer pacifier for nap and bedtime if not breastfeeding or after breastfeeding is established.


16 or more hours


By 1 month begin to establish nighttime routine



Hygiene


Bathe in warm water using mild soap and baby shampoo.


Keep diaper area clean and dry.

Safety



Be sure crib is safe: slats <23⁄8 inches apart, firm mattress that fits the crib


Eliminate all environmental smoke


Rear-facing approved infant car seat


Fire prevention: smoke detectors, fire extinguishers


Water temperature <120° F


Cardiopulmonary resuscitation and first aid classes; emergency phone numbers


Violence: discuss shaking, guns in the home







the infant’s airway, causing a choking hazard. The AAP (Committee on Injury, Violence and Poison Prevention, 2010) recommends infants not be given such foods as hot dogs, whole grapes, marshmallows, peanut butter, seeds, hard candy, raw carrots, popcorn, and nuts. Encourage parents to remain with an infant who is eating finger foods.

Snacks

When the infant is on a three-meals-a-day schedule, small snacks are an appropriate addition to the nutritional intake. Because infants have small stomachs, they may not be content to wait until the next meal before eating. Snacks should be nutritious, and parents should resist the urge to give infants a bottle to satisfy their hunger. Some of the safe finger foods previously listed are nutritious snacks. If the infant is not hungry at mealtime, the snack should be given in a smaller portion or eliminated.


Food Allergies

The early introduction of solid foods may be associated with a higher incidence of food allergy in infants determined to be at risk, especially those with a family history of allergy. However recent evidence, including evidence from an integrative literature review, suggests that introduction of a variety of solid foods between 4 and 6 months of age, including foods suspected to be allergenic, does not increase the development of allergy in low risk infants (Anderson et al., 2009; Greer et al., 2008). Furthermore, evidence suggests that limiting allergenic foods during pregnancy and while breastfeeding also has no protective effect (Greer et al., 2008). Therefore, in general, a wide variety of culturally appropriate foods can be introduced, with a focus on foods that are high in iron, protein, and nutrient value.




HEALTH PROMOTION


The 2-Month-Old Infant
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Focused Assessment


Ask the parent the following:



• How has your family adjusted to the baby?


• Are you able to plan time to give some individual attention to each of your other children?


• Are you getting enough opportunities to continue relationships and activities away from the baby?


• Will you describe your baby’s behavior and general mood?


• Has your baby had any reaction to any immunizations? If so, what happened?



Developmental Milestones



Personal/social: Smiles spontaneously; enjoys interacting with others


Fine motor: Follows past midline; reflexes disappear


Language/cognitive: Vocalizes “ooh” and “ah” sounds; attends to voices


Gross motor: Beginning head control when upright; lifts head 45 degrees onto forearms



Critical Milestones∗



Personal/social: Smiles responsively; looks at faces


Fine motor: Follows to midline


Language/cognitive: Vocalizes making cooing or short vowel sounds; responds to a bell


Gross motor: Lifts head; equal movements



Health Maintenance

Physical Measurements



Measure length, weight, and head circumference and plot on appropriate growth charts



Immunizations



Diphtheria-tetanus-acellular pertussis (DTaP) #1; inactivated poliovirus (IPV) #1 (may substitute DTaP, hepatitis B, and polio combination vaccine); Haemophilus influenzae type b (Hib) #1; pneumococcal #1; rotavirus #1


Discuss potential effects



Health Screening



Hearing screen if not done at birth; hearing risk assessment


Check eyes for strabismus


Assess ability to follow past midline




Anticipatory Guidance

Nutrition



Breastfeed on demand with increasing intervals


Formula, 4-6 oz six times per day


Vitamin D supplementation 400 IU/day for breastfeeding infants and for formula fed infants if taking less than 1 L (33 oz) of formula a day



Elimination



Six wet diapers


Stools related to feeding method; may decrease in number



Dental



Continue prenatal vitamins and calcium if breastfeeding


Do not prop baby’s bottle



Sleep



Place on back to sleep in parent’s room in a separate crib/cradle/bassinet. Keep loose or soft bedding and toys out of the crib, offer pacifier for nap and bedtime. Continue nighttime routine


Play with baby when awake



Hygiene



Bathe several times per week


Watch for diaper rash and seborrheic dermatitis



Safety



Review house and environmental safety and conditions for calling the doctor, posting of emergency numbers near the telephone, car safety, violence, avoidance of exposure to cigarette smoke


Discuss preventing falls; burns from hot liquids



Play



Imitate vocalizations and smile


Sing


Change infant’s environment


Encourage rolling over






∗Guided by Denver Developmental Screening Test II.




To identify foods to which an infant might react, the parent is taught to introduce one food at a time over 3 to 5 days before introducing another one (Greer et al., 2008).


Some of the more common suspected allergens include cow’s milk, egg, soy products, fish, peanuts, chocolate, corn, and wheat. Cow’s milk protein intolerance is the most common food allergy during infancy, but this usually does not last past age 3 or 4 years.


Some of the common clinical manifestations of food allergies are abdominal pain, diarrhea, nasal congestion, cough, wheezing, vomiting, and rashes. Many children will outgrow their allergic response to certain foods.


Dental Care

Eruption of the infant’s first teeth is a developmental milestone that has great significance for many parents. Deciduous, or “baby,” teeth usually erupt between 5 and 9 months of age. The first to appear are the lower central incisors, followed by the upper central incisors and then the upper lateral incisors. The next teeth to erupt are usually the lower lateral incisors, first primary molars, canines, and the second primary molars. The average child has six to eight teeth by the first birthday.

Teething

Although sometimes asymptomatic, teething is often signaled by behavior such as night wakening, daytime restlessness, an increase in nonnutritive sucking, excess drooling, and temporary loss of appetite. Some degree of discomfort is normal, but a health care professional should further investigate elevated temperature, irritability, ear tugging, or diarrhea.


To help parents cope with teething, nurses can suggest that they provide cool liquids and hard foods (e.g., dry toast, Popsicles, frozen bagels) for chewing. Hard, cold teethers and ice wrapped in cloth may also provide comfort for inflamed gums. Nurses should explain to parents that over-the-counter topical medications for gum pain relief should be used only as directed. Home remedies, such as rubbing the gums with whiskey or aspirin, should be discouraged, but acetaminophen administered as directed for the child’s age can relieve discomfort. Although these interventions can be helpful, parents should understand that absolute relief comes only with tooth eruption.

Assessment of Dental Risk

The AAP and the American Academy of Pedodontics have issued recommendations about prevention and treatment of dental caries in infants and young children (AAP Section on Pediatric Dentistry and Oral Health, 2008; American Academy of Pedodontics, 2011). The risk of tooth decay begins in infancy and is higher in families with a history of dental caries, children with special health care needs (especially those involving motor coordination), lower socioeconomic status, children with previous tooth decay, children who snack on sugary foods (including 100% fruit juice) frequently, and those without a dentist (American Academy of Pedodontics, 2011). Viewed as an infectious process, mothers with dental caries can transmit bacteria that cause caries to their infants (American Academy of Pedodontics). Taking a dental history from a mother can provide information about an infant’s risk, and this should occur as early as the infant’s teeth begin to erupt. Infants with observable dental caries should be referred to a dentist as soon as these are observed by the health care provider (AAP Section on Pediatric Dentistry and Oral Health, 2008).


The AAP Section on Pediatric Dentistry and Oral Health (2008) recommends that pediatric providers assess infants’ and children’s oral caries risk periodically throughout infancy and childhood. This should occur, along with dietary counseling on avoiding food sources of sugar, and provision of an appropriate dose of fluoride for those at increased risk for dental caries.

Cleaning Teeth

Because the primary teeth are used for chewing until the permanent teeth erupt and because decay of the primary teeth often results in decay of the permanent teeth, dental care must begin in infancy. The parent can use cotton swabs or a soft washcloth and water to clean the teeth with the infant positioned in the parent’s lap or on a changing table. The teeth should be cleaned at least twice a day, and juice should be limited to no more than 4 to 6 oz a day given at meals (AAP Section on Pediatric Dentistry and Oral Health, 2008). Toothpaste should not be used until the child is older and can spit and will not swallow the toothpaste. This is recommended so the infant will not ingest excessive amounts of fluoride.


A possible exception is the supervised use of a very small amount of toothpaste (smear of toothpaste for children younger than 2-years-old and pea-sized quantity for children 2- to 6-years-old) for young children at risk for dental caries (AAP Section on Pediatric Dentistry and Oral Health, 2008; American Academy of Pedodontics, 2011). Flossing is recommended to begin as soon as teeth are in direct contact with other teeth (AAP Section on Pediatric Dentistry and Oral Health, 2008).

Fluoride Supplementation

To prevent tooth decay in developing teeth, supplemental fluoride has historically been prescribed for infants and children who live in areas where there is no community water fluoridation. In 2010, based on several systematic surveys of published research that looked at the balance of fluoride supplementation with the occurrence of fluorosis (excess mineralization of tooth enamel with visible spotting), the American Dental Association changed its fluoride recommendations for infants and children (Rozier, Adair, Graham, et al., 2010). The current recommendations (Rozier, Adair, Graham, et al., 2010) state that fluoride supplementation should be based on assessment of risk and the extent to which fluoridated water is available. These include the following (Rozier et al., 2010):



• No fluoride supplementation for infants and children determined to be at low risk for dental caries, including those having access to fluoridated water


• Daily fluoride supplements for at-risk infants and children without access to fluoridated water in the following doses: 6-month to 3-year-olds, 0.25 mg; 3-year to 6-year-olds, 0.5 mg; and 6-year to 16-year-olds, 1 mg


• Daily fluoride supplements for at-risk children, beginning at age 3 years, who have access to fluoridated water with less than the optimal level of fluoride (<0.7 parts per million) in the following doses: 3-year to 6-year-olds, 0.25 mg; and 6-year to 16-year-olds, 0.5 mg



Bottle-Mouth Caries

Bottle-mouth caries, or nursing-bottle caries, is a well-described form of tooth decay that can develop in infants and children. The decay pattern usually involves the incisors initially and then spreads to other teeth. Decay may be so serious that tooth loss occurs prematurely. When the infant is allowed to fall asleep with a bottle containing milk or juice, the carbohydrate-rich solution bathes the teeth for a long period and may cause dental caries.


Nurses should discourage parents from giving bedtime bottles of milk or juice to infants. If a nighttime bottle is necessary, plain water is an acceptable substitute for carbohydrate-rich liquids. A pacifier is an acceptable alternative to a nighttime bottle, although the practice of dipping the pacifier in corn syrup or honey to encourage acceptance poses the same problem. An additional danger of the use of honey in infancy is botulism. Pacifier use after age 3 years is a cause for concern and referral to a dentist or orthodontist for possible structural alterations in the oral cavity (AAP Section on Pediatric Dentistry and Oral Health, 2008).




HEALTH PROMOTION


The 4-Month-Old Infant
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Focused Assessment


Ask the parent the following:



• What new activities is your baby doing?


• How well does your baby settle down to sleep without needing to be consoled?


• How are both parents included in the baby’s care?


• Is the mother considering going back to work in the near future?



Developmental Milestones



Personal/social: Loves moving faces; knows parents’ voices


Fine motor: Follows an object 180 degrees; binocular vision; bats objects; begins to hold own bottle


Language/cognitive: Initiates conversation by cooing; turns head to locate sounds


Gross motor: Supports weight on feet when standing; pulls to sit without head lag; begins to roll prone to supine



Critical Milestones∗



Personal/social: Smiles responsively; smiles spontaneously; stares at own hand


Fine motor: Grasps a rattle; follows past midline; brings hands to middle of body


Language/cognitive: Laughs and squeals out loud; vocalizes; makes “ooh” sounds


Gross motor: Lifts head and chest 45 and 90 degrees when prone; head steady when sitting



Health Maintenance

Physical Measurements



Continue to measure and plot length, weight, and head circumference


Posterior fontanel closed



Immunizations



Diphtheria-tetanus-acellular pertussis (DTaP) #2, inactivated poliovirus (IPV) #2 (may substitute DTaP, hepatitis B, and combination polio vaccine); Haemophilus influenzae type b (Hib) #2, pneumococcal #2; rotavirus #2


Review side effects and ask about previous reactions



Health Screening



Assess for strabismus


Hearing risk assessment


No additional screening required



Anticipatory Guidance

Nutrition



Maintain breastfeeding schedule


Formula, 5-6 oz five or six times per day


Bottle supplement if breastfeeding mother has returned to work


Vitamin D supplementation 400 IU/day for breastfeeding infants and for formula-fed babies consuming fewer than 1 L (33 oz) per day


Begin iron supplementation for breastfed and partially breastfed infants (1 mg/kg/day) (Baker, Greer, & the Committee on Nutrition, 2010)









Elimination



Similar to 2-month-old



Dental



May begin drooling in preparation for tooth eruption



Sleep



Place on back to sleep in parent’s room in a separate crib/cradle/bassinet. Keep loose or soft bedding and toys out of the crib; offer pacifier for nap and bedtime.


Total sleep: 15-16 hr


Encourage self-consoling techniques



Hygiene



Continue daily routine of cleanliness



Safety



Review car safety and violence, exposure to cigarette smoke


Discuss choking hazards and management of choking; avoidance of walkers; playpen and swing safety; begin child-proofing



Play



Talk with the baby frequently and from different locations


Respond verbally and smile as infant does; cuddle


Sing; expose to different environmental sounds


Supervised water play


Provide bright rattles, tactile toys, mirror






∗Guided by Denver Developmental Screening Test II.





Sleep and Rest

Newborn infants may sleep as many as 17 to 20 hours per day. Sleep patterns vary widely, with some infants sleeping only 2 to 3 hours at a time. At approximately 3 to 4 months of age, most infants begin to sleep for longer periods during the night, although some children do not sleep through the night consistently until the second year.


Often one of the most difficult tasks for new parents is the regulation of their infant’s sleep-wake cycles. Parents need anticipatory guidance about what to expect regarding sleep and rest. Recent evidence suggests that, beginning at age 1-month, infants begin to regulate their own sleep, sleeping for longer periods of time and returning to sleep without parental intervention after wakening (Henderson, France, & Owens, 2010). If self-regulation (sometimes called self-soothing) is facilitated by the parent, infants will sleep through the night (10 pm to 6 am) at a relatively early age. The keys to this are parental sensitivity to the infant’s sleep pattern, establishing a sleep routine by 1 month of age, and allowing the infant to self-soothe (Henderson et al., 2010; Owens, 2011).


It is important to remember that rocking an infant to sleep provides warmth and security for the infant; however, to initiate good sleep habits, the parent should put the infant in the bassinet or crib while the infant is drowsy and before the infant falls completely asleep. Assisting the infant to establish a consistent sleep routine is important during early infancy to avoid problems associated with night wakening (Owens, 2011).


Some parents are distressed when an infant or child wakes in the middle of the night crying and are tempted to console by picking up the child. A certain amount of fussiness at bedtime is not unusual; however, placing the infant in the crib or bassinet before the infant is completely asleep facilitates self-consoling behavior. Infants who do not learn to self-console when going to sleep expect the parents to console them should they awaken during the night. This can lead to a situation where neither the infant nor the parents are able to sleep through the night. Prevention is the best approach; however, should the parents express concern about infant crying at night, the nurse can assist with problem solving. The nurse can advise the parent not to turn on the light in the child’s room or pick up the child but speak softly and reassuringly to the infant until the infant becomes quiet (Owens, 2011). It may take several nights of the infant crying and the parents consoling in this manner to mitigate the problem.


In 2005 the AAP (2005) recommended placing all infants on their back to sleep. A recent revision of their policy about SIDS expands the recommendations for preventing SIDS to include prevention of other potential causes of sleep-related death, such as suffocation (AAP Task Force on Sudden Infant Death Syndrome, 2011b). The revised policy includes the following recommendations for parents (AAP Task Force on Sudden Infant Death Syndrome, 2011a):




• Put the infant to sleep in a supine position for the first year; if the infant can roll over both ways (supine to prone, prone to supine), the parent does not need to return the infant to a supine position.


• Put the infant to sleep for nap or night in the parent’s room in a place other than the parent’s bed (e.g., self-enclosed cradle, bassinet, crib); the crib or bassinet should not be near a window or other source of hanging cords or wires.


• Be sure to use the mattress that comes with the crib, that the mattress surface is firm and fits tightly; the mattress may be covered with a fitted sheet.


• There should be no soft or loose bedding (e.g., sheets, blankets, quilts) or toys in the crib.


• Young infants should not be put to sleep in car seats, infant carriers, or other equipment that keeps the infant in a sitting position; if using a sling or soft carrier, be sure that the infant’s face is fully visible at all times.


• Avoid feeding infants while sitting on upholstered or soft furniture, especially if tired.


• Avoid exposing the infant to environmental smoke and avoid overheating the infant by dressing the infant in clothes appropriate for the environmental temperature.


• Offer the infant a pacifier at nap and bedtime; be sure the pacifier is not attached to a string or other object.


• Do not use commercially marketed products that state they reduce the risk of SIDS.


• Breastfeed infants exclusively for at least the first 6 months, if possible, and be sure infants receive all recommended immunizations.


• Provide opportunities during awake time for “tummy” play.





Additional information about SIDS is discussed in Chapter 45.

Safety

The rapidly growing infant becomes mobile seemingly overnight. With newfound mobility comes the potential for unintentional injury. As the infant’s musculature strengthens and coordination improves, the infant has an insatiable desire to explore. Without the cognitive skills needed to differentiate danger from safety, the rolling, crawling, toddling infant is at great risk for injury.


Infants are totally dependent on others for safety and protection. They are especially vulnerable to serious injury because of their relatively large head size. Motor development progresses to the point where infants quickly master new skills to learn more about their environment. They begin impulsively to reach out and move toward interesting objects around them.


Because of an infant’s dependence, parents and caregivers are the primary recipients of anticipatory safety guidance. From the first day of life, safety must be considered and incorporated into the infant’s world. Providing a safe environment for a rapidly growing infant is challenging. Potential safety hazards multiply as the baby learns to creep, crawl, climb, and explore. Some parents may not have a complete awareness of the safety issues that must be addressed to protect the infant from injury.

Motor Vehicle Safety

Injuries associated with automobile crashes constitute the single greatest threat to an infant’s life and health. Restraining seats are the only practical means of reducing this risk.


Infant safety in motor vehicles depends entirely on adults. Parents must be informed that they cannot protect their child from injury in a crash by cradling or holding the infant on their laps. Adults are neither strong enough nor quick enough to prevent the sudden forward motions or to overcome the inertial forces (external forces of motion caused by impact) exerted in a crash. An unrestrained adult is propelled forward, trapping and crushing the infant between the adult’s body and the hard surfaces inside the car on impact. The only way to prevent injuries and death to an infant in a car is to use a car safety seat for each trip, no matter how short.


A lifelong practice begins with the newborn infant’s first ride home. Getting a child accustomed to using a safety seat at a young age establishes a safety habit and may reduce resistance later (Figure 6-2). All car safety seats should be placed in the rear seat of the vehicle, preferably in the middle, away from the possibility of injury from a side crash (advise parents to consult their automobile operating manual for optimal seat positioning). Newborns and infants should be in a rear-facing seat with a three- or five-point harness until they are 2 years of age or have reached the upper parameters of the manufacturer’s recommendation for the specific safety seat (AAP, 2011b). Front-facing seats (Figure 6-3) should be tethered to the tether anchor. LATCH (Lower Anchors and Tethers for Children) systems, which secure the seat without need for the seatbelt, keep the seat tightly anchored to the car. Both car (those made after 2002) and seat must have the LATCH system for it to work without the seatbelt (AAP, 2011b). Children should remain in an approved car safety seat or booster seat until they are approximately 4 feet 9 inches tall (between 8 and 12 years) (AAP, 2011b). Nearly all states have passed laws regarding the age a child may use a regulation automobile seat belt; parents should be aware of the law in the state where they live or plan to travel (state regulations may be accessed through www.nhtsa.gov).


[image: image]
FIG 6-2 The infant rides facing the rear of the vehicle, ideally in the middle of the back seat. The infant seat is secured to the vehicle with the seatbelt, and straps on the car seat adjust to accommodate the growing baby.



[image: image]
FIG 6-3 After the child reaches 2 years of age and has attained the manufacturer’s height and weight recommendations for a rear-facing car seat, the child uses a forward-facing upright car safety seat. The safety straps should be adjusted to provide a snug fit, and the seat should be placed in the back seat of the car, ideally in the middle.



Some injuries and deaths have been associated with the deployment of airbags. Infants and children younger than 12 years should not be restrained in the front seat of cars equipped with airbags on the passenger side. When deployed, the airbag can severely jolt the car safety seat and harm the infant or child. Both the National Highway Traffic Safety Administration (NHTSA) and the AAP recommend placing all children 12 years and younger in the rear seat with the appropriate restraint (AAP, 2011b; NHTSA, 2011).

Providing a Safe Home Environment

During infancy and early childhood, when children are typically limited to the home environment, safety in and around the home is a top priority. With the exception of injuries and deaths related to motor vehicle crashes, most childhood injuries occur in the home. Major causes of unintentional injury that require visits to an emergency department include contact with sharp objects, bites and stings, cuts, and burns; the leading cause in infants and children all age-groups younger than age 14 years, however is falls (CDC, 2011c). Fire and burn injury, drowning, unintentional firearm injury, and suffocation (e.g., choking, strangulation) are the leading causes of death related to unintentional injury (CDC, 2011d). Parents must also consider safety as a factor when selecting daycare facilities for their child.

Burn Prevention

Infants are especially vulnerable to inflicted burns, particularly scald burns. Infants’ limited mobility makes it impossible for them to escape from immersion in hot water. Parents should be instructed to decrease the setting on water heaters to 120° F to prevent accidental scalds. Infant skin is thin, causing burns to occur faster at lower temperatures than in adults. With water temperature settings of 140° F, it takes only 3 seconds for the child to suffer serious burns. Lowering the temperature by 20° F causes the same degree of burn injury in 8 to 10 minutes of submersion. An adult should test the water temperature before the infant is submerged to decrease the risk of unintentional scald injuries.


Advise parents to avoid smoking, drinking hot liquids, or cooking while holding an infant. As infants begin to crawl around on the floor, open electrical sockets should be covered with appropriate socket protectors. Open stoves or fireplaces are especially intriguing to an exploring infant and should be outfitted with a guard or grid. Avoid use of a steam vaporizer to prevent scald injuries to a curious infant.


Burn injuries in infants can also be caused by a variety of other sources. Exposure to sunlight can result in serious sunburn to their delicate skin. Young infants should not be exposed to sunlight, even for brief periods and on cloudy days; sunscreen should not be used on infants younger than 6 months old (Balk & the Council on Environmental Health and Section on Dermatology, 2011). The best way to minimize the adverse effects of the sun is avoidance. If children are going to be in the sun, they should wear clothing to cover exposed areas of the skin, hat, and sunglasses. Parents should be encouraged to apply sun blocks and sunscreens (minimum sun protection factor 15) liberally to older infants and children. Sunscreen should be applied 15 to 30 minutes in advance of exposure and be reapplied every 2 hours (Balk & the Council on Environmental Health and Section on Dermatology, 2011).

Safe Baby Furnishings

Baby furniture, although seemingly benign, can present lethal hazards to a growing infant. Parents should be aware of safety considerations when planning or decorating the infant’s room. Parents need to be aware that older furniture that has been handed down may not meet current safety regulations. In older cribs, the gaps between slats may be large enough that infants could entrap their heads, or the paint may contain lead.


Hanging toys or mobiles placed over the crib should be positioned well out of the infant’s reach to prevent entanglement and strangulation. Encourage the parent to avoid placing large toys in the crib because an older infant may use them as steps to climb over the side, resulting in a serious fall. Cribs should be positioned away from curtains or blinds to prevent accidental entanglement in dangling cords (see Patient-Centered Teaching box).




PATIENT-CENTERED TEACHING


Crib Safety



• The distance between slats must be no more than 23⁄8 inches wide to prevent entrapment of the infant’s head or body. Mesh-sided cribs should have mesh openings smaller than ¼ inch (6 mm).


• The interior of the crib must snugly accommodate a standard-size mattress so that the gap is minimal, less than the width of two adult fingers. Excessive space could allow the infant to become wedged, potentially suffocating.


• Decorative enhancements on the crib are not recommended because they can break apart and be aspirated by the infant. Design cutouts can trap an infant’s arm or neck, causing death or serious injury.


• Corner posts or finials that rise above the end panels can snag garments and inadvertently strangle infants.


• The drop side must be impossible for an infant to release. Activating the drop side must take either a strong force (at least 10 lb) or a distinct action at each locking device. Never leave the drop side down when an infant is in the crib.


• Wood surfaces should be free of splinters, cracks, and lead-based paint.





Preventing Falls

Infants are often placed on surfaces at heights that are convenient for the adult, such as on changing tables, counters, or furniture. These surfaces often have no restraining barriers. Infants begin to roll over as early as 2 months, and as they begin to scoot or crawl, fall injuries from these elevations are common. There must be constant adult supervision when infants are placed at such heights (Figure 6-4). If the parent or nurse must move away from the infant, the adult should either take the infant or, if supplies are close, place a hand on the infant while reaching. At home, parents may choose to place their child on the floor for changing diapers or providing other care.
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FIG 6-4 Safety education for parents of infants should emphasize the need for constant supervision and the use of restraining devices to prevent falls.
Infants begin to roll over by themselves as early as 2 months of age. From the outset, the nurse must warn parents not to leave their infants unattended, even for a second, on the changing table or other high surface. Close supervision and the use of restraining straps can prevent falls from highchairs, a common cause of injuries in children. After the straps are fastened, the highchair tray is secured to the front of the highchair.



Falls from infant seats, out of highchairs, or out of strollers are common. Injuries can be prevented with supervision and the use of safety restraining straps to limit the mobility of the infant (see Figure 6-4).


As infants begin to crawl, placing gates at the top and bottom of stairs can prevent falls. Infant walkers are dangerous and are not recommended. They allow infants mobility and the freedom to explore surroundings before they have developed the ability to interpret heights or protect themselves from falls.






HEALTH PROMOTION


The 6-Month-Old Infant
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Focused Assessment


Ask the parent the following:



• What kind of new activities is your baby doing?


• Have you begun to give your baby solid foods?


• How is any child care working out?


• What have you done about child-proofing your home?



Developmental Milestones



Personal/social: Interacts readily and noisily with parents and familiar people; may be cautious with strangers


Fine motor: Rakes objects with the whole hand; begins to transfer; mouths; can hold an object in each hand


Language/cognitive: Begins to imitate sounds (raspberries, clucking, kissing); babbles; says single sounds; beginning object permanence; awareness of time sequence


Gross motor: Tripod sitting unsupported; gets on hands and knees; bears full weight on legs; “swims” when prone



Critical Milestones∗



Personal/social: Reaches for toy out of reach; looks at hand; smiles spontaneously


Fine motor: Looks at raisin placed on contrasting surface; reaches out; follows completely side to side


Language/cognitive: Turns to rattle sound made out of vision on each side; squeals; laughs


Gross motor: Rolls over both directions; no head lag; lifts head and chest completely



Health Maintenance

Physical Measurements



Birth weight doubles


Continue to measure and plot length, weight, and head circumference



Immunizations



Diphtheria-tetanus-acellular pertussis (DTaP) #3 (may substitute DTaP, hepatitis B, and polio combination vaccine); Haemophilus influenzae type b (Hib) #3; pneumococcal #3; rotavirus #3; inactivated poliovirus (IPV) #3 and Hepatitis B #3 may be given between now and 18 mo if not in combination vaccine


Influenza vaccine annually; two doses initially, separated by at least 4 wk


Ask about previous reactions


Review side effects



Health Screening



Initial lead screening risk assessment (see Box 6-4)


Hearing risk assessment









Anticipatory Guidance

Nutrition



Begin introducing solid foods one at a time by spoon; use iron-fortified cereals


Hold or place in infant seat for feeding


Begin to offer a cup


Vitamin D supplementation 400 IU/day for breastfed infants and infants whose formula intake is less than 1 L (33 oz) per day


May discontinue iron supplementation for breastfeeding infants who are taking sufficient iron rich solid foods



Elimination



Stools darken and become more formed as solids are increased



Dental



Tooth eruption begins with lower incisors


May have some pain and low-grade fever (<101° F)


May be fussy


Clean teeth and gums with wet cloth


Do not put to sleep with a bottle


Assess risk for tooth decay; begin fluoride supplementation only for infants at risk



Sleep



Place on back to sleep (infant may roll over to prone position) in a separate crib. Keep loose or soft bedding and toys out of the crib; offer pacifier for nap and bedtime. Can move to a separate room


Total sleep: 12-16 hr each day


Sleeps all night; two or three naps


Maintain sleep routine



Hygiene



Continue daily routine of cleanliness


Clean toys frequently



Safety



Review choking, walkers, violence, exposure to cigarette smoke


Discuss child-proofing, drowning prevention, poison prevention (see Chapter 34)








Play



Expose to different sounds and sights


Begin social games (pat-a-cake, peek-a-boo)


Provide bath toys, rattles, mirror, large ball, soft stuffed animals


Encourage to sit unsupported


Encourage to rock on hands and knees
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Preventing Asphyxiation

Asphyxiation (suffocation) occurs when air cannot get into or out of the lungs and oxygen supplies are consequently depleted. Carbon dioxide levels then increase, causing life-threatening disruption of cardiac and cerebral functioning. Choking occurs when substances or objects are aspirated into the airway or into the branches of the lower airways, causing partial or complete obstruction of the lungs. Strangulation is typically thought of as a constriction of the neck, but it also includes blockage of the nose and mouth by airtight materials, such as plastic. This blockage prevents air exchange. Store all plastic bags or covers out of the infant’s reach. Choking is a major concern in the first few months of an infant’s life, when aspiration of feedings or vomit can occur easily because of the immature swallowing mechanism. Parents should be taught to position infants on their sides after feedings and to avoid placing small infants in bed with a bottle propped in their mouths.


As infants grow, they begin to explore the world around them by placing anything and everything in their mouths. Size, shape, and consistency are major determinants of whether a food or object is likely to be aspirated by an infant. Food that is round or similar to the size of the airway is especially dangerous. Dangerous foods include sliced hot dogs, hard candy, peanuts, grapes, raisins, and chewing gum, among others. These foods should be avoided until the child is able to chew thoroughly before swallowing. Food should be cut into small pieces, and the child should be supervised while eating. Advise parents to strongly discourage infants and young children from playing, singing, or other activities while eating, to avoid choking. Infants are equally endangered by rattles, pieces of toys, ribbons from stuffed animals, and common household objects such as coins, buttons, pins, or beads found on the floor or within their reach. Balloons should not be given to infants or young children or used where an infant or young child plays.


Anticipatory guidance for parents includes performing a thorough inspection of the infant’s surroundings to remove all potential items that infants could grasp, place in their mouths, and choke on. Parents can be encouraged to crawl through the home to gain a better perspective of the infant’s environment. Parents can then substitute safe objects for exploration.


Ornaments or toys with detachable parts are not recommended for infants because of the aspiration risk. The Consumer Product Safety Commission has a long-established toy standard to prevent choking hazards in nonfood products targeted for children younger than 3 years. Parents should take extra care to note the presence of small detachable parts on toys before allowing the infant to play with the items. Although the government regulates the size of parts on infants’ toys, older children’s toys are not regulated by the same standard. As the infant explores an older sibling’s or a playmate’s territory, adult supervision is important.


To prevent strangulation injuries, parents should not place a pacifier on a string or cord around the infant’s neck, not put an infant to sleep with a bib in place, and not position a crib near blinds or curtain cords. Crib slats should comply with the 23⁄8-inch width requirement to prevent head entrapment.


In addition to inspecting and providing a safe environment for the infant, instruct parents in the appropriate action to take if the infant chokes (see Chapter 34 for a discussion of emergency procedures). The AAP has issued a policy statement that recommends attention to choking prevention at the community level (AAP & the Committee on Injury, Violence and Poison Prevention, 2010). These include such recommendations as increasing U.S. Food and Drug Administration (FDA) and Consumer Product Safety Commission surveillance, warning and recall of dangerous foods and toys, and initiating a choking prevention campaign specifically directed toward the problem in children (AAP & the Committee on Injury, Violence and Poison Prevention, 2010).

Preventing Lead Exposure

Although lead poisoning in the United States has decreased markedly since the elimination of lead paint and solder used in homes and leaded gasoline, lead poisoning remains a significant risk, especially in cities where old housing predominates. In addition, paint from old homes can enter the soil and get on children’s hands when they are playing. Children inhale lead dust as homes are being renovated. The lead risk assessment begins as the infant begins to be mobile (6 months of age). Risk should be assessed at every well visit beginning at the 6-month visit and education or treatment initiated as appropriate (Box 6-4) (see Chapter 34).




BOX 6-4


LEAD EXPOSURE RISK ASSESSMENT



Do you live in, or does your child spend time in, housing that was built before 1950 that has peeling paint or plaster, or before 1978 that is being renovated?


Do you live near any sources of environmental lead, such as smelters or places that use leaded gasoline?


Does your child regularly come in contact with a household member who works with lead or lead solder (e.g., plumber, construction worker, stained glass artisan)?


Does your child have a sibling or any other household member who has tested positive for lead exposure or has had lead poisoning?


Has your child recently lived in a foreign country?


Has your infant or child been exposed to any other sources of lead: vinyl miniblinds, imported ceramics, toys, old baby furniture, leaded crystal, or foods that may have been stored in pottery from a foreign country?


Does your infant or child routinely put non-food items in his or her mouth?


If the infant has any risk factors, a capillary test for lead should be performed. Otherwise, a routine capillary lead screening should be done at the 9-month or 1-year visit.






Concerns during Infancy

Parents, especially first-time parents have multiple concerns about their infants. Nurses can intervene to relieve parental anxiety and provide a realistic perspective about normal parental concerns.

Patterns of Crying

Crying is a mode of communication for infants. It is especially challenging for new parents to learn and accurately interpret their individual infant’s cry. Some infants respond readily to attempts to comfort them, sleep a great deal, and fit easily into their family’s lifestyle. Other infants cry more readily and for longer periods and spend more time in a fretful, restless state than others. These infants often have more colic symptoms and sleep problems. This irritability may be caused by health problems, such as feeding difficulties, infection, or allergies, but often no clear cause emerges. In some cases, the infant’s temperament may be the cause.


Nurses can suggest that parents, after ruling out physiologic causes for crying (e.g., hungry, soiled, gassy), console their




HEALTH PROMOTION
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Focused Assessment


Ask the parent the following:



• What kind of new activities is your baby doing?


• How has your baby reacted to solid foods?


• Do you live in a house built before 1978?


• Do you live near sources of environmental lead?


• Does your baby regularly come in contact with someone who uses lead?


• Do you have a family member who has had lead poisoning?



Developmental Milestones



Personal/social: Stranger wariness; waves bye-bye; plays social games; begins to indicate wants


Fine motor: Beginning pincer grasp; actively searches for out-of-sight objects; bangs toys together


Language/cognitive: Uses consonant and several vowel sounds; beginning to attach meaning to words; understands some symbolic language (blow a kiss); knows own name; says mama and dada specifically


Gross motor: Gets to a sitting position; pulls up to stand; creeps and crawls; walks holding on to furniture; may briefly stand alone



Critical Milestones∗



Personal/social: Feeds self finger foods; tries to get toys; looks at hands


Fine motor: Transfers; rakes a raisin or Cheerio; picks up and holds a small object in each hand


Language/cognitive: Imitates sounds; says single syllables; begins to put syllables together


Gross motor: No head lag; sits without support; stands holding onto furniture



Health Maintenance

Physical Measurements



Continue to measure and plot length, weight, and head circumference



Immunizations



Hepatitis B #3 (can give between 6 and 18 mo); omit if combination vaccine has been used previously


Influenza vaccine annually


Provide information about upcoming measles-mumps-rubella (MMR) and varicella vaccines



Health Screening



Lead risk assessment (routine lead screen at 9 or 12 mo, usually in conjunction with hemoglobin and hematocrit)


Hemoglobin or hematocrit (screen at 9 or 12 mo)


Formalized developmental screening


Hearing risk assessment




Anticipatory Guidance

Nutrition



Continue to breastfeed on established schedule


Formula, 16-32 oz/day


Vitamin D supplementation 400 IU/day if breastfed or taking less than 1 L (33 oz) per day of formula


Continue iron-fortified cereal


Begin to introduce a variety of soft, mashed or chopped table foods


Encourage cup, rather than bottle


Avoid giving large pieces of food and foods known to be associated with choking



Elimination



Urinary and bowel patterns consistent


Appearance of undigested food in stools



Dental



Four teeth


Brush erupted teeth with soft toothbrush and water


Assess risk for dental caries



Sleep



Night waking diminishes if managed appropriately



Hygiene



More vigilant cleanliness of diaper area as bladder volume increases


Wash infant’s hands and face frequently


Keep toys clean



Safety



Review child-proofing, violence, exposure to cigarette smoke


Discuss lowering crib mattress, household and plant poisons, burn prevention, sunscreen use, avoiding sources of lead



Play



Social games


Provide cloth, cardboard, or plastic books


Cuddle, rock, hug


Ball rolling


Pots and pans with wooden spoons


Plastic stacking or nesting containers


Hide-and-seek games with toys
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infants when they cry by holding them, talking softly, or humming. Gently stroking an infant’s head, back, and arms may also be soothing. Infant massage techniques and simply “centering” are easily accomplished by positioning the infant’s arms and legs toward the midline of the body. Swaddling a new infant is a consoling technique that helps the infant to center.


Specific strategies to diminish infant irritability include activities such as taking the baby for a car ride, carrying the infant in a front pack close to the parent’s chest, or swinging the baby in an infant swing. Vertical positioning and constant motion, such as that obtained when walking with the baby carried over the shoulder, are sometimes helpful. The football-carry position, with gentle patting on the back, can also be tried. Sometimes irritable infants need to be left alone to cry for brief periods. If parents choose this strategy, they must be cautioned to limit the crying time and to check the baby frequently.


Few interventions are consistently successful because infant responses may vary. Providing parents with strategies, however, helps decrease their anxiety and increase their feelings of control and competence. As infants grow and develop, they are better able to regulate their sleep-wake cycles. Generally, during the third or fourth month of life, sleep problems and irritability improve.

The Infant with Colic

Colic usually refers to unexplained paroxysmal crying or fussing in infants, which may be characterized by infants pulling up their arms and legs. Periods of crying tend to occur at the same time of day, often in the late afternoon or evening. To be diagnosed with colic, an infant must have the symptoms several times daily for several days a week. Most infants outgrow symptoms of colic by 3 to 4 months of age.

Etiology

The cause of colic is unknown, but several theories have been researched. The possibilities include but are not limited to allergy, cow’s milk intolerance, maternal anxiety, familial stress, and too rapid feeding or overfeeding. It is highly likely that more than one factor may be involved. Colic is more common in infants with sensitive temperaments, who seem to need increased attention.

Management

The provider must determine whether, in fact, the infant is crying because of colic and not because of an acute condition such as intussusception, otitis media, or a fracture. Symptoms of milk allergy other than crying should be present before formula changes are made. Many practitioners avoid using medications to treat colic because of their limited success, lack of scientific data, and possible side effects. Perry, Hunt, and Ernst (2011) conducted a a systematic review of randomized controlled trials of complementary therapies for the treatment of infant colic. They found that fennel extract and sucrose solution were the most effective treatments, and that the use of probiotics, such as Lactobacillus reuteri, and other therapies were not as effective. Herbal remedies should not be used without consulting a health provider first. If parents are using herbs such as chamomile, the nurse should be sure they know the appropriate dose, are aware of possible allergic reactions, and do not use so much as to interfere with adequate breast milk or formula intake.

Nursing Considerations

Because the etiology of colic and the care of an infant with colic are so individualized, it is very important that the nurse obtain a thorough history. The nurse should provide a concerned and caring atmosphere during the assessment and reassure the parents that colic is not related to bad parenting. It should be determined whether any other symptoms are associated with the crying. The infant’s eating habits, including whether the infant is breastfed or bottle fed, should be discussed. The nurse should ask the parents whether commonalities are associated with the crying (time of day, associated activities, family members present) and ask what has been tried, what works, and what does not work. If the parents are unsure, they should keep a diary for 48 to 72 hours to determine patterns. The nurse should assess the parents’ stress level and support system.


The nurse needs to educate the parents regarding the normal growth and development needs of infants related to sleep and awake times, feeding, soothing, and holding and listen to the parents with an empathic ear. Parents should be encouraged to soothe their infant by rocking and cuddling. Some infants will quiet when given a massage, pacifier, or warm bath. If the parent is busy, a swing may provide a soothing, rhythmic effect. Some of the same strategies for soothing infants may also be effective in quieting infants with colic.


Some infants seem most distressed during high-activity times when the family may be busy preparing meals, doing chores, gathering at the end of the day, and so forth. By assisting parents to see such trends, the nurse can help them establish alternative routines to decrease the infant’s stimuli. The parent may choose to feed the infant away from all the activity or to have a later dinner. Each family will be unique, and the nurse’s role is to facilitate problem solving.


All families need extra support after the birth of an infant. If the infant has colic, the need increases. During the first few months after the addition of a new baby, demanding work schedules, lack of recovery time from childbirth, the needs of other family members, physical exhaustion, and sleep deprivation can combine with the presence of a fretful infant to create stressful situations for the entire family. Sometimes infant temperament and parental coping styles are not compatible.

The nurse might, for example, explain to new parents, “Parenting is very much a challenge even when parents care about their baby as much as you do. It is difficult at first even to discern what Avery is telling you when she cries. But you will feel more and more comfortable, even see that she has a different cry when she is hungry and when she is tired.”


In validating the parents’ feelings, the nurse recognizes that the infant’s irritability or colic is real, not imagined, and that the infant is a challenge to handle. The nurse can reassure the parents that the infant is healthy, normal, and gaining weight and that the parents are competent in their nurturing role.


The emotional reserves of the parents can be restored through rest and pleasurable activities. Parents may need brief periods of relief from infant care responsibilities. Grandparents or other family members may be able to provide the parents with an evening out or a night of uninterrupted sleep. This direct support can help restore the parents’ energy to cope with daily activities and feel more relaxed and confident in their parenting.
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Focused Assessment


Ask the parent the following:



• What approaches to discipline have you and your partner discussed and agreed on?


• Is your baby able to follow directions and carry out requests?


• Have you assessed your home and environment for sources of lead?



Developmental Milestones



Personal/social: Rolls or throws a ball with another person; explores; drinks from a cup; indicates wants without crying


Fine motor: Actively looks for hidden objects; puts blocks in containers; uses simple toys appropriately


Language/cognitive: Names the appropriate parent; begins to say one to three single words; understands simple requests


Gross motor: Stands alone for increasing lengths of time; stoops and recovers; walks holding onto a hand; may begin to walk alone and climb stairs (on knees)



Critical Milestones∗



Personal/social: Plays pat-a-cake; feeds self; works to get a toy


Fine motor: Developed pincer grasp; bangs objects together; picks up two cubes


Language/cognitive: Jabbers; combines syllables; mama/dada is nonspecific


Gross motor: Stands briefly without support; gets to sitting position; pulls to stand



Health Maintenance

Physical Measurements



Continue to measure and plot length, weight, and head circumference


Weight is usually triple birth weight


Length is 50% more than birth length



Immunizations



Measles-mumps-rubella (MMR) #1; varicella vaccine #1 (may use combination MMRV vaccine); pneumococcal and Hib boosters (if not scheduled to be given at 15 mo); hepatitis B #3 (if not given previously)


Influenza vaccine annually


Hepatitis A #1



Health Screening



Hemoglobin/hematocrit if not done earlier


Lead screen if not done earlier


Hearing risk assessment


Tuberculosis (TB) screening if at risk




Anticipatory Guidance

Nutrition



May begin whole milk (2 or 3 cups daily)


Offer a variety of table foods from different food groups


Vitamin D supplementation 400 IU/day if breastfed or taking less than 1 L (33 oz) per day of vitamin D fortified milk


Begins to use table utensils


Usually eats three meals and snacks


Avoid giving foods high in salt and sugar


Discuss highchair safety



Elimination



Remains dry for longer periods


Bowel movements decrease in number and become more regular



Dental



Eight teeth


Continue fluoride, if recommended, and brushing



Sleep



Sleeps through the night and has one or two naps



Hygiene



Continue as previously



Safety



Review poisons, burns, violence, exposure to cigarette smoke


Maintain the infant in a rear facing car safety seat


Discuss falls, water safety, toy and toy box safety, bike passenger helmet



Play



Beginning parallel play


Push-pull toys


Various-size balls


Picture books


Dolls and stuffed animals


“Busy” box


Sandbox – be sure to cover when not in use
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KEY CONCEPTS



• During the first year of life, the infant’s organs grow and mature at a rapid rate, yet infants’ organ systems remain very different from those of older children and adults.


• Weight gain and muscle growth during infancy allow the infant to have increased control of reflexes and increasingly coordinated movement.


• Sensory capabilities, neuromuscular control, perceptual skills, the quality and quantity of parental interaction, and environmental stimulation all affect cognitive development during infancy.


• Infants develop language first by listening to sounds of caregivers, then by realizing that certain sounds have special meaning, and eventually by using simple words to communicate.


• Infancy is the period during which children develop the foundation of their personalities, struggling to establish a sense of basic trust rather than mistrust.


• One of the most important features of psychosocial development during infancy is parent-infant attachment, or the sense of belonging with one another.


• Common problems during infancy, such as separation anxiety, sleep disorders, and fretfulness, cause parents concern and distress. Nurses should be available with information and support to provide anticipatory guidance.


• Nurses play an important role in health promotion and disease prevention related to immunizations.


• Because infancy is a period of very rapid growth and development, nutritional needs are of special significance. Parents frequently have many questions and concerns about nutrition.


• Breast milk or commercially prepared formulas provide the foundation of nutrition throughout infancy; exclusive breastfeeding for the first 6 months provides optimal nutritional benefit.


• Solid foods are usually introduced between 4 and 6 months of age in small amounts, one food at a time, on the basis of the infant’s growth and development.


• Weaning usually begins between ages 6 and 12 months. It should never take place during stress, and the infant should receive breast milk or formula in the cup until age 12 months.


• Teething usually begins between 5 and 9 months of age. Some degree of discomfort is normal, and parents often need suggestions for coping with teething.


• Bottle-mouth caries is a form of tooth decay that can develop in infants and children as a result of prolonged breastfeeding or bottle feeding, especially at night, as well as frequent intake of sugary drinks.


• Improved motor development coupled with a keen desire to explore the environment places the infant at great risk for unintentional injury.


• Colic can be very stressful for parents. The cause of colic is unknown, and care of the infant must be individualized. Support of the parents is very important.
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Chapter 7


Health Promotion During Early Childhood

Learning Objectives

After studying this chapter, you should be able to:



• Describe the physiologic changes and the motor, cognitive, language, and psychosocial development of the toddler and preschooler.


• Provide parents with anticipatory guidance related to the toddler and preschooler.


• Discuss the causes of and identify interventions for common toddler behaviors: temper tantrums, negativism, and ritualism.


• Identify strategies to alleviate a preschool child’s fears and sleep problems.


• Discuss strategies for disciplining a toddler and a preschooler.


• Describe signs of a toddler’s readiness for toilet training, and offer guidelines to parents.


• Offer parents suggestions for promoting school readiness in the preschool child.



[image: image]
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The developmental changes that mark the transition from infancy to early childhood are dramatic. During the toddler years, ages 12 through 36 months, the child begins to venture out independently from a secure base of trust established during the first year. The preschool period, ages 3 through 5 years, is a time of relative tranquility after the tumultuous toddler period.

Growth and Development During Early Childhood

The toddler years are characterized by a struggle for autonomy as the child develops a sense of self separate from the parent. Boundless energy and insatiable curiosity drive the toddler to explore the environment and master new skills (Figure 7-1). The combination of increased motor skills, immaturity, and lack of experience places the toddler at risk for unintentional injury. Toddlers’ egocentric and demanding behaviors, often marked by temper tantrums and negativism, have given this age the label the “terrible twos.”


[image: image][image: image][image: image][image: image]
FIG 7-1 Growth and development of the toddler.
The toddler is enchanted by a world filled with discovery. Curiosity provides resources for the tremendous cognitive growth that occurs during this period. Pots and pans are popular toys for inquisitive toddlers. However, exploring cupboards can be a dangerous activity for toddlers. Toxic cleaning substances and other dangerous objects must be kept behind locked doors and out of reach. Reading simple stories provides quiet, enjoyable times for toddlers and parents and enhances speech and language development.©2012 Photos.com, a division of Getty Images. All rights reserved. Toddlers enjoy push-pull toys. Toys should be strong and sturdy; wheeled toys should not tip over easily.



The preschooler becomes increasingly independent, mastering many self-care and motor skills and developing greater social and emotional maturity (Figure 7-2). The preschooler is imaginative, creative, and curious. Many parents describe this period as their favorite age as they watch the dramatic transformation of a chubby toddler into an agile, articulate child who is ready to enter the world of peers and school.
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FIG 7-2 Growth and development of the preschooler.
As the brain matures, the preschool child’s motor development matures. Opportunities for practice contribute to the development of motor skills. (Courtesy Cook Children’s Medical Center, Fort Worth, TX.) This 4-year-old’s motor development has increased to the point that he can jump and climb well. A 4-year-old can also throw a ball overhand and cut on a curved line with scissors. This 5-year-old is printing her name in readable letters. Children of this age can usually skip and can both throw and catch a ball. (Courtesy University of Texas at Arlington School of Nursing, Arlington, TX.)



The nurse’s roles as health care provider, family counselor, and child advocate continue during the toddler and preschool years. Well-child checkups provide the nurse with opportunities for anticipatory guidance related to growth and development, safety, nutrition, and some of the common age-related concerns of parents. The American Academy of Pediatrics (AAP) (2006/2010) recommends that pediatric providers conduct developmental surveillance (assessing developmental milestones and determining risk for developmental delay) at every routine well visit and that formal developmental screening, using a sensitive and specific screening test, be done at the 9-, 18-, and 30- (or 24-) month visits. In addition, an autism-specific screening should be done at the 18-month visit (AAP, 2006/2010). Because parental concerns provide a reliable indicator of possible developmental delay, the nurse should elicit any concerns when taking a developmental history as part of every well visit.

Physical Growth and Development



The Toddler

Physical growth slows during the toddler years. The average weight gain is 2.25 kg (5 lb) per year. A child’s birth weight has quadrupled by age 2 to 3 years. The rate of increase in height also slows, with the average toddler growing approximately 7.5 cm (3 inches) per year.


The brain grows at a slower rate during this period than during infancy. Head circumference reflects this growth, increasing approximately 3.7 cm (1½ inches) during the toddler years compared with the growth of 12 cm (44⁄5 inches) in the first 12 months. By age 2 years, the head circumference has reached 90% of its adult size.


Immature abdominal musculature gives the toddler a potbellied appearance, with an exaggerated lumbar curve. The child’s short legs may appear slightly bowed, and the feet seem flat because of a plantar fat pad that disappears around age 2 years. During the toddler years, muscle tissue gradually replaces much of the adipose tissue (baby fat) present during infancy. As the musculoskeletal system matures and the child walks and runs more, the cherubic toddler disappears, and the child grows into a taller, leaner preschooler.

The Preschooler

The preschool child’s growth is slow and steady. Height and weight gains are minimal during this period. The average weight gain is approximately 2.25 kg (5 lb) per year, and the height gain averages 5 to 7.5 cm (2 to 3 inches) per year. Children attain half their adult height between ages 2 and 3 years. During this time, growth occurs more rapidly in the legs than in the trunk, accumulation of adipose tissue declines, and the child’s appetite decreases. As a result, the preschooler loses


HEALTH PROMOTION


Healthy People 2020 Objectives for Toddlers and Preschoolers



	EMC-2
	Increase the proportion of parents who use positive parenting and communicate with their doctors or other health care professionals about positive parenting.



	IID-7
	Achieve and maintain effective vaccination coverage levels for universally recommended vaccines among young children (19 to 35 months).



	IVP-9
	Prevent an increase in the rate of poisoning deaths.



	IVP-16
	Increase age-appropriate vehicle restraint system use in children.



	IVP-23
	Prevent an increase in the rate of fall-related deaths.



	IVP-25
	Reduce drowning deaths.



	NWS-11
	Prevent inappropriate weight gain in children ages 2 to 5 years.



	TU-11
	Reduce the proportion of children ages 3 to 11 years exposed to secondhand smoke.





Modified from U.S. Department of Health and Human Services. (2010). Healthy People 2020. Retrieved from www.healthypeople.gov.





the potbellied appearance of the toddler, becoming slimmer and more agile. Muscles grow faster than bones during the preschool period. Muscle strength is influenced by nutrition, genetic makeup, and the opportunity to exercise and use the muscles. Knock-knees (see Chapter 50) are common in 3-year-olds and are often associated with occasional stumbling and falling. Maturation of the knee and hip joints usually corrects this problem by age 4 or 5 years.


As the lungs grow, the vital capacity increases, and the respiratory rate slows. Respirations remain primarily diaphragmatic until age 5 or 6 years. The heart rate decreases, and the blood pressure rises as the heart increases in size (see Chapter 33 for vital sign ranges). Cardiovascular maturation enables the preschooler to engage in more sustained and strenuous activity.


All 20 deciduous teeth are present by age 3 years. Deciduous teeth may begin to fall out at the end of the preschool period. The first permanent teeth to erupt, the back molars, usually appear in the early school-age years.


Motor Development



The Toddler

Learning to walk well is the crowning achievement of the toddler period. The child is in perpetual motion, seemingly compelled to pull up, take a few steps, fall, and repeat the process over and over, oblivious to bumps and bruises. The toddler will repeat this performance hundreds of times until the skill of walking has been perfected.


The age at which children learn to walk varies widely. Most children can walk alone by 15 months. By 18 months of age, toddlers walk well and try to run but fall often. At approximately 15 months of age, many toddlers become avid climbers. Chairs, tables, and bookcases all present irresistible challenges and risks for injury. Parents may have difficulty keeping the toddler in a crib and may decide to move the child to a regular bed.


Toddlers are also engaged in perfecting fine motor skills. Hand-eye coordination improves with maturity and practice. Mealtimes are still messy. Although most 18-month-olds can hold a cup with both hands and drink from it without much spilling, eating with a spoon is difficult. Most of the food conveyed in a spoon is spilled. Children need a great deal of practice with a spoon before they can feed themselves without spilling. Most toddlers can feed themselves with a spoon by their second birthday if they have been allowed to practice.


At 18 months of age, the toddler enjoys removing clothing. By 24 months, the toddler can put on simple items of clothing but cannot differentiate front from back. Children at this age also can zip large zippers, put on shoes, and wash and dry their hands. Two-year-olds brush their teeth but need help in adequately removing plaque.


The toddler’s increasing motor skills allow more independence in all areas of daily life. Feeding, dressing, and play provide opportunities for the child to develop autonomy. Motor development in this age-group is far ahead of development of judgment and perception. This difference in timing of the development of different skills increases the risk for injury.

The Preschooler

Coordination and muscle strength increase rapidly between ages 3 and 5 years. Increases in brain size and nerve myelinization enable the child to perfect fine and gross motor skills.


Motor abilities vary widely among children. Although motor skill is less influenced by environment than other areas of development, such as language, opportunities to practice may contribute to better motor skills. For example, a 4-year-old who often plays catch with a sibling or parent generally finds playing Little League baseball as a 7-year-old easier than a child without a similar experience.


Handedness begins to emerge at approximately 3 years and is usually clearly established by 4 years. The nurse should encourage parents to provide left-handed children with appropriate tools, particularly left-handed scissors. Left-handed children should not be forced to use their right hands because coordination is usually better when they use the dominant side. Eye-hand coordination is usually good enough by age 5 years for a child to hit a nail on the head with a hammer. Increased coordination allows the child to perform many self-care skills and become more independent.


By age 4 or 5 years, the child is independent and can dress, eat, and go to the bathroom without help. Unlike the toddler, who must be restrained to avoid injury, the older preschooler can usually be trusted to heed verbal warnings of danger.


Cognitive and Sensory Development



The Toddler

Toddlers are consumed with curiosity. Their boundless energy and insatiable inquisitiveness provide them with resources for the tremendous cognitive growth that occurs during this period.


Toddlers between ages 12 and 18 months are in Piaget’s sensorimotor period (Piaget, 1952) (see Chapter 5) . Learning in this stage occurs mainly by trial and error. Toddlers spend most of a busy day experimenting to see what will happen as they dump, fill, empty, and explore every accessible area of their environment. Between 19 and 24 months, the child enters the final stage of the sensorimotor period. Object permanence is firmly established by this age. The child has a beginning ability to use symbols and words when referring to absent people or objects and begins to solve problems mentally rather than by repeating an action over and over. A toddler at this stage is often seen imitating the parent of the same sex performing household tasks (termed domestic mimicry). Late in this stage, the child displays deferred imitation (e.g., imitating the parent putting on makeup or shaving hours after that parent has left for work). The 18-month-old has a beginning ability to wait, as evidenced by appropriate response of the toddler to a parent or caregiver who says “just a minute.” The child’s concept of time is still immature, however, and “a minute” may seem like an hour to the toddler.


Toddlers think in terms of the predictable routines of their daily schedule. When talking with the toddler, the nurse should use time orientation in relation to familiar activities. For example, a toddler understands “Your mother will be here after your nap” better than “Your mother will be here at 2 o’clock.”


Many hours each day are spent putting objects into holes and smaller objects into each other as the child experiments with sizes, shapes, and spatial relations. Toddlers enjoy opening drawers and doors, exploring the contents of cabinets and closets, and generally wreaking havoc throughout the house, as well as exposing themselves to potential danger.


According to Piaget (1952), the preoperational stage of cognitive development characterizes the second half of early childhood (see Chapter 5). This stage is divided into two phases: the preconceptual phase (2 to 4 years) and the intuitive phase (4 to 7 years). During the preconceptual phase, the child is beginning to use symbolic thought—the ability to allow a mental image (words or ideas) to represent objects or ideas. Mental symbols allow the child to remember the past and describe events that happened in the past. At approximately 24 months, children enter the preconceptual phase, which ends at age 4 years. In this phase, children begin to think and reason at a primitive level. Two-year-olds have a beginning ability to retain mental images. This ability allows them to internalize what they see and experience. Symbols in the form of words can be used to represent ideas. Increasing amounts of play time are spent pretending. A box may become a spaceship or a hat; pebbles may be money or popcorn. The child’s rapidly growing vocabulary enhances symbolic play. The toddler begins to think about alternative solutions to a problem and can even consider the consequences of an action without carrying it out (touching a hot stove, running too fast on a slippery sidewalk).


The toddler’s thinking is immature, limited in its logic, and bound to the present. Egocentrism, animism, irreversibility, magical thinking, and centration characterize the preoperational thought of the toddler (Table 7-1). The predominant words in the toddler’s language repertoire are “me,” “I,” and “mine.”




TABLE 7-1


Characteristics of Preoperational Thinking








	CHARACTERISTIC

	EXAMPLE









	
Egocentrism: Views everything in relation to self; is unable to consider another’s point of view.

	Toddler takes a toy away from another child and cannot understand that the other child wants (or has a right to) the toy, too.





	
Animism: Believes that inert objects are alive and have wills of their own.

	Toddler trips over a toy and scolds the toy for hurting her. She believes that the toy hurt her on purpose.





	
Irreversibility: Cannot see a process in reverse order. Cannot follow a line of reasoning back to its beginning. Cannot hold onto two or more sequential thoughts simultaneously.

	If the child takes a toy apart, the child cannot remember the sequence for putting it back together.
If a child is taken on a walk, the child cannot retrace steps and find the way home.





	
Magical thought: Believes that magical thought is the cause of events and that wishing something will make it so.

	Toddlers often feel extremely powerful and believe that their thoughts cause events to happen.





	
Centration: Tends to focus on only one aspect of an experience, ignoring other possible alternatives. Focuses on the dominant characteristic of an object, excluding other characteristics.

	May have difficulty putting together a puzzle, concentrating on only one detail of a piece (e.g., shape) and ignoring other qualities (e.g., color, detail).
Cannot follow more than one direction at a time.










The Preschooler

By age 3 years, the brain has reached two thirds of its adult size. Maturation of the central nervous system contributes to the child’s increasing cognitive abilities.




HEALTH PROMOTION


The 15- to 18-Month-Old Child

Focused Assessment


Ask the parent the following:



• What new activities is your child doing?


• Can your child say single words? Put words together? Understand most of what you say? Communicate needs and wants?


• What kinds of foods does your child eat and how often? Do you have a concern that your child is eating items that are not food? Is your child able to eat with little assistance?


• Is your child walking well? Running? Jumping? Getting up and down the stairs?


• How does your child behave when frustrated? How do you and your partner handle this?


• What kinds of activities do you enjoy doing with your child?
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Developmental Milestones



Personal/social: May exhibit negativism, ritualism, and increasing tolerance of separation from parents; undresses; begins temper tantrums when frustrated; may have a transition object; begins to understand gender differences


Fine motor: Turns book pages; begins to imitate vertical and circular strokes; vision 20/50 by 18 mo; drinks from a cup by holding it with two hands


Language/cognitive: Increasing receptive language; begins to understand and say “no”; may begin to put two words together; can point to familiar objects; begins to use memory; understands spatial and temporal relations and increased object permanence; has a basic moral understanding (reward and punishment); understands simple directions; by 18 months has a vocabulary of approximately 30 words; holographic speech (uses single words with gestures to express whole ideas)


Gross motor: Walks with increasing confidence and begins to run; climbs stairs first by creeping, then walking with hand held; jumps in place; begins to throw a ball overhand without falling



Critical Milestones∗



Personal/social: Begins to imitate; helps in the house; feeds self with increasing skill (still rotates the spoon, if used) and holds a cup


Fine motor: Builds a tower with increasing number of blocks; scribbles; able to put a block in a cup


Language/cognitive: Says 3 to 10 single words; can point to several body parts


Gross motor: Walks well forward and backward; stoops and recovers



Health Maintenance

Physical Measurements



Continue to measure and plot length, weight, and head circumference


Anterior fontanel closed by 18 mo



Immunizations



15 mo: Haemophilus influenzae type b (Hib) #4; measles-mumps-rubella (MMR) #1 (if not given at 1 year); varicella (if not given at 1 year); pneumococcal (if not given at 1 year); hepatitis B #3 (if not given earlier)


18 mo: diphtheria-tetanus-acellular pertussis (DTaP) #4; inactivated poliovirus (IPV) #3 (if not given earlier); hepatitis B #3 (if not given earlier)


Influenza vaccine annually


Hepatitis A #2 (6 mo after first dose)



Health Screening



Standardized developmental screening


Autism-specific screening


Hearing risk assessment




Anticipatory Guidance

Nutrition



Calorie, protein, and fluid requirements decrease slightly; offer a variety of foods every 2 to 3 hr


Give 2 or 3 cups of whole milk daily for calcium


Vitamin D supplementation 400 IU/day if consuming less than 1 L (33 oz) per day of milk and vitamin D–fortified foods


Make mealtimes pleasant: use appropriate-size utensils, colorful dinnerware


Child may have fussy eating habits (physiologic anorexia)


Resist giving food as a comfort measure


Do not allow child to walk or play with food in the mouth



Elimination



Sphincters become physiologically under voluntary control, but child is usually not ready for toilet training; advise parents to wait but discuss signs of readiness



Dental



Continue to brush with a soft toothbrush twice daily; parent should floss the child’s teeth


Maintain a diet low in sugar


Do not put the child to sleep with a bottle


Dental risk assessment (18 mo); refer to dentist if not done earlier



Sleep



Sleep cycles decrease and the child has longer awake periods


Still naps one or two times per day


May resist going to bed; likes a bedtime routine



Hygiene



Begins to participate in self-care (washes face and hands with assistance)



Safety



Review car safety, violence, falls, water safety, toy and toy box safety, bicycle passenger helmet, poisons


Discuss choking, toy safety, firearm access, burn prevention, sun protection



Play



Provide push-pull toys with short strings


Noise-making toys


Dolls and stuffed animals (watch for small parts)


Musical toys


Art supplies: large crayons, finger paints, clay


Large blocks and balls






∗Guided by Denver Developmental Screening Test II.





The 3-year-old can retain a mental image of a loved one and can periodically “refuel” by thinking about that person. A photograph can help some children cope with separation by bridging the gap between physical presence and mental image. Preschoolers’ ability to remember their parents and recognize that their needs can be met even though their parents are not present enhances their ability to tolerate separation.


Because preschoolers still engage in animism, they often endow inanimate objects with lifelike qualities during play. A doll may become a crying baby, or a teddy bear may become a friend who listens sympathetically. Symbolic play is important for emotional development because it allows the child to work through distressing feelings. For this reason, allowing a child to play with medical equipment after a painful procedure can be therapeutic. Four-year-olds who have received injections may be found working out their feelings by giving their dolls “lots of shots.”


During the preconceptual phase, reality may be distorted by transductive reasoning. The preschool child reasons from particular to particular rather than from particular to general, and vice versa, as adults do. The child cannot understand that relationships exist and cannot view the whole in relation to its parts. The preschool child has difficulty focusing on the important aspects of a situation. To a child, everything is important




HEALTH PROMOTION


The 2-Year-Old Child

Focused Assessment


Ask the parent the following:



• How are you managing any discipline problems your child may be having?


• Do you have any concerns about any daycare arrangements you have?


• Does your child use a bottle or a cup?


• What do you do when your child has a temper tantrum? Do you feel confident about setting behavioral limits?


• How does your child communicate with others?


• What, if anything, have you done to begin toilet training your child?


• What activities do you enjoy doing together?
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Developmental Milestones



Personal/social: Imitates household activities and begins to do helpful tasks; uses table utensils without much spilling; drinks from a lidless cup; removes a difficult article of clothing; begins developing sexual identity; is stubborn and negativistic: wants own way in everything; brushes teeth with help; is learning to walk; understands “soon”


Fine motor: Puts blocks into a cup after demonstration; builds tower of four to six blocks; able to imitate a horizontal and circular stroke with a crayon; turns a doorknob; turns book pages one at a time; can unzip and unbutton


Language/cognition: Has an approximately 300-word vocabulary, two-word sentences; points to six body parts and pictures of several familiar objects (e.g., bird, man, dog, plane); understands cause and effect, object permanence, sense of time; follows two-step directions; uses egocentric language (I, me, mine)


Gross motor: Stoops and recovers well; walks forward and backward; climbs stairs holding the railing; runs, jumps, kicks a ball



Critical Milestones∗



Personal/social: Removes one article of clothing; feeds a doll; uses a spoon or fork


Fine motor: Holds a pencil and spontaneously scribbles; dumps a raisin out of a bottle on command after demonstration; builds a two-block tower


Language/cognitive: Points to two pictures; says three to six words


Gross motor: Runs; walks up steps; kicks a ball forward



Health Maintenance

Physical Measurements



Gains approximately 2.25 kg (5 lb) per year


Length or height is approximately half eventual adult height


Grows approximately 7.5 cm (3 inches) per year


Compute and plot body mass index (BMI)



Immunizations



Administer any immunizations not given previously according to the recommended schedule


Influenza vaccine annually



Health Screening



Hemoglobin and lead screen


Standardized developmental screening (now or at 30 mo)


Autism-specific screening


Fasting lipid screen for child with cardiovascular disease risk factors


Tuberculosis (TB) screening if at risk




Anticipatory Guidance

Nutrition



May begin low-fat milk


Daily diet: 2 or 3 cups of milk, two servings of protein, three small servings of vegetables, two servings of fruit, and six servings of bread


Modify diet for children with elevated cholesterol (no more than 200 mg cholesterol/day, no more than 30% calories from fat and 7% from saturated fat): egg substitute, low-fat cheeses and meats, added fiber


Decrease added fat and high-calorie, high-fat desserts; increase fruits, vegetables, and carbohydrates


Vitamin D supplementation 400 IU/day if consuming less than 1 L (33 oz) per day of milk and vitamin D–fortified foods



Elimination



Bowel movements decrease in number and become more regular


Child remains dry for several hours


Begin to think about a positive approach to toilet training



Dental



Sixteen teeth; may use pea-size amount of fluoridated toothpaste, encourage not to swallow


Parent should floss the child’s teeth


Schedule first dental visit if not done earlier



Sleep



12 to 14 hr/day


Usually a long afternoon nap


Limit television viewing to no more than 1 hr daily



Hygiene



Girls are prone to vaginal irritation; advise to wipe from front to back; adding ¼ cup vinegar to bath water can relieve irritation


Boys’ foreskin begins to retract; retract gently to clean; never force



Safety



Review toy safety, firearm safety, burn prevention, and other previously discussed subjects


May change to an approved forward-facing child safety seat


Discuss choking on food, street safety, water safety, outside poisons, playground safety, sun protection



Self-Esteem and Competence


Discuss the following with parent:



• Modeling appropriate social behavior


• Encouraging the child to learn to make choices


• Helping the child to appropriately express emotions


• Spending individual time with the child daily


• Providing consistent and loving limits to help the child learn self-discipline


• Beginning toilet training only when the child is ready (dry for 2 hr, able to pull pants down, can use appropriate toileting words, can indicate the need to use the toilet)



Play



Parallel play; play begins to become imitative and imaginative


Choose toys that are safe and durable: balls, picture books, puzzles with large pieces, sandbox toys, trucks, riding toys, household toys (e.g., broom, mop, carpet sweeper)


Limit television viewing time






∗Guided by Denver Developmental Screening Test II.




and interdependent. This type of thinking is called field dependency. For example, the preschooler may have difficulty falling asleep at night because the parent did not follow the usual bedtime routine. Objects, routine, and sameness are important to the preschool child. Rituals provide the preschool child with a feeling of control.


The second phase of Piaget’s preoperational stage, the intuitive phase, is characterized by centration and lack of reversibility. Centration is the tendency to center or focus on one part of a situation and ignore the other parts. The child cannot understand logical relationships and is unable to focus on more than one aspect of a situation at a time. For example, the child may not be able to follow a sequence of directions but will perform well if the directions are given one at a time.


The 4- or 5-year-old shows irreversibility in thought (Piaget, 1952). Children this age cannot reverse a process or the order of events. They may be able to take a complex puzzle apart but have difficulty putting it back together. The 4- or 5-year-old also lacks reversibility for mathematical processes. The child may be able to add 3 and 1 and get 4, but reversing the problem (4 − 1 = 3) would be too difficult.


The preschool years are a period of rapid learning. The preschool child is curious and wants to know how things work. Preschoolers’ thinking is still magical and egocentric (focused on the self). Children at this age tend to understand events only as these events affect them, believing that everyone else has had the same experience. Children seeing their mother in distress may bring her a doll, assuming that it would comfort the mother as it does the child.


Preschool children often think that their thoughts are powerful enough to cause things to happen. They may frighten themselves with some of their ideas, believing that they may become what they imagine they will be. Preschoolers may feel overwhelmed by guilt when a sibling is hospitalized because they believe that their hostile feelings caused the sibling’s illness. Likewise, a child of this age may say, “I got sick because I was bad.”


Language Development



The Toddler

The acquisition of language is one of the most dramatic developments of early childhood. Although the age at which children begin to talk varies widely, most can communicate verbally by their second birthday. The rate of language development depends on physical maturity and the amount of reinforcement that the child has received. Between 15 and 24 months of age, language ability develops rapidly. Toddlers understand many more words than they can say because receptive language (what the child understands) develops earlier and more quickly than speech. Sometime after 18 months, many children experience a sudden spurt in speech production and comprehension, resulting in a vocabulary of 300 or more words at 24 months. By 2 years of age, roughly 60% to 70% of toddlers’ speech should be understandable. Because children age 24 to 30 months are less egocentric and better able to consider another’s point of view, they engage in more conversation with others and less monologue.


The standardized developmental screening recommended by the AAP to occur at age 18 months is designed to identify children with communication delay (AAP, 2006/2010). If language development is not progressing normally, parents should be advised to pursue follow-up care. Children of bilingual families, children who are twins, and children other than first-borns may have slower language development. Because language development depends on adequate hearing, delayed language can be seen in children who have had repeated ear infections or who have undiagnosed hearing loss (see Chapter 55).


Parents can promote language development by talking to their children and incorporating teaching into daily routines. Feeding, bathing, dressing, and going on outings to both new and familiar places offer opportunities for verbal interaction and the practice of growing language skills. The child should be encouraged to express needs rather than have the parent anticipate and provide what the child wants before the child asks for it. Reading simple, entertaining stories with colorful pictures provides quiet, enjoyable times for toddlers and parents and enhances speech and language development.

The Preschooler

A dramatic increase in language skill in the preschool period promotes self-control and increases the child’s ability to direct and be directed by others. Children at this age may be heard talking to themselves about things they have heard or been taught.


The preschooler’s vocabulary increases rapidly, from 300 words at 2 years of age to more than 2100 words at 5 years. In less than 3 years, the child grows from a toddler who knows only a few words into a child who skillfully uses an extensive vocabulary to describe events, share feelings, and ask questions. Three-year-olds speak in short, telegraphic sentences. They may talk to themselves or to imaginary friends. A delightful characteristic of young preschoolers is the tendency to engage in lengthy monologues, regardless of whether anyone is listening or even present. Such self-talk provides the child with opportunities to practice speech and is often accompanied by symbolic play.


By 4 years old, children talk incessantly and tend to boast and exaggerate. They enjoy rhymes and silly ways to use similar words. Four-year-olds expect more detailed answers to their questions. They may use speech aggressively and may use profanity to gain attention. “Bad” language should be ignored, thus depriving the child of reinforcement of the behavior. When children feel that they gain power over their parents by using bad language, these verbalizations will continue.


Five-year-olds speak in sentences of adult length and use all parts of speech. They usually are proficient storytellers who produce elaborate tales for anyone who will listen. Their tendency to mix fantasy with reality may be perceived by adults as lying. The child of 5 years usually can recite the days of the week and can name the seasons.


Nurses can teach parents strategies to promote their child’s language development. It is important for parents to talk with the child and respond to the child’s attempts at communication. Reading to the child and making reading materials available can help build vocabulary and promote a lifelong love of reading. Watching educational television programs with their child may augment parents’ communication skills with their child. Preschoolers spend a lot of time asking “how” and “why” questions, often taxing parents’ patience. Short, simple, honest answers encourage vocabulary building and boost self-esteem.


Psychosocial Development



The Toddler

The toddler is developing a sense of autonomy, giving up the comfort of dependence enjoyed during infancy. If a basic sense of trust was established during the first year, the toddler can venture forward and separate from parents for short periods to explore and experience the world.


According to Erikson (1963), the toddler is struggling with the developmental task of acquiring a sense of autonomy while overcoming a sense of shame and doubt. Toddlers discover that they have a will of their own and that they can control others. Asserting their will and insisting on their own way, however, often lead to conflict with those they love, whereas submissive behavior is rewarded with affection and approval. Toddlers experience conflict because they want to assert their own will but do not want to risk losing the approval of loved ones. If the child continues to practice dependent behavior, doubt related to abilities develops. Toddlers may feel shame for independent impulses, particularly if frequent punishment is associated with their actions.


The toddler learns which behaviors gain approval and which result in censure and punishment. Two-year-olds do not have a conscience but avoid punishment by controlling their behavior. Right and wrong are determined by the consequences of actions.


At approximately 15 months, toddlers begin to demonstrate their developing autonomy with two almost universal behaviors: negativism and ritualism.

Negativism

Negativism, one of the most dramatic expressions of independence, is shown in a variety of ways. The toddler’s favorite word seems to be “no.” Unable to distinguish between requests and directives, the toddler seems to believe that saying “yes” would mean giving up free will. The child often seems to delight in this test of wills with the parent. Negativism may result in screaming, kicking, hitting, biting, or breath-holding. Parents often interpret the child’s negative behavior as being bad or stubborn. Nurses can help parents understand their toddler’s behavior as an important sign of the child’s progress from dependence to autonomy and independence. The nurse should give support and encourage the parent to deal with the toddler’s trying behavior with patience and a sense of humor. Although general permissiveness is not recommended, too much pressure and forceful methods of control often lead to defiance, tantrums, and prolonged negative behavior.

Ritualism and the Importance of Routine

Ritualism helps the child venture out and away from the safety of the parents by ensuring uniformity and security. Ritualism allows the toddler to have a sense of control. The child feels more confident with a secure home base. The toddler insists on sameness. Milk may have to be poured into the same cup, parents may have to sit in the same chairs at dinnertime, and a specified routine may have to be followed countless times throughout the day. The child may be unable to go to sleep unless a bedtime ritual is followed exactly (e.g., a drink of water, two stories, prayers, and a teddy bear). The child may experience distress if this routine is not followed exactly the next night. Failure to recognize the importance of such rituals may increase stress and insecurity.


Events such as hospitalization, during which continuity of routine cannot be ensured, are difficult for the toddler. The nurse can decrease the stress of hospitalization by incorporating the child’s usual rituals and routines from home into nursing care activities. Keeping hospital routines as similar to those of home as possible and recognizing ritualistic needs give the toddler some sense of control and security and reduce feelings of helplessness and fear. See Chapter 35 for further discussion of the hospitalized child.

Separation Anxiety

Separation anxiety peaks again in the toddler period. Although the concept of object permanence is fully developed in the toddler, children at this stage have difficulty differentiating their own feelings from those of their parents. Although the children experience a strong desire to be independent and leave their mothers, they fear that their mothers also want to leave them. A toddler may strike out independently across the room, only to rush back in tears to the mother, as if the child were frightened and angry with the mother for leaving. For a brief period, the parent may find talking on the telephone without interruption or even going into the bathroom without being followed virtually impossible. Leave-taking and brief separations are acceptable to a toddler if they are the toddler’s idea, but the parent’s departure may cause desperate clinging and crying. Games such as hide-and-seek help the child master fears of separation. Repeating separation under conditions the child can control helps the toddler overcome the anxiety associated with separation. The child learns from experience that loved ones will return after separation.


Being left with a stranger can be stressful. Toddlers should be told honestly and clearly about a separation shortly before it occurs. The parent or nurse should reassure the child that the parent is coming back. When the parent returns, the toddler often shows anger at being left by ignoring the parent or by pretending to be more interested in play than in going home. Parents of hospitalized toddlers are frequently distressed by such behavior when they visit their child (see Chapter 35).


Tolerating brief separations from parents is an important developmental task for the toddler. Transition objects, such as a favorite blanket or toy, provide comfort to the toddler in stressful situations, such as separation, illness, and even bedtime. Such objects help children make the transition from dependency to autonomy. Toddlers may become so attached to an object that they can hardly bear to part with it, even for a brief time while it is being laundered.


The nurse can offer support by explaining that the behavior is a normal growth and development milestone and telling the parents that plenty of affection and attention are needed to help the toddler cope with the stress of separation. The nurse counsels parents to leave a toddler only briefly at first and, if possible, to delay extended separations until the toddler can handle them better. The nurse who helps parents understand normal toddler behavior in response to separation helps parents cope with the frustrations of this transition.

Play

Toddlers spend most of their time at play. Play is serious business to the toddler—it is the child’s work. Many hours are spent each day in play, perfecting fine and gross motor skills, learning to control inner urges, and gaining self-esteem. Play during this period reflects the egocentric toddler’s developmental level. The toddler engages in parallel play, in which children play alongside but not with other children (Figure 7-3). Little regard is given to the feelings of others. Children engaged in this type of play frequently grab toys away from other children or may hit or fight to obtain a wanted toy. Because toddlers are egocentric, they do not realize that they are hurting the other child and feel no shame for aggressive actions.
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FIG 7-3 Types of play.
Parallel play occurs when children play side by side with similar toys but no organized group activity occurs. The children play beside one another but not with one another. (Courtesy University of Texas at Arlington School of Nursing, Arlington, TX.) Symbolic play consists of activities that children use to express their perception of reality. This little girl is acting out a familiar adult scenario as she manipulates child-size toys that represent kitchen equipment.



Imitation and acting out scenes of everyday life are common as the toddler begins to try out roles and identify with adults. Active, large-muscle play helps the toddler vent frustrations and dissipate excess energy. The nurse can help parents understand how play enhances the toddler’s development. The nurse should encourage parents to play with their toddler and provide opportunities for the toddler to play with other children. The nurse teaches parents about child-proofing and checking the house on a daily basis. Toys must be strong, safe, and too large to swallow or place in the ear or nose. Toddlers need supervision at all times. A variety of play materials, which need not be expensive, and a safe play environment enhance the toddler’s development (Box 7-1).




BOX 7-1


Age-Related Activities and Toys for Toddlers and Preschoolers



General Activities

Toddler



The toddler fills and empties containers, begins dramatic play, has increased use of motor skills, enjoys feeling different textures, explores the home environment, imitates orders, and likes to be read to and to look at books and television programs that are age-appropriate.


Toys should meet the child’s need for activity and inquisitiveness.


The child also enjoys manipulating small objects such as toy people, cars, and animals.



Preschooler



Dramatic play is prominent.


The child likes to run, jump, hop, and, in general, improve motor skills.


The child likes to build and create things (e.g., sand castles and mud pies).


Play is simple and imaginative.


Simple collections begin.




Toys and Specific Types of Play

Toddler



Continued exploring of the body parts of self and others; mechanical toys; objects of different textures such as clay, sand, finger paints, and bubbles; push-pull toys; large ball; sand and water play; blocks; painting; coloring with large crayons; nesting toys; large puzzles; trucks; dolls.


Therapeutic play can begin at this age.



Preschooler



Riding toys, building materials such as sand and blocks, dolls, drawing materials, crayons, cars, puzzles, books, appropriate television and videos, nonsense rhymes, singing games, pretend play as something or somebody, dress-up, finger paints, clay, cutting, pasting, simple board and card games.







Psychosexual Development

At approximately 18 months, toddlers enter Freud’s anal stage. Freud (1960) theorized that as children focus on mastery of bowel and bladder functions, their attention is also directed to the genital area. Even before age 2 years, children are aware of their own gender and begin to develop a sense of gender identity. By 2½ or 3 years, toddlers can correctly identify anatomic pictures of boys and girls. Gender identity is not fully established until age 5 years, when the child understands gender as permanent (i.e., that gender does not change with the addition of a wig or a dress) (Kohlberg, 1966).


Children begin to be aware of expected gender role behaviors at an early age. By age 3 years most toddlers show an awareness of gender role stereotypes and tend to imitate the same-gender parent during play. Gender role identification continues throughout the toddler and preschool years as the child incorporates the attitudes, roles, and values of the same-gender parent. Although gender role stereotypes have relaxed somewhat in recent years, children behave according to adult expectations. Children learn behavior by reinforcement and punishment, as well as by imitation. If a boy repeatedly hears that boys do not play with dolls, he will spurn such “girls’ toys” and will play with toys that his parents consider masculine to gain their praise and approval. Nurses should be aware of their own biases about gender-typed behaviors and should support the parents in their choice of toys and activities for their child. The nurse can be most helpful by encouraging parents to make traditionally gender-typed toys available to both boys and girls if this approach is consistent with the parents’ beliefs. Parents’ expectations of appropriate gender role behavior differ according to their cultural backgrounds. In most cultures, boys and girls are treated differently and thus are taught “male” and “female” behaviors.


Parents are often concerned about their toddler’s interest in and curiosity about gender differences. Sex play and masturbation are common among toddlers. Nurses can reassure parents that self-exploration or exploration of another toddler’s body is normal behavior during early childhood. Parents should respect the child’s curiosity as normal without judging the child as “bad.” The child should be told that touching private parts is something that is done only in private. When parents discover children involved in sex play, casually telling them to dress and directing them to another activity can limit sex play without producing feelings of shame or anxiety. The nurse should explain to parents that positive attitudes toward sexuality are learned from parents who are comfortable with their own sexuality. As young children learn about their bodies and explore anatomic differences, they frequently ask questions about where babies come from or why “Brian looks different from Emily.” Honest, straightforward answers that use the correct terminology satisfy the toddler’s curiosity and lay the foundation for healthy sexual attitudes.
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Important Tasks of the Toddler Period



• Recognition of self as a separate person with own will


• Control of impulses and acquisition of socially acceptable ways to communicate wants and needs


• Control of elimination


• Toleration of separation from the parent






The Preschooler

The preschool years are a critical period for the development of socialization. Children need opportunities to play with others to learn communication and social skills. They also need appropriate guidance to learn acceptable behavior.


According to Erikson (1963), the preschooler’s developmental task is to achieve a sense of initiative. The preschooler is busy learning how to do things and takes great pride in new accomplishments. If the child acts inappropriately or is repeatedly criticized or punished for attempts to explore and learn, feelings of guilt, anxiety, shame, and fear may result. For example, an adult’s comment, “That’s nice, but it would look better if you did it this way,” may cause the child to feel inferior. Such subtle criticism can make the child reluctant to try new activities. A feeling of inferiority also may develop if adults are always doing things for the child rather than encouraging independence. The child who does not achieve a sense of initiative will feel defeated, angry, and afraid of people and new situations. Nurses can promote healthy psychosocial development in preschoolers and help them gain a sense of initiative by teaching parents the importance of providing the child with opportunities to explore in a safe, stimulating environment. Adults should encourage the preschooler’s imagination and creativity and should praise appropriate behavior.

Play

Learning to relate to age mates is another developmental task that is significant during the preschool period. Preschoolers need experience playing with other children to learn how to relate to other people. Three-year-olds are capable of sharing and are more likely to do so than toddlers. Four-year-olds tend to be more argumentative and less generous with playmates. Although this behavior may appear to be a step backward to parents, it is actually a sign of growth because 4-year-olds feel more secure in a group and are testing their roles and communication skills. The 5-year-old enjoys playing with other children and generally can play with another child for longer periods before arguments develop.


Children between ages 3 and 5 years enjoy parallel and associative play. Children also learn to share and cooperate (cooperative play) as they play in small groups. During play, preschoolers learn simple games and rules, language concepts, and social roles. Play is often imitative, dramatic, and creative. Various roles are explored through play as children imitate significant adults. Preschoolers enjoy dress-up clothes, housekeeping toys, doll houses, and other toys that encourage pretending (see Figure 7-3). Tricycles and climbing toys help develop muscles and coordination. Preschoolers also enjoy materials for cutting, pasting, and painting. Such manipulative and creative materials stimulate imagination and fine motor development (see Box 7-1).


Imaginary friends are common near age 3 years. Boundaries between reality and fantasy are blurred at this age, and “pretend” can seem real, especially during play. Imaginary friends serve many purposes. They may take the blame when the child misbehaves, allowing the child to save face when feeling guilty about a certain behavior. Imaginary friends may be companions during lonely times. They may accomplish a task with which the child is struggling or allow the child to practice roles. For example, the child may scold an imaginary friend and administer punishment, just as a parent would. Imaginary friends seem to be more common in highly imaginative and intelligent children.

Psychosexual Development

Sexual identity and body image are developing. Sexual curiosity and explorations are normal. Preschoolers are curious about anatomic differences and seek to investigate them. Preschoolers show interest in the differences between the sexes and often compare their bodies with those of others. Playing doctor and hiding with a friend to investigate anatomic differences are common activities during the preschool period. The nurse can reassure parents that the child is simply learning about his or her body and that the parents can direct the child to another activity. Preschoolers are interested in where they came from and how babies are made. Parents should be encouraged to assess what the child already knows about the subject and to determine why the child is asking the question. The parent should answer questions simply, honestly, and matter-of-factly. The child usually neither wants nor understands detailed explanations.


Parents greatly influence their children’s sexual development. Positive signs of physical and emotional intimacy between parents send a positive signal to the child. A warm, accepting, matter-of-fact attitude toward sexual matters promotes a positive, healthy perspective in children. Parents can create an atmosphere of acceptance in the early preschool years when the first questions arise. A parental attitude of “You can ask me anything” can set the stage for healthy interaction from early childhood into adolescence, when parental guidance is so important.


Masturbation is common and may increase in frequency when the child is under stress. Parents often express concern about such behavior. The nurse can help parents handle these situations by explaining that such self-comforting behaviors are normal for this age. If the parent discovers the child masturbating, simple redirection of the child’s attention without punishing, shaming, or reprimanding is best. Children should be taught that touching their genitals is not appropriate in public.


At this age, a sense of rivalry with the same-gender parent develops. Preschool boys commonly compete with their fathers for the attention of their mothers. A girl likewise may become “Daddy’s girl,” often cuddling and flirting with her father while excluding her mother from the relationship. This rivalry is usually resolved early in the school-age period as the child identifies strongly with the same-gender parent and same-gender peers. According to Freudian theory, the oedipal stage is resolved when the child strongly identifies with the parent of the same gender. By the end of the preschool period, the child identifies with and imitates the same-gender parent. In single-parent and nontraditional families the child should have a friendly, stable relationship with an adult relative or friend of the same sex who can serve as a role model. By age 3 years, children know gender differences. They imitate masculine and feminine behaviors in play, and gender identity is well established by 6 years.

Spiritual and Moral Development

Learning the difference between right and wrong (the development of a conscience) is another important task of the preschool period. According to Kohlberg (1964), children between ages 4 and 7 years are in the second stage of the preconventional level of moral development. In this stage, children obey rules out of self-interest. They tend to believe that if the consequences of an action are personally advantageous, the action is right. An “eye-for-an-eye” orientation guides their behavior.


The preschooler begins to use self-control to resist temptation and tries to “be good” to avoid feelings of guilt. Preschoolers determine right from wrong by the consequences of disobeying their parents’ rules. At this age, children have little understanding of the reason for a rule. For example, when asked why hitting another child is wrong, the preschooler might reply, “Because my mother says so.” Preschoolers adhere to parents’ rules dogmatically, deciding whether to break a rule on the basis of the resulting punishment.


Preschoolers often have difficulty applying rules in different situations. The child may know that hitting a sibling is wrong but may not understand that hitting another child at daycare is also wrong. Because the preschooler is egocentric, understanding another’s viewpoint is difficult. The child begins to develop a conscience as a result of consistent rewards for good behavior and punishment for bad behavior.


The preschool child’s concept of God is concrete. The family’s religious beliefs and customs, such as bedtime prayers, mealtime grace, and Bible stories, are important to preschoolers. Such rituals, practiced in an atmosphere of love, can be deeply meaningful and comforting to children of this age.




Health Promotion for the Toddler or Preschooler and Family

When doing health promotion with parents of children in early childhood, the nurse inquires about areas discussed in Box 6-2 at every visit. These include nutrition (quantity and types of food), elimination, safety (car restraints, gun violence), hearing and vision, family adjustment, and any other concerns.

Nutrition

The rate of growth slows during the toddler and preschool period, as does the child’s appetite. This is sometimes referred to as physiologic anorexia. The child’s food experiences during this period can have a lasting effect on how food and meals are viewed. The family is the primary influence at this time, although television plays an important role. Children should be discouraged from eating while watching television, and family mealtimes should be encouraged.

Nutritional Requirements

The U.S. Department of Agriculture (USDA) (2011) has issued new nutritional guidelines for the American public and has represented them graphically through the MyPlate icon (see Figure 5-4). The MyPlate website (www.choosemyplate.gov) contains individualized eating plans for children of various ages and standardized weight and physical activity. The American Heart Association (2011) has also made recommendations for children (see Box 5-6). Children ages 2 to 8 years should consume 2 cups per day of fat-free or low-fat milk or equivalent milk products. Yogurt and cheese are other milk-group sources. Total fat intake should remain between 30% and 35% of calories for children ages 2 to 3 years and between 25% and 35% of calories for children age 4 years and older. Most fats should come from sources of polyunsaturated and monounsaturated fatty acids, such as fish, nuts, and vegetable oils (American Heart Association, 2011). Poultry, fish, and lean meat are good sources of iron. Low-sugar breakfast cereals are sources of iron and vitamins. Snacks of fruits and vegetables assist in meeting the child’s nutritional requirements (Box 7-2).




BOX 7-2


Nutritious Snacks



• Fresh fruit


• Celery sticks with cheese spread


• Yogurt


• Bagels


• Carrot sticks


• Graham crackers


• Pretzels


• Puddings





Many similarities exist in the nutritional needs of the toddler and the preschooler. Children this age who eat well-balanced diets should not experience iron deficiency. If milk remains the primary food, however, it will replace foods rich in iron, vitamins, and minerals, such as dark-green leafy vegetables, meats, and legumes. Although giving children a daily multivitamin is not harmful, in general the child who is healthy does not need vitamin supplementation. The exception to this is vitamin D. The AAP recommends vitamin D supplementation (400 IU daily) to children who consume fewer than 33 ounces of milk or fortified dairy products a day (Wagner, Greer, & Section on Breastfeeding and Committee on Nutrition, 2008).

Solid Foods

Children at this age are improving their proficiency in using a spoon and cup. By age 2 years, children can hold a cup in one hand and use a spoon well (Figure 7-4). By age 12 months, most children are eating the same foods as the rest of the family. The child should be offered three meals and two snacks each day.
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FIG 7-4 By age 1 year, most children are eating the same foods as the rest of the family. Toddlers should be offered three meals and two healthy snacks each day. Most 2-year-olds can drink from a cup and use a spoon well if given the opportunity to practice.



By age 3 to 4 years, the child begins to use a fork. The child continues to develop fine motor skills and by the end of the preschool period should begin to use a rounded knife for cutting.


One method to determine serving size for children is 1 tablespoon of solid food per year of age. Children may be more likely to try new foods and eat nutritious meals if smaller portions are served. Foods of different textures, colors, consistencies, tastes, and temperatures should be offered. The child should sit in a chair that allows easy access to the food; the dishes should be small, nonbreakable and, when possible, steady enough to prevent spilling. Thick, short-handled spoons and forks and shallow bowls increase the toddler’s ability to eat successfully.


Foods that could be aspirated should continue to be avoided during the toddler period. Soft drinks and candy need to be discouraged. Sugar is a source of calories and is naturally present in breast milk as lactose, in fruits as fructose, and in grain products as maltose. A diet with too much sugar, however, can replace other, more nutritious foods and increase tooth decay. Artificial sweeteners and foods that contain artificial sweeteners are not recommended for children younger than 2 years.

Age-Related Nutritional Challenges

Food Jags

The volume of food the child eats may vary from day to day. The child may want the same food at every meal for several days and then suddenly reject the food completely. Children this age may refuse foods because of odor and temperature. They may not like mixing foods and therefore may not eat casseroles. This dislike does not seem to apply to foods such as pizza, spaghetti, and macaroni and cheese. Many children prefer juices to milk and water. Too much milk is not good, but neither is too much juice, which can replace other foods and their nutrients. For toddlers and preschoolers, juices should be limited to no more than 4 to 6 oz/day (AAP, 2011d). Parents and older siblings can affect how a child views a food and should be careful about making negative comments about a certain food. Children should be assisted in developing tastes for new foods through role modeling and making the foods available.

Physiologic Anorexia

The nurse teaches parents appropriate ways to approach the child who is experiencing physiologic anorexia. Advise parents not to allow their child to fill up with snacks, milk, and juices. Small portions should be offered so that the child does not feel overwhelmed by the amount of food. Mealtimes should be pleasant and not times to discuss discipline problems or even the child’s poor appetite. Children should not be made to sit at the table after the rest of the family has left. This approach will only create a negative association with mealtime. Parents need to maintain a balance between ignoring their child’s nutritional intake and making it the focus of their parenting.


The nurse can encourage parents to focus more on their child’s weekly nutritional intake, rather than on one day’s intake. Frequently children are the best judges of what they need, and they may eat primarily fruit one day and peanut butter the next. Nutritional consumption tends to balance out over a week. Box 7-3 illustrates ways parents can increase their child’s nutritional intake.




BOX 7-3


Increasing Nutritional Intake



• Limit to two nutritious snacks per day, and give only at toddler’s request.


• Limit to 4 to 6 oz of juice per day.


• Introduce to finger foods at age 8 to 10 mo, and continue to make these types of food available.


• Limit to 16 to 24 oz of milk per day.


• Keep mealtimes pleasant.


• Do not force feed.


• Do not feed children who can feed themselves.





Obesity Risk

The prevalence of obesity in the United States has risen dramatically among adults, but of particular concern is overweight and obesity in children. In Healthy People 2020, the United States Department of Health and Human Services (USDHHS) has specifically addressed the problem of obesity in young children, ages 2 to 5 years (USDHHS, 2010). Stating that 10.7% of 2- to 5-year-old children are identified as obese, objective NWS-10.1 is directed toward reducing obesity in children of this age-group. Strategies designed to approach this important issue include much of what has been discussed previously: increasing fruits and vegetables, increasing the percentage of whole grains, increasing calcium and iron intake, and decreasing solid fats, sodium, and sugar (USDHHS, 2010).


The AAP (Daniels, Greer, & the Committee on Nutrition, 2008) recommends screening children at risk for overweight and obesity beginning at age 2 years. This includes plotting a body mass index (BMI). Children with a family history of dyslipidemia or early cardiovascular disease development, and children whose BMI percentile exceeds the definition for overweight (>85th percentile) or who have high blood pressure, should have a fasting lipid screen (Daniels et al., 2008).



Dental Care

Most toddlers have a complete set of 20 deciduous teeth by the time they are 30 months old. Although the exact time of eruption of teeth varies, an approximate rule of thumb to assess the number of teeth is the age of the toddler in months minus six. One tooth usually erupts for each month of age past 6 months up to 30 months of age.


Permanent teeth are calcifying during the toddler period, long before they are visible. Proper care of the deciduous teeth is crucial for the toddler’s general health and for the health and alignment of the permanent teeth. Deciduous teeth play an important role in the growth and development of the jaw and face and in speech development. Premature loss of the deciduous teeth complicates eruption of the permanent teeth, often leading to malocclusion. Nurses need to be aware that some parents do not understand the value of preserving primary teeth.


Because toddlers do not have the manual dexterity to remove plaque adequately, parents must be responsible for cleaning their teeth. Children can be encouraged to brush their teeth after the teeth have been thoroughly cleaned by a parent. Because toddlers like to imitate, watching parents brush their teeth can be motivating. A small, soft, nylon-bristle brush works best. Optimal access and visibility are provided if the parent sits on the floor or bed with the child’s head in the parent’s lap and the child’s body perpendicular to the parent’s. This position also gives the parent some control of the child’s head movement. Fluoride toothpaste is not recommended for young children because they often do not like the taste or, if they do, tend to swallow it. If the child receives fluoride from other sources, such as a fluoridate water supply, excess amounts of fluoride may be ingested if fluoride toothpaste is swallowed. Ingestion of excessive amounts of fluoride may lead to fluorosis, which produces white speckles or brown discoloration of the enamel. Ideally, teeth should be brushed after every meal and especially at bedtime. Flossing between teeth helps remove plaque and should be done daily by the parent after the toddler’s teeth are brushed.


Fluoride makes tooth enamel resistant to acid attack, preventing decay. Striking a balance between what is a protective level of fluoride and avoidance of fluorosis has led the AAP and the American Dental Association to revise recommendations regarding fluoride supplementation (AAP, 2008; Rozier, Adair, Graham, et al., 2010). Recommendations currently state that pediatric providers should perform an oral risk assessment at regular intervals throughout childhood and provide dietary counseling specifically directed toward preventing tooth decay (AAP, 2008). Supplemental fluoride is prescribed only for children determined to be at risk for dental caries (see Chapter 5 for information about risk assessment) and no access to a community fluoridated water source. For these children, the dose of fluoride supplementation is as follows: 6 months to 3 years, 0.25 mg daily; 3 to 6 years, 0.5 mg daily (Rozier et al., 2010). A diet that is low in sweets and high in nutritious food promotes dental health. Sweets are most likely to cause caries if they are sticky or if they are eaten between meals rather than with meals. The nurse encourages the parent to offer nutritious snacks, such as fresh fruit, yogurt, or cheese, instead of candy, soda, or cookies.


All infants and children should have a source of dental care by age 1 year (AAP, 2008). Because bacterial organisms contribute to tooth decay, and children can acquire these organisms from their mother, primary preventive interventions need to be implemented as soon as possible in infancy (AAP, 2008). The AAP suggests that the child should first see the dentist 6 months after the first primary tooth erupts and no later than age 12 months; this is especially important for infants and children at risk for tooth decay. The first appointment should precede any needed dental work so that the visit is enjoyable and free from discomfort. This visit provides an opportunity for early assessment of the child’s dental health as well as for teaching parents good preventive dental health practices, including not sharing eating or drinking utensils with the child.


Because the enamel on primary teeth is thinner than on permanent teeth, preschoolers’ teeth are prone to destruction from decay. The distance from the tooth surface to the pulp is shorter also, so tooth abscesses from caries can occur rapidly. Untreated caries can lead to pain, abscess formation, and poor digestion because of ineffective chewing. Many parents do not realize that the deciduous teeth are important to protect the dental arch. If deciduous teeth are lost early (e.g., because of decay), the remaining teeth may drift out of position, blocking proper eruption of the permanent teeth and leading to malocclusion.


Nurses play an important role in the promotion of dental health by teaching proper tooth cleaning, including the removal of plaque; encouraging a balanced diet limited in sweets; and recommending twice-yearly visits to the dentist. Preschoolers can usually brush their own teeth (Figure 7-5). Short back-and-forth or up-and-down strokes are easiest for the child to manage. Parents should monitor the child’s toothbrushing and inspect the child’s teeth to be sure that all plaque has been removed. Parents must help with flossing because it requires more manual dexterity than preschoolers have.
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FIG 7-5 Care of the deciduous teeth promotes healthy development of the permanent teeth. Some toddlers and preschoolers enjoy brushing their own teeth, but because toddlers and preschoolers lack the manual dexterity to remove plaque adequately, parents must assume this responsibility.



Sleep and Rest

During the second year, children require approximately 12 to 14 hours of sleep each day. Most 2-year-olds take one nap each day until the end of the second or third year, when many children give up the habit. Toddlers often resist going to bed, using dawdling or even temper tantrums to postpone separation from loved ones and the exciting events of the day. Firm, consistent limits are needed when toddlers try stalling tactics, such as asking for one more drink of water.


Warning the child a few minutes before it is time for bed may reduce bedtime protests. Winding down with a quiet activity for 30 minutes before bedtime also helps toddlers prepare for sleep. Bedtime offers an opportunity for some snuggle time, when the parent and toddler can read a story and share the events of the day. Children of this age often have trouble relaxing and falling asleep. A warm bath before bedtime promotes relaxation. Bedtime rituals are important and should be followed consistently. Transition objects, such as a favorite blanket or stuffed animal, are often an important part of the child’s bedtime routine.


Because preschoolers expend so much energy growing and learning, they need adequate rest. The preschooler needs an average of 10 to 12 hours of sleep in a 24-hour period. Some preschoolers do well without a nap during the day, but others still need a nap. Resistance to naps is common at this age. The child usually does not want to leave family or playmates, toys, and exciting activities to go into a darkened room to lie down and rest. A quiet time spent listening to music or looking at a favorite book may help the child relax and get some rest. Insufficient rest during the day may lead to irritability, decreased resistance to infection, and difficulty sleeping at night.


Sleep problems are more common during the preschool years than in any other period of childhood. Because of their active imaginations and immaturity, preschoolers often have nightmares and have trouble falling asleep at night. The boundaries between reality and fantasy are not well defined for children of this age, so monsters and scary creatures that lurk in the preschooler’s imagination become real to the child after the light is turned off. Patience and repeated reassurance from a caring parent may be needed. Nightmares—frightening dreams that awaken the child from sleep—are common among preschoolers. A familiar environment and comfort with a hug and verbal reassurance from a parent usually enable the child to return to sleep. Night terrors differ from nightmares. Night terrors occur during deep sleep, and the child remains asleep even though the eyes may be open. The child does not awaken but moans, screams, or cries and does not recognize parents. Efforts to comfort the child may lead to agitation. The child does not remember the episode in the morning, even if awakened during the night terror. Parents should be instructed not to attempt to comfort or awaken the child during a night terror but should allow the child to sleep.


The nurse assesses sleep patterns during well-child visits and addresses parental concerns. The nurse can reassure parents that resistance to going to bed, fears, and nightmares are normal for children of this age. The nurse should assess the frequency of sleep problems and parents’ reactions to them. If sleep problems occur often and are disruptive to the family, further investigation and intervention may be indicated.


Ritualistic techniques and transition objects that help decrease bedtime resistance in the toddler continue during the preschool period. Avoiding high-carbohydrate snacks and excitement before bedtime promotes relaxation. Children should not be forced to face their fears alone by sleeping in a completely dark room or with the door shut. Parents can search the room to reassure the preschooler that the room is safe. Progressive head-to-toe relaxation is an effective technique for helping preschoolers fall asleep. A set bedtime promotes security and healthy sleep habits.


A child who has slept for a long time at the babysitter’s or at daycare may not be ready to sleep again. Communication with the child’s daytime caretaker is important to determine whether the child is maintaining a balance of activity, rest, and sleep.


[image: image] CRITICAL THINKING EXERCISE 7-1


Mr. and Mrs. Thomas have brought 2-year-old Todd to the clinic for his annual physical examination. The parents report that bedtime is a major production almost every night. They state that he cries, comes out of his room, and displays various other behaviors that delay sleep. They wonder if he has a sleep disorder. They relate that, other than an occasional temper tantrum, they do not have any other concerns.



1. What information do you need from the parents to assess the problem?


2. After you have the above information, what advice should you give the Thomases?





Discipline

Effective discipline strategies should involve a comprehensive approach that does not emphasize punishment, but instead promotes the development of self-control in a child (Backlin, Scheindlin, Ip, et al., 2007). How a parent uses discipline and the type of discipline used depends on a variety of factors that include the maternal age and cultural background, experiences the parent had with discipline as a child, and the child’s age (Backlin et al., 2007). When discipline is used in a positive manner, the child internalizes controls established by parental limits and begins to develop a conscience.


Toddlers need and want discipline to feel secure. They have little control over their behavior and need limits to learn how to behave and how to follow the rules and expectations of society. Toddlers’ negativism, intense emotions, and curiosity put them at risk for injury. Because they are usually unaware of the consequences of their actions, vigilance and limits are needed for safety. Toddlers are frightened by a lack of limits and will deliberately test their parents until they are shown how far they can go. Firm discipline promotes the development of autonomy by giving the child a feeling of freedom within bounds.


Toddlers often repeat parental prohibitions to themselves while engaging in a forbidden activity. For example, a toddler may walk over to an electrical outlet, knowing that it is out of bounds, and mumble, “No, no, hurt!” while playing with the outlet. Although remembering the prohibition, the toddler lacks sufficient self-control to prevent the behavior.


Effective discipline techniques for children of this age include a time-out (1 minute per year of age), diversion, and positive reinforcement. Teaching parents how to discipline their child helps avoid problems related to the incorrect use of discipline. Parents must be consistent. Physical punishment, such as spanking, is one of the least effective discipline techniques and is discouraged by the AAP (2011c) (see Chapter 3).


Preschoolers struggle to gain control over their strong inner impulses. To achieve this control, they need limits set on their behavior. When limits are set, the child feels more secure and can explore the environment and try new roles in an atmosphere of freedom and safety. Appropriate limit setting helps the child learn self-confidence, self-control, and moral values. The child must be consistently disciplined for acts that are destructive, socially unacceptable, or morally wrong. Limits must be clearly defined and consistently enforced to be effective. To prevent confusion and anxiety, the consequences of misbehavior should be spelled out in advance and carried out immediately after misbehavior occurs. When the child is disciplined for misbehavior, a simple, truthful explanation of why the behavior was unacceptable should be given.




The focus of the explanation should be on the behavior rather than on the child. For example, “Throwing toys could hurt someone. I don’t like to see you doing that” is a better response than “I don’t want to be around you when you act like that” or “You’re a bad girl for doing that.”





Discipline techniques that are effective with preschoolers include the following:




• Time-out (removing the child from a situation for a short period and offering an explanation for the punishment).


• Time-in (frequent, brief, nonverbal, physical contact when the child is acting appropriately). For example, the mother periodically strokes the child’s hair or rubs his back when he is quietly playing on the floor near her while she talks on the telephone. The child who receives this type of reinforcement is more likely to continue what he is doing and much less likely to interrupt the mother.


• Offering restricted choices (e.g., “You may drink your juice in the kitchen or you may go into the living room without your juice.”).


• Diversion (e.g., “You must stop marking on the wall with crayons. Here, mark on this paper instead.”).





Consistent positive reinforcement for desired behavior is a powerful tool. If the parent does not care or is too busy to enforce rules consistently, the child will not internalize rules and will not feel guilty about breaking them. The child will be unruly and will be unable to follow the rules set by society.


Spending enjoyable time with their children is another way parents can model positive behaviors. Having good times with children increases their self-esteem and reinforces good behavior. Chapter 3 and the Parents Want to Know box “Guidelines for Disciplining a Toddler” present additional discussions of discipline.

Toddler Safety

Understanding the developmental changes a toddler undergoes helps the nurse and parent appreciate why children are more injury prone in this stage of development than at any other time. Constant supervision is challenging for parents but is the most important factor in preventing injuries in this energetic age-group.

Car Safety

Motor vehicle injuries are a significant threat to the toddler. Although toddlers begin to develop more independent


PARENTS WANT TO KNOW


Guidelines for Disciplining a Toddler



• Discipline must be consistent. Inconsistency is confusing and counterproductive. Consistent follow-through every time is important.


• Discipline must be immediate. Consequences of behavior should occur as soon as possible after the behavior occurs. Threats such as “Just wait until your father gets home!” are confusing and ineffective for a child of this age.


• Discipline must be realistic and age appropriate. Toddlers should not be expected to act like “little ladies” or “little gentlemen.”


• Discipline must be related to the incident. Consequences that are logical results of a behavior are most effective.


• Limits must be clearly explained to the child.


• Toddlers must be given time to respond to instructions.


• Withdrawal of love should never be used as punishment. Comforting the child after discipline promotes positive feelings. Love is the key to effective discipline.


• Arguments and extensive explanations should be avoided.


• Praise for good behavior should be used to build self-confidence and self-esteem.


• The toddler must be separated from the behavior: “I love you very much. Hitting your sister needs to stop.”






PATIENT-CENTERED TEACHING


Childhood Poison Prevention



• Keep all poisons, medicines, cleaners, and toxic substances out of the reach of children. Never discard poisons in a wastebasket.


• Be familiar with poisons commonly found in or near the home, including detergents, drain cleaner, dishwashing soap, furniture polish, cleaning agents, window cleaners, all medicines, vitamins, children’s medications, sprays, powders, cosmetics, fingernail preparations, hair care products, sachets, mothballs, rodent poisons, fertilizers, gasoline, antifreeze, paints, glues, insecticides, cigarette butts, plants, and shrubs.


• Store poisons out of reach in areas that are secured with locks or protected by child-resistant safety latches.


• Medicines and all harmful substances should be purchased in child-resistant packages.


• Keep alcoholic beverages out of the reach of your children or locked in a separate cabinet. Do not give sips of alcohol to your children because small amounts can be toxic to young children.


• Children should not be allowed to chew on plants or shrubs.


• Keep ashtrays empty and out of the reach of small children.


• Handbags and overnight luggage of guests in the home often contain medicines or other toxic substances and should be kept out of a child’s reach.


• Store poisons or harmful substances in the original container. Do not place toxic substances in food or beverage containers for storage.


• Teach your children to ask an adult before they touch a nonfood substance.


• Poison-proof all areas of the home, especially the kitchen, bathroom, pantry, bedroom, garage, basement, and work areas. Grandparents and other caregivers should be encouraged to do the same.


• Post the telephone number of the local poison control in an area that can be accessed immediately in the event of a poisoning. The American Association of Poison Control Centers’ help line number (1-800-222-1222) will connect to the local poison control number, which is staffed 24 hours a day, 7 days a week. When contacting the poison control center, be able to provide the following information: the substance ingested (have the label on hand for prompt identification of toxic ingredients), time the substance was ingested, and the child’s age and weight. Do not administer anything to your child without contacting the poison control center first.





behaviors, they are still wholly reliant on an adult for protection while traveling in a car. Toddlers should be secured in a rear-facing, approved car safety seat, placed in the middle of the rear seat until age 2 years or until the child has achieved the weight and height recommendations recommended by the car seat manufacturer (AAP, 2011a). Harness safety straps (used according to manufacturer weight and height guidelines) should be adjusted to provide a snug fit (AAP, 2011a). After age 2 years, toddlers are secured in an upright forward-facing safety seat with a three- or five-point harness (AAP, 2011a).




[image: image] SAFETY ALERT


Car Safety



Toddlers should be restrained in an upright, forward-facing position in a car safety seat until they outgrow the manufacturer’s weight or height recommendations.


Car doors should be locked while the car is in motion to prevent a curious toddler from opening a door.


Until passenger vehicles are equipped with airbags that are safe and effective for children, children younger than 13 years should not ride in a front passenger seat that is equipped with an airbag.


An approved booster seat (high-back seat preferred) may be used for a child who is older than 4 years old or who has exceeded the height and weight recommended by the manufacturer for a forward-facing car safety seat. It raises the child to a level that accommodates the car’s seatbelt system. Children usually use a booster seat until they are tall enough to properly wear the seat lap and shoulder belt (height 4 feet, 9 inches and 8 to 12 years old) (AAP, 2011a).








Because children begin to imitate their parents at an early age, the nurse encourages parents to model safe behavior by consistently wearing their seatbelts. As the toddler’s cognitive and fine motor skills develop, some children wiggle free of the restraint system despite releases that are designed to be difficult for a child to operate. Parents must insist on adherence in spite of temper tantrums.


Because of the toddler’s short physical stature, adults should visually inspect the area surrounding the automobile before placing it in gear. A toddler near the car may not be visible and can sustain serious crushing injuries if run over by the car or trapped between the car and a stationary object. Toddlers may also dart out on foot into oncoming traffic. Parents need to closely supervise play activities and remain physically close to the toddler to prevent these types of injuries.


Toddlers and infants should never be left unattended in a car, even for a moment. Exposure to extreme heat or cold is dangerous in this age-group. Injuries have occurred when parents have left a car running for various reasons and a curious toddler has disengaged the gears, causing the car to roll and collide with other objects.

Airplane Safety

The lack of regulations to ensure that children younger than 2 years are properly restrained during airplane flights is an ongoing cause for concern. The AAP recommends a mandatory federal requirement for restraint use for children on aircraft (AAP Council on Injury and Poison Prevention, 2001/2009). Both the AAP (2011b) and the Federal Aviation Administration (FAA) (2011) strongly suggest that infants and children younger than 4 years should be restrained during takeoff and landing, during turbulence, and as much as is feasible during flight. Children should be placed in properly secured age-appropriate safety seats, which have been government approved for both automobile and aircraft, in a similar manner as a car safety seat. The most desirable location of the safety seat is by a window (FAA, 2011). The FAA also has an approved harness restraint system to be used for children weighing between 22 and 44 pounds; parents need to request these restraint systems from the airline on which they are traveling (FAA, 2011).

Fire and Burn Safety

Injuries related to fire and scalds are a significant cause of morbidity and mortality in children ages 1 to 4 years (Centers for Disease Control and Prevention [CDC] Injury and Violence Prevention and Control, 2011b).Toddlers, with their increased mobility and developing fine motor skills, can reach hot water, open fires, or hot objects placed on counters and stoves above their eye level. A child at this age is at increased risk to reach up and pull a hot liquid off a surface or to grab or overturn a container of hot water onto himself or herself. Toddlers may pull objects off stoves, pull down cords attached to small appliances, open oven doors, and place electrical cords or frayed wires into their mouths. They may drink liquids that are dangerously hot. The nurse should emphasize to parents to remain in the kitchen when preparing a meal, use the back burners on the stove, and turn pot handles inward and toward the middle of the stove to reduce the toddler’s risk of burn injuries. Dangling cords from irons or other small appliances should not be accessible to toddlers. Open fires and heaters are also inviting. Sturdy guards fixed to the wall prevent young children from getting too close to these burn hazards. In addition, curious toddlers are fascinated with matches and lighters, which must be kept out of reach.


Toddlers depend on adults for their protection in the event of a house fire. Anticipatory guidance emphasizes the importance of smoke detectors and escape plans.

Preventing Falls

Toddlers move quickly and climb everywhere. Toddlers can fall from playground equipment, off tricycles, and out of windows. Falls are the leading cause of morbidity from unintentional injury during early childhood (CDC Injury and Violence Prevention and Control, 2011a). More than 5000 children fall from windows annually and over 50% of children who fall from a window are boys (Harris, Rochette, & Smith, 2011). Falls from above the first floor of a building can result in serious injury, particularly head injury. A chair next to a kitchen counter or table allows the toddler easy access to dangerously high places. Because climbing and exploration are normal aspects of the developmental process, safety education for the parent emphasizes constant supervision and some anticipatory planning, such as moving furniture, installing screen guards, and restricting access to potential climbing hazards.

Water Safety

Toddlers love to play in water. Most drownings occur when a child is left alone in a bathtub or falls into a residential pool. Drowning has become the leading cause of death due to unintentional injury during early childhood (CDC Injury and Violence Prevention and Control, 2011b) and an increasing number of children are drowning in above ground swimming pools (Shields, Pollack-Nelson, & Smith, 2011). Even when a child survives a submersion injury, the risk of permanent brain and lung damage is great (see Chapter 34).


The AAP has issued new recommendations to prevent childhood drowning (AAP, 2010). Parents should not leave a child alone in or near a bathtub, pail of water, wading or swimming pool, or any other body of water, even for a moment, and a competent swimmer should be within arm’s reach when a child is near any swimming area. All swimming pools, whether in-ground or above ground require a “climb-resistant” fence (minimum height of 4 feet) that completely surrounds the pool and remains locked in a way that a young child cannot accidentally open it. Pool drains should be protected by covers that prevent children from being trapped or having long hair caught in the drain. In addition, the AAP (2010) recommends that all children learn to swim, preferably with swimming lessons beginning during early childhood, and that children who do not swim use an approved personal flotation device (PFD) when around or in water.


A toddler can drown in as little as 1 inch of water. Toilet lids need to remain closed. Toddlers can inadvertently fall headfirst into a toilet or bucket, and they lack the upper-body strength and coordination to remove themselves from submersion. Drowning prevention requires constant parental supervision of the toddler. Nurses need to be involved not only with individual counseling about drowning prevention, but also with advocacy at the community or state level for legislation that ensures pool safety.

Preventing Poisoning

Children younger than 6 years are the most common victims of poisoning, with the majority being 1- to 3-year-olds (Bronstein, Spyker, Cantilena, et al., 2010). The home is the site of exposure in most cases, with poisoning from medication ingestion being the major cause, followed by cosmetics or personal care products and household chemicals (Bronstein et al., 2010). With exploration, everything eventually finds its way to the child’s mouth, even if it does not smell or taste good. Small children who are thirsty or hungry will ingest poisons that look or smell inviting.


The nurse can help parents poison proof the home and teach them the appropriate action to take if an ingestion occurs (see Patient-Centered Teaching: Childhood Poison Prevention).


Calling the American Association of Poison Control Centers’ (AAPCC) help line (1-800-222-1222) needs to be the first action a parent takes if the child has ingested a poison; the professionals that staff the help line have experience in managing a wide variety of poisoning situations and can assist the parent to intervene immediately (AAPCC, 2011). In partnership with the AAPCC, pediatric health providers recommend this action, rather than having the parent call the emergency department or their health provider (AAPCC, 2011). If the child is unconscious, having a seizure, or not breathing, the parent should immediately call 911 or the local emergency number.


Medicine should not be called candy, and because young children often mimic their parents, adults should be discouraged from taking medicine in the child’s presence. The nurse needs to advise parents to take the same precautions when small children go to a grandparent’s home to visit. Childproof caps slow the child but are not an absolute barrier. Labels with characteristic symbols, such as the skull and crossbones or “Mr. Yuk,” help provide visual cues to young children; however, labels are not absolute deterrents for a determined child. The best way to prevent toxic ingestions is by carefully storing all potential poisons in a place that is inaccessible to children. (See Chapters 5 and 34 for information about environmental poisonings.)


Preschooler Safety

Preschoolers are active and inquisitive. They have greater self-control, but their understanding of danger is not fully developed. Safety becomes even more challenging for the parent because preschoolers are no longer content with their own backyards. Preschoolers are mesmerized by cartoons that depict make-believe situations. They see cartoon characters engaging in daring endeavors and walking away unharmed. Because of their magical thinking, preschoolers may believe that these feats are possible and may attempt them.


Safety education can now be directed toward the child as well as the parent. Children of this age have a strong sense of rhythm, and songs and rhymes about safety can enhance the learning process. Instruction should be simple, with one concept introduced at a time. Short stories, puppet shows, songs, coloring activities, and role-playing games are all suitable learning activities that help preschoolers learn safety-conscious behaviors.

Car Safety

Preschoolers need to remain in an approved car safety seat until they are 4 years old or are too tall for the safety seat according to the manufacturer’s recommendations (AAP, 2011a). Once a child has outgrown the child car safety seat, an approved booster seat, positioned high enough to safely use the lap and shoulder belt, is strongly recommended (Figure 7-6). Although preferable to no restraints at all, standard seatbelts alone can contribute to injury because they fit poorly over the small frame of the preschooler. The standard shoulder harness often crosses the child’s face or neck, and the lap belt is positioned across the midabdomen rather than across the bony structure of the pelvis. Booster seats are designed to raise the child high enough so that the restraining straps are correctly positioned over the child’s smaller body frame.
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FIG 7-6 A high-back booster seat designed to properly hold a car lap and shoulder belt is strongly recommended for children who have outgrown a child safety seat. Booster seats raise the young child high enough to allow the car seatbelts to be correctly positioned over the child’s chest and pelvis. (Courtesy M. Hayden, St. Louis, MO.)



Parents continue to have primary responsibility for ensuring that a child is safely restrained before the vehicle is started and in motion. Parents must insist that children remain restrained at all times and that seatbelts be used correctly. Although riding in the open bed of a pickup truck or in the cargo area of a van or station wagon may seem fun and relatively harmless, it can be deadly in the event of a crash. Most states require children under a certain age to be restrained in an approved child safety seat at all times while riding in a vehicle.

Fire and Burn Safety

Preschoolers imitate adults in all types of daily routines and activities. They may attempt household activities before they are able to manage an appliance safely (e.g., stove, iron, oven), increasing the risk of burn injuries. Matches and lighters continue to fascinate preschoolers. With their increased fine motor skills, preschoolers may be able to ignite a flame. Preschoolers should be taught that lighters and matches are adult tools and instructed to tell an adult immediately if they find these items. These actions can prevent burn injuries.


Children younger than 5 years are at the greatest risk for burn deaths in a house fire. They often panic and hide in closets or under beds rather than escape safely. Parents need to practice fire drills with their children to teach them what to do in the event of a house fire. Preschoolers should become familiar with the sounds emitted by smoke alarms and should be taught to crawl under smoke and to check doors for heat.


Preschoolers are at an ideal age to learn what to do if their clothing ignites in flames. Instruct preschoolers to stop immediately if their clothes catch on fire and to cover the face and mouth with the hands. They should then drop to the ground and roll to smother the flames. This simple command (stop, drop, roll) can help prevent severe burn injuries. Teaching specific behaviors educates children to remain calm and not panic.

Firearm Safety

Guns are often kept in the home loaded and readily accessible to young children. Parents should be encouraged to critically evaluate their need for a firearm in the home. Do the potentially devastating risks outweigh any benefits of keeping a weapon in the home? The nurse should talk to all parents about gun safety at every well visit, because even though parents may not keep a gun in the house, children may visit friends whose parents do. Parents who choose to keep a gun in the home should receive anticipatory guidance about injury prevention. Guns kept in the home should always be unloaded, stored with trigger guards in place, securely locked in metal vaults, and inaccessible to all children. Ammunition should be stored in an inaccessible location separate from the gun.

Personal Safety

Preschoolers have an interest in establishing relationships with others as they expand the boundaries of their world. With the child’s increasing assertion of independence, parents are less able to provide the constant protection they once did.


Teaching children about personal safety encourages them to develop skills to detect danger and teaches appropriate ways to handle threatening situations. Strangers are often portrayed as evil characters, when in reality their appearance and approach may be nonthreatening and friendly. Distinguishing a stranger from a well-intentioned person is challenging and often difficult for the preschooler. Basic guidelines that a child needs to know about personal safety include saying no, getting away, and telling an adult.


Children need to know how to access emergency help if they need it. Parents should help their children learn to identify safety officials and how to dial 911 or other locally appropriate emergency numbers. Children need to respond to emergency operators with their full name, address, parent’s name, and other appropriate information and should remain on the phone until help arrives. Parents can practice this safety skill with their children to ensure proper reactions in an emergency and help the child understand what constitutes an emergency situation.

Sexual Abuse

Sexual abuse is another threat to personal safety. Preventing sexual abuse begins with teaching children the normal, healthy boundaries of their bodies and what constitutes inappropriate behavior. Often the perpetrators are known and trusted by the child. Abusers frequently intimidate the child into silence with threats of personal harm or suggestions that the child initiated the behavior. Children need to know that no matter how great the threat, if someone is touching their bodies in an inappropriate way, they should always tell an adult. If that adult cannot help them, they should tell as many adults as necessary until the inappropriate behavior is stopped (see Chapter 53).


Selected Issues Related to the Toddler

Toilet Training

Control of elimination is one of the major tasks of toddlerhood. Successful toilet training depends on both the child’s and parent’s readiness. The parent must be willing to spend the necessary time and emotional energy to encourage the child on a daily basis.


HEALTH PROMOTION


The 3-Year-Old Child

Focused Assessment


Ask the parent the following:



• How are you managing any discipline problems your child may be having?


• Have you been able to encourage your child to be independent? Does your child’s developing independence create anxiety or conflict for you? Is your child in preschool or daycare? How many hours or days?


• How does your child get along with other children the same age?


• How well does your child communicate with others? Do you have any concerns about your child’s speech?


• How well is your child doing with toilet training?


• What activities do you enjoy doing together?
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Developmental Milestones



Personal/social: Puts on articles of clothing; brushes teeth with help; washes and dries hands using soap and water; notices gender differences and identifies with children of own gender; exhibits sexual curiosity, may begin to masturbate; knows own name and names one or more friends; increasing independence, may start preschool; ritualistic; understands taking turns and sharing but may not be ready to do so; begins to show fears (dark, shadows, animals)


Fine motor: Vision approaches 20/20; builds a tower of at least eight blocks; begins purposeful drawing, can imitate a circle and a cross and draw a person with three parts; feeds self well


Language/cognition: Increasing vocabulary with intelligible speech, although dysfluency is common (thinks faster than can talk); names four familiar objects and begins to describe qualities or actions of objects; knows meaning of common adjectives (sleepy, hungry, hot); begins color identification; uses symbolic language; still egocentric; increased concept of time, space, causality; constantly asks “how” and “why” questions; can count to three; can tell full name, age, and gender


Gross motor: Jumps with both feet up and down and over a short distance; throws a ball overhand; catches a large ball with both hands; balances on each foot for at least 2 sec; begins to ride a tricycle



Critical Milestones∗



Personal/social: Brushes teeth with help, puts on clothing, feeds a doll


Fine motor: Builds a tower of at least four to six cubes


Language/cognition: Points to and names four familiar pictures (cat, horse, bird, dog, man); speech understandable 50% of the time


Gross motor: Throws a ball overhand; jumps; kicks a ball forward



Health Maintenance

Physical Measurements



Continue to plot height, weight, and body mass index (BMI)


Growth rate is similar to that of a 2-year-old



Immunizations



Administer any immunizations not given previously according to the recommended schedule


Influenza vaccine annually



Health Screening



Objective vision screening using an appropriate chart (see Chapter 33)


Objective hearing screening with age-appropriate audiometric equipment


Blood pressure measurement


Hemoglobin, hematocrit, and lead screening


Tuberculosis (TB) screening if at risk


Fasting lipid screen if at risk









Anticipatory Guidance

Nutrition



Similar to that of a 2-year-old


Vitamin D supplementation 400 IU/day if consuming less than 1 L (33 oz) per day of milk and vitamin D–fortified foods



Elimination



Usually is toilet trained but not at night



Dental



Continue to have the child brush with toothpaste


Parent should floss the child’s teeth


Child should see the dentist every 6 months



Sleep



Similar to that of a 2-year-old


May relinquish the nap


Consider changing to a full bed if climbing out of the crib


May begin to experience night terrors



Hygiene



Similar to that of a 2-year-old


Remind the child about good handwashing, especially after toileting and before meals



Safety



Review choking on food, street safety, water safety, sun protection, outside poisons, playground safety


Discuss bicycle and tricycle safety, fire safety, car seats (child should be in an approved forward-facing car safety seat until age 4 years or until larger than the manufacturer’s recommended size and weight for the particular model)



Self-Esteem and Competence



Model appropriate social behavior


Encourage your child to learn to make choices


Help your child to express emotions appropriately


Spend individual time with your child daily, and encourage your child to talk about the day’s events


Provide consistent and loving limits to help your child learn self-discipline



Play



Similar to that of a 2-year-old


Likes imitative toys, large building blocks, musical toys, and riding toys such as large trucks


Limit television viewing time






∗Guided by Denver Developmental Screening Test II.




Toilet training is one of the most frustrating and time-consuming tasks that parents face. It can be so frustrating for some that researchers have linked toilet training accidents with many cases of child abuse. Parents who do not understand normal growth and development patterns often have unrealistic expectations and can become frustrated to the point of rage.


The nurse can assist parents by explaining developmental milestones and encouraging parents not to begin training until the child shows signs of readiness. Toilet training proceeds at different times in different cultures. Helping the parent recognize signs of readiness and factors that interfere with toilet training, such as stress, can make the training easier (Box 7-4). The parent may not have the necessary reserves of patience and energy for toilet training during stressful times, such as near the birth of another child or while moving to a new house. Training may be easier if it is postponed until routines return to normal.




BOX 7-4


Signs of Readiness for Toilet Training



Physical Readiness



Child can remove own clothing.


Child is willing to let go of a toy when asked.


Child is able to sit, squat, and walk well.


Child has been walking for 1 yr.



Psychological Readiness



Child notices if diaper is wet.


Child may indicate that diaper needs to be changed by pulling on diaper, squatting, or repeating a word or phrase.


Child communicates need to go to the bathroom or can get there by self.


Child wants to please parent by staying dry.






The nurse can assist parents with toilet training the toddler by explaining the importance of maturation to successful toilet training. Parents need to know that both physical readiness and psychological readiness are necessary for toilet training to be successful. Myelinization of the spinal cord, which usually occurs between 12 and 18 months, must be complete before the child can voluntarily control bowel and bladder sphincters. The nurse can offer anticipatory guidance to parents by teaching them the signs that the toddler is ready for toilet training. The average toddler is not ready for toilet training to begin until 18 to 24 months of age. Waiting until the child is 24 to 30 months old makes the task considerably easier because toddlers of this age are less negative and usually are more willing to control their sphincters to please their parents. Nurses advise parents to try to be tuned in to their child’s individual elimination patterns and responses to facilitate the ease of achieving control (AAP, 2003/2010).


There are no set rules or timetables for toilet training (Figure 7-7). The age at which toilet training is usually begun varies from culture to culture. If the child resists, training may be stopped for 30 to 60 days before it is begun again. Bowel control is usually achieved before bladder control. Some children, however, do achieve daytime bladder control before bowel control, which can be somewhat distressful for parents. Daytime bladder control occurs before nighttime bladder control. A relaxed, child-centered approach, with plenty of praise for each success, is most effective. Punishment and coercive techniques cause feelings of shame and lead to power struggles. The child should not be forced to sit on the toilet for long periods. Successful toilet training is a gradual process, and relapses must be expected. Toileting accidents often occur when children are too busy playing to notice a full bladder until too late. Many children cannot remain completely dry until age 3 years. Parents should respond to accidents with tolerance instead of scolding or shaming the child.


[image: image]
FIG 7-7 No set rules exist for toilet training. The nurse can help parents understand that both physical readiness and psychological readiness are necessary for success.



Temper Tantrums

Temper tantrums are a common toddler response to anger and frustration and often result from thwarted attempts at mastery and autonomy. Tantrums may also occur as an emotional release of tension after a long, tiring day. Unable to express anger in more productive ways because of limited language and reasoning abilities, toddlers may react by screaming, kicking, throwing things, or even biting themselves or banging their heads. Tantrums occur more often when toddlers are tired, hungry, bored, or excessively stimulated.


The nurse can help parents by identifying strategies to decrease the frequency of tantrums. Limiting situations that are too much for the child to handle is helpful. Anticipating periods of fatigue, having a snack ready before the child gets too hungry, and offering the toddler choices when possible can minimize temper tantrums. Parental practices such as inconsistency, permissiveness, excessive strictness, and overprotectiveness increase the probability of tantrums.


Toddlers need appropriate and consistent limits. Letting the child know that temper tantrums will not be tolerated gives the child a sense of security. The intensity of a toddler’s outburst almost seems to be a plea for someone to stop the behavior. Probably the most effective method for handling tantrums is to isolate safely and then ignore the child. The child should learn that nothing is gained from a tantrum, not even attention. Giving in to the child’s demands or scolding the child only increases the behavior. Toddlers stop using tantrums when they do not achieve their goals and as their verbal skills increase. Once the tantrum has subsided and the toddler has regained some self-control, the parent should offer comfort and let the child know that limits are necessary and that the child is loved. Acknowledging the child’s angry feelings and rewarding more mature ways of expressing them assist the child in gaining self-control.

Sibling Rivalry

Sharing parents’ love and attention is difficult for most toddlers. Often toddlers have intense feelings of jealousy and envy toward a new infant sibling. Toddlers’ egocentrism makes understanding that a parent can love more than one child at a time difficult.


Because the infant needs a great deal of time and attention, the toddler’s routine is disrupted. The toddler has limited resources to cope with such stress and may react by treating the baby roughly, damaging property, or harming pets. The toddler may exhibit signs of regression by asking for a bottle or pacifier or by using baby talk.


Any changes, such as moving the toddler to a new bedroom or beginning daycare, should be made as far in advance as possible so that the toddler will not feel displaced by abrupt changes when the baby arrives. Many hospitals offer sibling preparation classes. When the mother and infant come home from the hospital, the mother’s first concern should be greeting the older sibling. It is helpful if the father or another caregiver carries the newborn, to allow the mother’s arms to be free to hug the waiting toddler and express how much she missed her child. A toddler’s jealous feelings can become intense when visitors lavish gifts and praise on the baby. Giving an inexpensive


PARENTS WANT TO KNOW


Strategies to Decrease Sibling Rivalry



• Include the toddler in preparations for the new baby.


• Explain to the toddler what new babies are like.


• Let the child feel the fetus move.


• Read picture books about new siblings.


• Talk about changes that the newborn might create.


• Acknowledge the older child’s feelings about these changes.


• Refer to the baby as “ours.”





gift to the toddler each time the baby receives one can minimize these feelings. Visitors should be encouraged to pay attention to the older child as well as the baby. Parents should anticipate behavior changes, even if the toddler has been prepared for the arrival of a new baby. The parents should be present when the toddler is with the infant to prevent the toddler from inadvertently harming the newborn sibling.


Toddlers should be helped to recognize and identify negative feelings toward a new sibling. Firm limits must be set, however, if the toddler tries to harm the baby. The child may be told “It’s okay to feel like you don’t like the baby right now, but it’s not okay to hurt the baby.” Praise should be given for affectionate, cooperative behavior.


Planned, uninterrupted private time is important to maintain feelings of closeness between parent and toddler. Even 10 or 15 minutes each day while the baby is sleeping is valuable. Allowing the toddler to choose an activity for this time with the parent makes it even more special. This special time should be given to the child each day, regardless of the child’s behavior.


Selected Issues Related to the Preschooler



Stuttering

Stuttering, or stammering, is a disturbance in the flow and time patterning of speech. During the preschool years, children often have experiences they want to share but have difficulty putting the words together. Children this age commonly repeat whole words or phrases and interject “uh” and “um” in their speech. As children’s communication skills develop, most grow out of their normal developmental dysfluency. Dysfluency may be more frequent during times of excitement when formulating long and complex sentences, or when trying to think of a particular word.


Reactions from others can worsen the dysfluency. Indications for referral include the presence of whole-word or part-word repetitions, sound prolongations, word pauses, facial tension or appearance of discomfort when talking, avoidance of talking, and suspicion of an underlying neurologic or psychological condition (Kliegman, 2011).


Parents can help their child by focusing on the ideas the child is expressing, not on the way the child is speaking. Parents should not complete their child’s sentences or draw attention to their child’s speech. They should not criticize or correct the child’s speech and should advise others to do the same (see Parents Want to Know: How to Help the Child Who Stutters).






PARENTS WANT TO KNOW


How to Help the Child Who Stutters



• Listen closely when your child speaks and refrain from interrupting.


• Speak slowly and clearly and pause frequently. Speak in short sentences. Doing so provides a model for the child and gives the child more time to understand what is being said and to formulate thoughts.


• Designate time every day to listen and talk individually with your child without distractions or competition from other family members.


• Restrict the number of questions you ask your child at one time. Do not ask a second question before the first question is answered. Be sure to listen attentively to the child’s answer.


• Observe situations where the child’s fluency is increased or decreased, and try to maximize the situations that lead to fluent behavior.


• Look directly at your child when she or he is talking to convey interest in what is being said.


• Recognize that certain environmental factors may have a negative effect on fluency: stress, competition to speak, excitement, time pressure, arguments, fatigue, new situations, unfamiliar listeners.


• Model your behavior to assist other family members to communicate with each other and with the child and immediately and privately address any issues of teasing.


• Show your child love and acceptance.



Data from Guitar, B., & Conture, E. (2008). 7 Tips for talking with your child. Retrieved from www.stutteringhelp.org; Mullenmaster, S., & Spillers, C. (2011). Do’s and don’ts when speaking with someone who stutters. Retrieved from www.d.umn.edu.






Preschool and Daycare Programs

A quality daycare program provides an environment in which the child can expand social and play skills as well as manipulate play materials unavailable at home. Working mothers often express guilt and concern about the effect of daycare on their children’s emotional well-being and cognitive development. Some concerns about the effect of daycare on the child’s development can be minimized by careful selection of the daycare facility.


The nurse is in an excellent position to advise parents about child care. Parents need specific advice about options that are affordable but will not compromise the child’s health and development. Parents need to visit the provider or daycare center to evaluate the quality of the program. Areas to evaluate include the attitude and qualifications of the caregivers, as well as operating procedures, costs, child-care and disciplinary practices, meals, safety precautions, sanitary conditions, and the child-to-staff ratio. The parent should ask to see the center’s health policy manual.


The child needs preparation before beginning daycare and information about what to expect in simple, concrete terms. Emphasizing the exciting parts of the experience will help the child view the experience positively. The parent should also explain the reason for separation. Imaginative preschoolers may believe that they are being “sent away” because of some misdeed.


HEALTH PROMOTION


The 4- and 5-Year-Old Child

Focused Assessment


Ask the parent the following:



• Have you been able to encourage your child to be independent? Does your child’s increasing independence create any anxiety or conflict for you?


• Is your child in preschool or daycare? How many hours or days?


• How does your child get along with other children the same age?


• How well does your child communicate with others? Do you have any concerns about your child’s speech?


• Has your child’s play become more imaginative? Does your child describe any fears?


• Can your child independently manage feeding, cleanliness, toileting, and dressing?


• Have you started giving your child small responsibilities or chores to do around the house?


• What activities do you enjoy doing together?



[image: image]

Developmental Milestones



Personal/social: Develops a sense of initiative; learns new skills and games; begins problem solving; develops a positive self-concept; develops a conscience: begins to learn right from wrong and good from bad (based on reward and punishment); learns to understand rules; identifies with parent of same gender, often closely imitating characteristics; aware of gender differences; independence in self-care; sociable and outgoing (might be aggressive or bossy); has an attention span of approximately 20 minutes


Fine motor: Proficient holding a crayon or pencil, draws purposefully; copies circle, cross, square, diamond, and triangle; draws a person with several body parts; drawings resemble familiar objects or people; may begin to write name or numbers; can tie shoelaces


Language/cognitive: Vocabulary of 1500 words; begins to understand concepts of size and time (related to familiar events such as meals and bedtime); understands two opposites (e.g., same/different, hot/cold, big/little); can follow several directions consecutively; uses four-word sentences with prepositions (e.g., on, under, behind); defines five words, counts to five, names four colors; begins to see others’ viewpoints; uses magical thinking; very imaginative; can complete an 8- to 10-piece puzzle


Gross motor: Hops on one foot or alternate feet; walks heel to toe (front and back); balances on each foot for longer time; begins to ride bicycle with training wheels; throws and catches a ball; walks downstairs using alternate feet



Critical Milestones∗



Personal/social: Puts on a T-shirt; washes and dries hands; names a friend


Fine motor: Imitates a vertical line; wiggles thumbs; builds a tower of eight cubes


Language/cognitive: Knows two adjectives (e.g., tired, hungry, cold); identifies one color; knows the use of two objects (e.g., cup, chair, pencil)


Gross motor: Balances on each foot for 1 sec; jumps forward; throws a ball overhand



Health Maintenance

Physical Measurements



Weight increases 2.25 kg (5 lb) per year


Height increases approximately 7.5 cm (3 inches) per year


Compute and plot body mass index (BMI)



Immunizations



Diphtheria-tetanus-acellular pertussis (DTaP) #5; inactivated poliovirus (IPV) #4; measles-mumps-rubella (MMR) #2; varicella #2


Influenza vaccine annually



Health Screening



Hemoglobin and lead screen


Vision


Audiometry


Blood pressure


Fasting lipid screen if at risk


Tuberculosis (TB) screening if at risk



Anticipatory Guidance



Provide information and health teaching to the child as well as the parent



Nutrition



Continue as for a 3-year-old


Provide nutritious snacks (child too often in a hurry to eat at mealtime)


Begin to emphasize table manners


Vitamin D supplementation 400 IU/day if consuming less than 1 L (33 oz) per day of milk and vitamin D–fortified foods



Elimination



Bowel movements once or twice daily


Urinary output 1000 mL/day


Nighttime control achieved



Dental



Dental examinations every 6 months


Continue brushing and flossing


Child might begin to lose deciduous teeth



Sleep



10 to 12 hr, no nap


May experience night terrors or nightmares



Safety



Review bicycle safety, playground safety, fire safety, poisoning (outside plants), pedestrian safety, automobile safety, sun protection


May change to an approved booster seat if child has outgrown the forward-facing car safety seat


Discuss gun safety, stranger awareness, good touch versus bad touch



Self-Esteem and Competence


Discuss the following with the parent:



• Modeling appropriate social behavior; begin to include participation in religious services


• Encouraging the child to learn to make choices


• Helping the child to express emotions appropriately


• Spending individual time with the child daily and encouraging the child to talk about the day’s events


• Providing consistent and loving limits to help the child learn self-discipline


• Encouraging curiosity, and providing formal learning experiences


• Establishing opportunities for the child to do small household chores


• Assessing the child’s readiness for kindergarten entrance, and beginning to prepare the child for the school experience



Play



Peak of imaginative play: Misbehavior projected onto inanimate object or imaginary friend; participate in imaginary play; encourage curiosity and creativity


Teach songs and nursery rhymes


Read to the child frequently


Teach basic skills of sports and games


Provide playground equipment, household and garden tools, dress-up clothes, building and construction toys, art supplies, more sophisticated books and puzzles


Limit television viewing time






∗Guided by Denver Developmental Screening Test II.




When parents must take their child to a baby-sitter or daycare center, they should give the child an explanation for the separation. A statement such as “I have to work so I can buy food and clothes for the family and toys for you” is not adequate. In response to this explanation, one 3-year-old boy wailed, “But I have enough toys!” More effective would be to explain the separation by saying, “We both have work to do. My work is at my office, and your work is at school.”


The parent should reassure the child (“I’m really going to miss you today, and I wish you could be with me”) and let the child know that separation is painful for the parent as well but is necessary. At the end of the day, when picking up the child, the parent should tell the child how happy the parent is to see the child. By responding to the child’s feelings, parents can lessen the stress of separation.


Transition objects may help the child adjust to the new environment. Providing the staff with information about the child’s interests, home routine, special terms, and names of pets and siblings helps the new caregiver make the child feel more comfortable. Parents should always assure the child that they will return to take the child home at the end of the day.

Preparing the Child for School

Preparation for school begins long before the preschool period. The earliest interactions between parent and infant lay the foundation for school readiness. Probably the most important factor in the development of academic competency is the relationship between parent and child. Parents who are attuned to their child and who structure the environment to provide challenges as well as security facilitate the child’s cognitive growth. An interesting environment, combined with parental encouragement and support, maximizes the child’s potential.


Parents are the child’s first and most important teachers. They structure the child’s environment and offer opportunities for learning. Visiting a zoo, fire station, or museum and talking about the experience increase the child’s general knowledge and vocabulary. Cooking together, playing simple games, or putting together puzzles also fosters intellectual development. Playing with clay, paint, and scissors promotes fine motor skills and provides opportunity for self-expression. Reading to the child is one of the most valuable activities for promoting school readiness. Listening to stories and discussing them can promote reading readiness. Dramatic play encourages reading readiness by providing opportunities for symbolic thinking and problem solving.


Preschool and daycare programs can supplement the developmental opportunities provided by parents at home. Opportunities to play with other children and learn how to share the attention of an adult are some benefits of a good preschool program. Head Start programs offer low-income children and their families opportunities for remedial and supportive activities. Kindergarten provides a transition between home and first grade through a structured learning environment. In kindergarten, children prepare for school by learning to cooperate with other children, developing listening skills, and forming a positive attitude toward school.


Nurses can provide parents with strategies designed to promote safety as part of preparation for school. Teaching children about street safety and dealing with strangers and ensuring that children know their home telephone numbers and addresses are important aspects of preparation for school.


Not every 5-year-old is ready for kindergarten. Both chronologic age and developmental maturity should be considered in the assessment of a child’s readiness for school (Box 7-5). At this age, boys tend to lag behind girls developmentally by approximately 6 months.




BOX 7-5


Checklist for School Readiness



• Child is physically healthy and strong enough to enjoy the challenge of going to school and handle the increased stresses involved.


• Child attends to own toileting needs and washes hands independently.


• Child can separate from parent and spend several hours each day in an unfamiliar place with adults and children who are largely unknown at first.


• Child’s attention span is long enough that child can sit for a fairly long period and concentrate on one thing at a time, gradually learning to enjoy the practicing and problem-solving activity involved.


• Child can listen to and follow two- or three-part instructions.


• Child can restrict talking to appropriate times.


• Child is able to tolerate the frustration of not receiving immediate attention from the teacher or others; can wait for and take turns.


• Child has some basic hand-eye skills necessary for learning to read and write.


• Child can hold a pencil properly and turn pages one at a time.


• Child knows the alphabet and can recognize some letters visually.


• Child counts to 10.


• Child recognizes the colors of the rainbow.







KEY CONCEPTS



• The toddler’s slower physical growth rate (compared with an infant) leads to a reduced demand for calories and decreased appetite (physiologic anorexia).


• The combination of increased motor skills, immaturity, and lack of experience places the toddler at risk for unintentional injury. Anticipatory guidance for the parents about child-proofing the home is an essential nursing role.


• Children’s coordination and muscle strength increase rapidly between ages 3 and 5 years. Increases in brain size and nerve myelinization enable the child to perfect fine and gross motor skills. The preschool child has the skills needed to engage in activities such as running, riding a tricycle, cutting with scissors, and drawing.


• Toddlers’ behavior is characterized by negativism, ritualism, and egocentrism.


• The preschool years are a critical period for the development of socialization. Children need opportunities to play with others to learn communication skills and ways to get along with others. Preschool children learn to share and cooperate as they play in small groups. Their play is often imitative, dramatic, and creative.


• Preschoolers’ thinking is still magical and egocentric. They tend to understand events only as those events affect them, believing that everyone else has the same experience. Preschool children may be overwhelmed by guilt feelings if a loved one is injured or becomes ill because they believe their thoughts are powerful enough to cause events to happen.


• Toddlerhood is characterized by the struggle for autonomy as the child develops a sense of self as separate from the parent. Erikson (1963) defines the toddler’s task as centered on autonomy versus shame and doubt.


• According to Erikson, the developmental task of the preschooler is to gain a sense of initiative. The preschooler is busy learning how to do things and takes great pride in new accomplishments.


• Gender identity and body image are developing in the preschool period. Sexual curiosity, anatomic explorations, and masturbation are common. The nurse should encourage parents to answer the preschooler’s questions simply and honestly. Children should not be shamed or punished for self-comforting behaviors or for investigating gender differences.


• Food jags and physiologic anorexia are common occurrences in the young child.


• Toddlers need approximately 12 to 14 hours of sleep per day.


• The preschooler needs an average of 10 to 12 hours of sleep in a 24-hour period. Because of the preschooler’s active imagination and immaturity, sleep problems are common.


• Firm, consistent discipline helps toddlers learn self-control. Effective discipline techniques include time-outs, diversion, and positive reinforcement.


• Preschool children need consistent discipline to learn acceptable behavior. Appropriate limit setting helps the child learn self-confidence, self-control, and moral values. Discipline techniques that are effective at this age include time-out, time-in, the use of restricted choices, and diversion.


• All 20 deciduous teeth are present by age 3 years. Proper care of deciduous teeth is crucial for the child’s general health and for the health and alignment of permanent teeth. Nurses should teach parents the importance of good oral hygiene, adequate fluoride intake, good nutrition, and regular dental checkups.


• Nurses can help parents with toilet training by explaining the signs of physical and psychological readiness. Readiness depends on myelinization of the nerve pathways that enable the child to control the bowel and bladder sphincters.


• Sibling rivalry can be minimized with techniques such as including the toddler in preparations for the new baby, acknowledging the toddler’s negative feelings while setting appropriate limits, and affirming the toddler as special and loved.


• The nurse plays an important role in helping parents prepare their children for school and in assessing children’s readiness for school. Parents can help their child succeed in school by providing a stimulating environment and encouragement and support.


• Health promotion for the toddler or preschool child includes ensuring adequate sleep, optimal nutrition, dental care, immunizations, and prevention of injuries.
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Chapter 8


Health Promotion for the School-Age Child

Learning Objectives

After studying this chapter, you should be able to:



• Describe the school-age child’s normal growth and development and assess the child for normal developmental milestones.


• Describe the maturational changes that take place during the school-age period and discuss implications for health care.


• Identify the stages of moral development in the school-age child and discuss implications for effective parenting strategies.


• Discuss the effect school has on the child’s development and implications for teachers and parents.


• Discuss anticipatory guidance related to various health and safety issues seen in the school-age child.


• Describe anticipatory guidance that the nurse can offer to decrease children’s stress.
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Middle childhood, ages 6 to 11 or 12 years, is probably one of the healthiest periods of life. Slow, steady physical growth and rapid cognitive and social development characterize this time. During these years, the child’s world expands from the tight circle of the family to include children and adults at school, at a worship community, and in the community at large. The child becomes increasingly independent. Peers become important as the child starts school and gradually moves away from the security of home. This period is a time for best friends, sharing, and exploring.


The school years also are a time that can be stressful for a child, and this stress can impede the child’s successful achievement of developmental tasks. The Healthy People 2020 objectives that relate to school-age children include such goals as reducing obesity, improving nutrition, facilitating access to dental and mental health care, increasing physical activity, and preventing high-risk behaviors.

Growth and Development of the School-Age Child

The school-age child develops a sense of industry (Erikson, 1963) and learns the basic skills needed to function in society. The child develops an appreciation of rules and a conscience. Cognitively, the child grows from the egocentrism of early childhood to more mature thinking. The ability to solve problems and make independent judgments that are based on reason characterizes this new maturity. The child is invested in the task of middle childhood: learning to do things and do them well. Competence and self-esteem increase with each academic, social, and athletic achievement. The relative stability and security of the school-age period prepare the child to enter the emotional and physical changes of adolescence.

Physical Growth and Development

The school-age years are characterized by slow and steady growth. The physical changes that occur during this period are gradual and subtle. Although growth rates vary among children (Figure 8-1), the average weight gain is 2.5 kg (5½ lb) per year, and the average increase in height is approximately 5.5 cm (2 inches) per year. During the early school-age period, boys are approximately 1 inch taller and 2 lb heavier than girls. At around age 10 or 11 years, girls begin to catch up in size as they undergo the preadolescent growth spurt. By age 12 years, girls are 1 inch taller than boys and 2 lb heavier. This growth spurt, which signals the onset of puberty, occurs






HEALTH PROMOTION


Healthy People 2020 Objectives for School-Age Children




	ECBP-2
	Increase the proportion of elementary, middle, and senior high schools that provide comprehensive school health education to prevent health problems in the following areas: unintentional injury; violence; suicide; tobacco use and addiction; alcohol or other drug use; unintended pregnancy, HIV/AIDS, and sexually transmitted disease (STD); unhealthy dietary patterns; and inadequate physical activity.



	ECBP-4
	Increase the proportion of elementary, middle, and senior high schools that provide school health education to promote personal health and wellness in the following areas: hand washing or hand hygiene; oral health; growth and development; sun safety and skin cancer prevention; benefits of rest and sleep; ways to prevent vision and hearing loss; and the importance of health screenings and checkups.



	DH-14
	Increase the proportion of children and youth with disabilities who spend at least 80% of their time in regular education programs.



	IVP-21
	Increase the number of States and the District of Columbia with laws requiring bicycle helmets for bicycle riders (especially for children younger than age 15 years).



	MHMD-6
	Increase the proportion of children with mental health problems who receive treatment.



	NWS-10
	Reduce the proportion of children and adolescents who are overweight or obese.



	NWS-17—20
	Increase the contribution of number and variety of vegetables, fruits, and whole grains in the population ages 2 years and older; reduce consumption of solid fats (including saturated fats), added sugars, and sodium, and increase the consumption of calcium.



	OH-1.2
	Reduce the proportion of children aged 6 to 9 years with dental caries experience in their primary and permanent teeth.



	OH-9 and OH-12.2
	Increase the proportion of school-based health centers with an oral health component that includes dental sealants, dental care, and topical fluoride, and increase the proportion of children aged 6 to 9 years who have received dental sealants on one or more of their permanent first molar teeth.



	PA-4
	Increase the proportion of the nation’s public and private schools that require daily physical education for all students.



	PA-8.2
	Increase the proportion of children and adolescents aged 2 years through 12th grade who view television, videos, or play video games for no more than 2 hours a day.





Modified from United States Department of Health and Human Services. (2010). Healthy People 2020. Retrieved from www.healthypeople.gov.





usually between ages 12 and 14 years and occurs 2 years later in boys than in girls.
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FIG 8-1 Growth and development of the school-age child.
Children of the same age can vary significantly in height and physical development. School-age children often have a snaggle-tooth appearance while they are losing their primary teeth. Organizations such as Girl Scouts help foster self-esteem and competence.



Body Systems

School-age children appear thinner and more graceful than preschoolers do. Musculoskeletal growth leads to greater coordination and strength. The muscles are still immature, however, and can be injured from overuse. Growth of the facial bones changes facial proportions. As the facial bones grow, the eustachian tube assumes a more downward and inward position, resulting in fewer ear infections than in the preschool years. Lymphatic tissues continue to grow until about age 9 years; immunoglobulin A and G (IgA, IgG) levels reach adult values at approximately 10 years. Enlarged tonsils and adenoids are common during these years and are not always an indication of illness. Frontal sinuses develop at age 7 years. Growth in brain size is complete by 10 years. The respiratory system also continues to mature. During the school-age years, the lungs and alveoli develop fully and fewer respiratory infections occur.

Dentition

During the school-age years, all 20 primary (deciduous) teeth are lost and are replaced by 28 of the 32 permanent teeth. All permanent teeth, except the third molars, erupt during the school-age period. The order of eruption of permanent teeth and loss of primary teeth is shown in Figure 33-7. The first teeth to be lost are usually the lower central incisors, at around age 6 years. Most first-graders are characterized by a snaggle-tooth appearance (see Figure 8-1), and visits from the “tooth fairy” are important signs of growing up.

Sexual Development

Puberty is a time of dramatic physical change. It includes the growth spurt, development of primary and secondary sexual characteristics, and maturation of the sexual organs. The age at onset of puberty varies widely, and puberty is occurring at an earlier age than previously thought (Biro, Galvez, Greenspan, et al., 2010). Onset of puberty is no longer unusual in girls who are 8 or 9 years old. On the average, African-American girls begin puberty 1 year earlier than white girls and by age 8 years, 42.9% of African-American girls, as compared to 18.3% of white girls, demonstrate initial signs of pubertal development (e.g., breast budding; Biro et al., 2010). The reason for the earlier development among African-American girls is not known; however, recent research suggests that it may be related to food intake patterns. Puberty begins about 1½ to 2 years later in boys.


Menarche, the onset of menstruation, occurs, on average, during the 12th year, however, with the decrease in the age of puberty onset, the age at menarche is also likely to decrease.
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Components of Sex Education



• Basic anatomy and physiology


• Body functions


• Expected changes related to puberty


• Menstruation, nocturnal emissions


• Reproduction


• Teenage pregnancy


• Human immunodeficiency virus (HIV) infection


• Sexually transmitted disease (STD)





Females who are significantly overweight tend to have earlier onset of puberty and menarche. Because puberty is occurring increasingly earlier, many 10- and 11-year-old girls have already had menarche. Wide variations in maturity at this age are a common cause of embarrassment because the school-age child does not want to appear different from peers. Children who mature either early or late may struggle with feelings of self-consciousness and inferiority. Table 9-1 describes the usual sequence of appearance of secondary sex characteristics during the school-age and adolescent periods.


Because of the earlier onset of puberty, sex education programs should be introduced in elementary school. Nurses are in an excellent position to serve as resource persons for parents and teachers who are responsible for sex education. Children’s questions about sexuality and related issues should be answered honestly and in a matter-of-fact way. If sex education is presented within the context of learning about the human body, with its wonders and mysteries, children are less likely to feel embarrassed and anxious. Regardless of whether sex education is a part of a formal school curriculum, children need accurate information. Basic anatomy and physiology, information about body functions, and the expected changes of puberty should be introduced to children before the onset of puberty. Older school-age children need information about menstruation, nocturnal emissions, and reproduction. Sex education programs must also include information about responsible sexuality and related issues, such as teenage pregnancy, human immunodeficiency virus (HIV), and other sexually transmitted diseases (STDs).


Motor Development



Development of Gross Motor Skills

During the school years, coordination improves. A developed sense of balance and rhythm allows children to ride a two-wheeled bicycle, dance, skip, jump rope, and participate in a variety of sports. As puberty approaches in the late school-age period, children may become more awkward as their bodies grow faster than their ability to compensate.

Importance of Active Play

School-age children spend much of their time in active play, practicing and refining motor skills. They seem to be constantly in motion. Children of this age enjoy active sports and games, as well as crafts and fine motor activities (Box 8-1). Activities requiring balance and strength, such as bicycle riding, tree climbing, and skating, are exciting and fun for the school-age child. Coordination and motor skills improve as the child is given an opportunity to practice.




BOX 8-1


AGE-RELATED ACTIVITIES AND TOYS FOR THE SCHOOL-AGE CHILD



General Activities



Play becomes organized with more direction.


Early school-age child continues dramatic play with increased creativity but loses some spontaneity.


Child is aware of rules when playing games.


Child begins to compete in sports.



Toys and Specific Types of Play



Collections, drawing, construction, dolls, pets, guessing games, complicated puzzles, board games, riddles, physical games, competitive play, reading, bicycle riding, hobbies, sewing, listening to the radio, watching television and videos, cooking.






Children should be encouraged to engage in physical activities. During the school-age years, children learn physical fitness skills that contribute to their health for the rest of their lives. Cardiovascular fitness, strength, and flexibility are improved by physical activity. Popular games such as tag, jump rope, and hide-and-seek provide a release of emotional tension and enhance the development of leader and follower skills.


Team sports, such as soccer and baseball, provide opportunities not only for exercise and refinement of motor skills but also for the development of sportsmanship and teamwork. Nurses should advise parents on ways to prevent sports injuries and


PATIENT-CENTERED TEACHING


Assessing an Organized Recreational Sports Program


Whenever your child begins playing in an organized recreational sports program, you need to consider the following:



• Coaches’ training: Coaches not only need to understand how to play a sport and to teach it to young children but also should have undergone a training program in injury prevention and first aid. Check to see that the training emphasizes preventing overuse injuries.


• Coaches’ attitude: Coaches should have a positive, encouraging manner with children—not critical and demeaning. Check whether the coach emphasizes skill development and plays all the children, regardless of whether required to. Be sure the coach is a good role model on the field and is courteous to referees, other coaches, and the children. Avoid coaches who have a “win at all costs” philosophy.


• Safety: Check to see that protective and athletic equipment is used correctly by all children participating in the sport. Facilities and equipment should be well maintained and safe. Be sure your child has enough fluids available and that the child stretches before playing. Children should be divided into teams according to size and maturation level rather than by age. Many sports programs require a preseason physical examination.


• Enjoyment: Sports programs can do wonderful things for your child’s skill development, confidence, sense of cooperation, and self-esteem. Remember that it is your child playing the sport and not you. Be encouraging and positive, help the child when asked, and cheer the team on in an appropriate manner.





how to assess a recreational sports program (see the Patient-Centered Teaching box: Assessing an Organized Recreational Sports Program). Sports activities should be well supervised, and protective gear (e.g., helmets for T-ball, shin guards for soccer) should be mandatory.


Obesity has become a major problem in children in the United States, with 20% of children ages 6 to 11 years being overweight (National Center for Health Statistics, 2011). Time spent watching television, watching movies or playing computer games often diminishes a child’s interest in active play outside. Nurses can help reverse this trend by advising parents to limit their children’s television watching time to 2 hours or less per day and to encourage them to engage in more active play. Parents need to provide adequate space for children to run, jump, and scuffle. Children should have enough free time to exercise and play. Parents need to act as role models for both good nutrition and exercise.

Preventing Fatigue and Dehydration

Because children enjoy active play and are so full of energy, they often do not recognize fatigue. Six-year-olds in particular will not stop an activity to rest. Parents must learn to recognize signs of fatigue or irritability and enforce rest periods before the child becomes exhausted. Because the child’s metabolic rate is higher than an adult’s and sweating ability is limited, extremes in temperature while exercising can be dangerous. Dehydration and overheating can pose threats to the child’s health. Frequent rest periods and adequate hydration are essential for the child during physical exercise.

Development of Fine Motor Skills

Increased myelinization of the central nervous system is shown by refinement of fine motor skills. Balance and hand-eye coordination improve with maturity and practice. School-age children take pride in activities that require dexterity and fine motor skill, such as model building, playing a musical instrument, and drawing.


Cognitive Development

Thought processes undergo dramatic changes as the child moves from the intuitive thinking of the preschool years to the logical thinking processes of the school-age years. The school-age child gains new knowledge and develops more efficient problem-solving ability and greater flexibility of thinking. The 6-year-old and the 7-year-old remain in the intuitive thought stage (Piaget, 1962) characteristic of the older preschool child. By age 8 years, the child moves into the stage of concrete operations, followed by the stage of formal operations at around 12 years (Piaget, 1962). See Chapter 5 for a discussion of formal operations and Chapter 54 for a discussion of the child with cognitive deficits, including intellectual and developmental disabilities.

Intuitive Thought Stage

In the intuitive thought stage (6 to 7 years), thinking is based on immediate perceptions of the environment and the child’s own viewpoint (Piaget, 1962). Thinking is still characterized by egocentrism, animism, and centration (see Chapter 7). At 6 and 7 years old, children cannot understand another’s viewpoint, form hypotheses, or deal with abstract concepts. The child in the intuitive thought stage has difficulty forming categories and often solves problems by random guessing.

Concrete Operations Stage

By age 7 or 8 years, the child enters the stage of concrete operations. Children learn that their point of view is not the only one as they encounter different interpretations of reality and begin to differentiate their own viewpoints from those of peers and adults (Piaget, 1962). This newly developed freedom from egocentrism enables children to think more flexibly and to learn about the environment more accurately. Problem solving becomes more efficient and reliable as the child learns how to form hypotheses. The use of symbolism becomes more sophisticated, and children now can manipulate symbols for things in the way that they once manipulated the things themselves. The child learns the alphabet and how to read. Attention span increases as the child grows older, facilitating classroom learning.

Reversibility

Children in the concrete operations stage grasp the concept of reversibility. They can mentally retrace a process, a skill necessary for understanding mathematic problems (5 + 3 = 8 and 8 − 3 = 5). The child can take a toy apart and put it back together or walk to school and find the way back home without getting lost. Reversibility also enables a child to anticipate the results of actions—a valuable tool for problem solving.


The understanding of time gradually develops during the early school-age years. Children can understand and use clock time at around age 8 years. Although 8- or 9-year-old children understand calendar time and memorize dates, they do not master historic time until later.

Conservation

Gradually, the school-age child masters the concept of conservation. The child learns that certain properties of objects do not change simply because their order, form, or appearance has changed. For example, the child who has mastered conservation of mass recognizes that a lump of clay that has been pounded flat is still the same amount of clay as when it was rolled into a ball. The child understands conservation of weight when able to correctly answer the classic nonsense question, “Which weighs more, a pound of feathers or a pound of rocks?” The concept of conservation does not develop all at once. The simpler conservations, such as number and mass, are understood first, and more complex conservations are mastered later. An understanding of conservation of weight develops at 9 or 10 years old, and an understanding of volume is present at 11 or 12 years.

Classification and Logic

Older school-age children are able to classify objects according to characteristics they share, to place things in a logical order, and to recall similarities and differences. This ability is reflected in the school-age child’s interest in collections. Children love to collect and classify stamps, stickers, sports cards, shells, dolls, rocks, or anything imaginable. School-age children understand relationships such as larger and smaller, lighter and darker. They can comprehend class inclusion—the concept that objects can belong to more than one classification. For example, a man can be a brother, a father, and a son at the same time.


School-age children move away from magical thinking as they discover that there are logical, physical explanations for most phenomena. The older school-age child is a skeptic, no longer believing in Santa Claus or the Easter Bunny.

Humor

Children in the concrete operations stage have a delightful sense of humor. Around age 8 years, increased mastery of language and the beginning of logic enable children to appreciate a play on words. They laugh at incongruities and love silly jokes, riddles, and puns (“How do you keep a mad elephant from charging? You take away its credit cards!”). Riddle and joke books make ideal gifts for young school-age children. Evidence from multiple disciplines that address the needs of children suggests that children who have a good sense of humor may use it as a positive coping mechanism for stress associated with painful procedures and other situational life events.



Sensory Development



Vision

The eyes are fully developed by age 6 years. Visual acuity, ocular muscle control, peripheral vision, and color discrimination are fully developed by age 7 years. Just before puberty, some children’s eyes undergo a growth spurt, resulting in myopia. Children with poor visual acuity usually do not complain of vision problems because the changes occur so gradually that they are difficult to notice. Usual behaviors that parents notice include squinting, moving closer to the television, or complaints of frequent headaches. The young child may never have had 20/20 vision and has nothing with which to compare the imperfect vision. For these reasons, yearly vision screening is important for school-age children.

Hearing

With maturation and growth of the eustachian tube, middle ear infections occur less frequently than in younger children. However, chronic middle ear infections are a problem for a few children, when they result in hearing loss. Annual audiometric screening tests are important to detect hearing loss before unrecognized deficits lead to learning problems (see Chapter 55).


Language Development

Language development continues at a rapid pace during the school-age years. Vocabulary expands, and sentence structure becomes more complex. By age 6 years, the child’s vocabulary is approximately 8000 to 14,000 words. There is an increase in the use of culturally specific words at this age. Bilingual children may speak English at school and a different language at home.


Reading effectively improves language skills. Regular trips to the library, where the child can borrow books of special interest, can promote a love of reading and enhance school performance. School-age children enjoy being read to as well as reading on their own. Older children enjoy horror stories, mysteries, romances, and adventure stories.


School-age children often go through a period in which they experiment with profanity and “dirty” jokes. Children may imitate parents who use such words as part of their vocabulary.

Psychosocial Development



Development of a Sense of Industry

According to Erikson (1963), the central task of the school-age years is the development of a sense of industry. Ideally, the child is prepared for this task with a secure sense of self as separate from loved ones in the family. The child should have learned to trust others and should have developed a sense of autonomy and initiative during the preceding years. The school-age child replaces fantasy play with “work” at school, crafts, chores, hobbies, and athletics. The child is rewarded with a sense of satisfaction from achieving a skill, as well as with external rewards, such as good grades, trophies, or an allowance. School-age children enjoy undertaking new tasks and carrying them through to completion. Whether it is baking a cake, hitting a home run, or scoring 100 on a math test, purposeful activity leads to a sense of worth and competence. Successful resolution of the task of industry depends on learning to do things and do them well. School-age children learn skills that they will need later to compete in the adult world. A person’s fundamental attitude toward work is established during the school-age years.

Fostering Self-Esteem

The negative component of this developmental stage is a sense of inferiority (Erikson, 1963). If a child cannot separate psychologically from the parent or if expectations are set too high for the child to achieve, feelings of inferiority develop. If a child believes that success is unattainable, confidence is lost, and the child will not take pleasure in attempting new experiences. Children who have this experience will then have a pervasive feeling of inferiority and incompetence that will affect all aspects of their lives. The child who lacks a sense of industry has a poor foundation for mastering the tasks of adolescence. The reality is that no one can master everything. Every child will feel deficient or inferior at something. The task of the caring parent or teacher is to identify areas in which a child is competent and to build on successful experiences to foster feelings of mastery and success. Nurses can suggest ways in which parents and teachers can promote a sense of self-esteem and competence in school-age children (see the Patient-Centered Teaching box: How to Promote Self-Esteem in School-Age Children).




PATIENT-CENTERED TEACHING


How to Promote Self-Esteem in School-Age Children



• Give your children household responsibilities according to their developmental level and capabilities. Set reasonable rules, and expect the child to follow them.


• Allow your child to solve problems and make responsible choices.


• Give praise for what is praiseworthy. Do not be afraid to encourage your child to do better. Refrain from being critical, but gently point out areas that could be improved.


• Allow your children to make mistakes and encourage them to take responsibility for the consequences of their mistakes.


• Emphasize your child’s strengths and help improve weaknesses.


• Do not do your children’s homework for them because this will make them think you do not trust them to do a good job; provide assistance and suggestions when asked and praise their best efforts.


• Model appropriate behavior toward others.


• Provide consistent and demonstrative love.





At this age, the approval and esteem of those outside the family, especially peers, become important. Children learn that their parents are not infallible. As they begin to test parents’ authority and knowledge, the influence of teachers and other adults is felt more and more. The peer group becomes the school-age child’s major socializing influence. Although parents’ love, praise, and support are needed, even craved during stressful times, the child begins to prefer activities with friends to activities with the family. As the child becomes more independent, increasing time is spent with friends and away from the family.


The concept of friendship changes as the child matures. At 6 and 7 years old, children form friendships merely on the basis of who lives nearby or who has toys that they enjoy. By the time children are 9 or 10 years old, friendships are based more on emotional bonds, warm feelings, and trust-building experiences. Children learn that friendship is more than just being together. Children at 11 and 12 years are loyal to their friends, often sharing problems and giving emotional support. School-age children tend to form friendships with peers of the same sex. Developing friendships and succeeding in social interactions lead to a sense of industry. Friendships are important for the emotional well-being of school-age children. Friends teach children skills they will use in future relationships.


Children learn a body of rules, sayings, and superstitions as they enter the culture of childhood. Rules are important to children because they provide predictability and offer security. Learning the sayings, jokes, and riddles is an important part of social interaction among peers. Sayings such as “Step on a crack and you’ll break your mother’s back” or “Finders, keepers; losers, weepers” have been part of childhood lore for generations.


Children become sensitive to the norms and values of the peer group because pressure to conform is great. Children often find that it is painful to be different. Peer approval is a strong motivating force and allows the child to risk disapproval from parents.


The school-age years are a time of formal and informal clubs. Informal clubs among 6-, 7-, and 8-year-olds are loosely organized, with fluid membership. Membership changes frequently, and it is based on mutual interests, such as playing ball, riding bicycles, or playing with dolls. Children learn interpersonal skills, such as sharing, cooperation, and tolerance, in these groups.


Clubs among older school-age children tend to be more structured, often characterized by secret codes, rituals, and rigid rules. A club may be formed for the purpose of exclusion, in which children snub another child for some reason.


Formal organizations, such as Boy Scouts, Girl Scouts, Camp Fire USA, and 4-H, organized by adults, also foster self-esteem and competence as children earn ranks and merit badges. Transmission of societal values, such as service to others, duty to God, and good citizenship, is an important goal of these organizations.


Spiritual and Moral Development

Middle childhood years are pivotal in the development of a conscience and the internalization of values. Tremendous strides are made in moral development during these 6 years. Several theorists have described the dramatic growth that occurs during this stage.

Piaget

Piaget (1962) asserted that young school-age children obey rules because powerful, all-knowing adults hand them down. During this stage, children know the rules but not the reasons behind them. Rules are interpreted in a literal way, and the child is unable to adjust rules to fit differing circumstances. The perception of guilt changes as the child matures. Piaget stated that up to approximately age 8 years, children judge degrees of guilt by the amount of damage done. No distinction is made between accidental and intentional wrongdoing. For example, the child believes that a child who broke five china cups by accident is guiltier than a child who broke one cup on purpose. By age 10 years, children are able to consider the intent of the action. Older school-age children are more flexible in their decisions and can take into account extenuating circumstances.

Kohlberg

Kohlberg (1964) described moral development in terms of three levels containing six stages (see Chapter 5). According to Kohlberg’s theory, children 4 to 7 years old are in stage 2 of the preconventional level, in which right and wrong are determined by physical consequences. The child obeys because of fear of punishment. If the child is not caught or punished for an act, the child does not consider the act wrong. At this stage, children conform to rules out of self-interest or in terms of what others can do in return (“I’ll do this for you if you’ll do that for me.”). Behavior is guided by an eye-for-an-eye philosophy.


Kohlberg describes children between ages 7 and 12 years as being in stage 3 of the conventional level. A “good-boy” or “good-girl” orientation characterizes this stage, in which the child conforms to rules to please others and avoid disapproval. This stage parallels the concrete operations stage of cognitive development. Around age 12 years, children enter stage 4 of the conventional level. There is an orientation toward respecting authority, obeying rules, and maintaining social order. Most religions place the age of accountability at approximately 12 years.

Family Influence

Children manifest antisocial behaviors during middle childhood. Behaviors such as cheating, lying, and stealing are not uncommon. Often, children lie or cheat to get out of an embarrassing situation or to make themselves look more important to their peers. In most cases, these behaviors are minor; however, if they are severe or persistent, the child may need referral for counseling.


Parents and teachers profoundly influence moral development. Parents can teach children the difference between right and wrong most effectively by living according to their values. A father who lectures his child about the importance of honesty gives a mixed message when he brags about fooling his boss or cheating on his income tax return. The moral atmosphere in the home is a critical factor in the child’s personality development.


Children learn self-discipline and internalization of values through obedience to external rules. School-age children are legalistic, and they feel loved and secure when they know that firm limits are set on their behavior. They want and expect discipline for wrongdoings. For moral teaching to be effective, parents must be consistent in their expectations of their children and in administering rewards and punishment.

Spirituality and Religion

Spiritually, school-age children become acquainted with the basic content of their faith. Children reared within a religious tradition feel a part of their religion. Although their thinking is still concrete, children begin to use abstract concepts to describe God and are able to comprehend God as a power greater than themselves or their parents. Because school-age children think literally, spiritual concepts take on materialistic and physical expression. Heaven and hell fascinate them. Concern for rules and a maturing conscience may cause a nagging sense of guilt and fear of going to hell. Younger school-age children still tend to associate accidents and illness with punishment for real or imagined wrong-doing. One 6-year-old child hospitalized for an appendectomy said, “God saw all the bad things I did, and He punished me.” Reassurance that God does not punish children by making them sick reduces anxiety.
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RELIGION AND BASIC' BELIEFS PRACTICES
Christismity
Christianity is generally accepted to e the largest religious group in the world. There are hree major branches of Christianity and a number of religious traditions considered to be Christian. These traditions

have much in common relative to belicfs and practices, Belief in Jesus Christ as the son of God and the Messiah compriscs the central core of Christianity. Christians believe that it is through Jesus” death
and resurrection that salvation can be attained. They also believe that they are expected to follow the example of Jesus in il living. Study of biblical seripture; practicing faith, good works, and
sacramental rites (e.¢. baptism, communion, and others); and prayer are common among most Christian faiths.

Christian Science

Rased on scientific system of healing,
Beliefs derived from both the Bible and the book, Science, and Health
with Key 1o the Scriptures:
Prayer i the basis for spiritual, physical, emotional, and mental
healing, as apposed to medical intervention (Christian Science, 2011),
Healing i divinely natural, not mirsculous

Birth: Use physician or midwife duing childbirth. No haptism ceremony.
Dietary practices: Alcohol and tohacco are considered drugs and are not used. Coffee and tea also may be declined.
Death: Autopsy and donation of organs arc ustally declined.
Health care: May refuse mecical treatment. Viewhealth in a spiritval framevork,
Seek cxemption from immunizations but obey legal requirements.
‘When Christian Science believer is hospitalized, parent or client may request that  Christian Seience practitioner be notified

Jehovah's Witness

Fxpected to preach house to house about the goodnews of God.
Rible is doctrinal authority.
No distinction is made between clergy and laity.

Baptism: No infunt baptism. Adult baptism by immersion
Dietary pracices: Use of tohaceo andalcohol discouraged.
Death: Autopsy decided by persons involved. Burial and cremation acceptable.
Birth control and abortion: Use of birth control is a personal decision. Abortion opposed an basis of 1ixodus 21:22-23.
Health care: Blood transfissions not allowed May accept altematives to transfusions, such as use of non-blood plasma
expanders, carefil surgical tochnique to minimize blood loss, and s of autologous transfisions.
‘Nurses should check an uncenscious patient for identification that states that the person dos not vent a transfusion.
Jehovah’s Witnesses are prepared o die rather than break God's law
Respect the health care given by physicians, hut ook to God and His kaws as the final authority for their decisions.

‘The Church of kesus Chist of Latter-Day Suints (Mormon)

Restorationism: T'rue church of Christ ended with the first generation of | Bupuism: By immersion, Considered essential for the living and the dead. If a child older than & years is very ill, whether baptized

apostles but was restored with the foundingz of Mormon Church.
Articles of faith: Mormon doctrine states that individuals are saved if
they are ohedient to God's divine ordinances (faith, repentance,
Tuptism by immension and laying on of hands).

Holy Gommunion: Hospitalized patient may desire to have a member
of the church’s clergy administer the sactament.

Seripiure: Word of God.can be found in the Bible, Book of Mormon,
Doctrine and Covennts. Pea of Great Price, iind current revelations.
Christ will retun to rule in Zion, located in America.

or untuptized, a member of the church’s clergy should be called

Anointing of the sick: Mormons frequintly are anointed and given a blessing befere ging to the hospital and after admission
by layingon of hands,

Dietary practices: Tobacco and caffieine are not used. Mormons eat meat (Timited) but encowrage the intake of fruits, grains,
and herbs.

Death: Prefer burial of the body: Achuch elder should be notified to assist the faumily:

Birth conirol and abortion: Abortion is opposed unless the life of the mother fs in danger. Only natural methods of birth
control are recommended. Other mens are wsed only when the physical or emotional health of the mother is at stike.
Other practices: Believe in the healing power of laying on of hands,

Cleanliness is important. Believe in healthy livingand adhere to health care requirements

Families are of great importance, so visiting should be encouraged.

The church maintains a welfare system to assist those i need.

Roman Catholicism

Relief that the Word of God is handed down to successive generations

through scripture and tradition, ind i interpreted by the magisterium
(the Pope and bishops).

Tope has final doctrimal authority for followers of the Catholic faith,
which includes interpreting important doctrinal issues related to
‘personal practice and health care.

Rupiism: Infant aptism by affusion (sprinkling of water on head) or total immersion. Original sin is befieved to be “washed
‘away.” If death is imminent or a fetus is aborted, anyone can perform the buptism by sprinkling water on the forchead, saying
“I baptize thee in the name of the Father, Son, and Holy Spirit
Anointing of the Sick: Fncouraged for amyone who is i1l or injured. Always done if prognosis is poor.
Dietary practices: Fasting and abstinence from meat optional during Lent. Fasting required for all, except children, elders, and
those who are ll. on Ash Wednesday and Good Friday. Avoichince of meat on Ash Wednesdby and on Fridays during Lent
strongly encouraged.
Death: Organ donation permitted.

Amish

Christians who practice their religion and beliefs within the context of

strong community ties

Focused on salvation and s happy life after death.

Poverful bishops make health care decisions for the community.
Prablems solved with prayer and discussion.

Primarily agrarian; eschewmany modern conveniences.

Baptism: Latc teenearly achlt. Must marry within the church.
Death: To ot normally use extraordinary measures to prolong life.
Otfer practices: May have a language st (modified German or Dutch) and need:an interpreter.
AU increasedt risk for genetic disorders; refuse contraception or prenatal testing,
May appear stoical or impassive —personally humble.
Reject health insurance; rely on the Church and communi
Use holistic and herbel remedics, but acecpt vestern medi

to pay for health care needs.
approsches.

FHinduism

Belief in reincarnation and that the soul persists even though the body

changes, dics, and is reborn.

Salvation occurs when the cycle of death and reincamation ends.
Nonviolent approach to living

Congregattion worship is not customery; worship is through private
shrines in the home.

Discase is viewed holistically, but Karma (cause and effect) may be
blamed.

Qreumcision s observed by ritual
Dictary practices: Dietary restrictions vary according to sect; vegetariunism is not weommon.
Death: eath rituals specify practices and who can touch corpse. Family must be consulted, as family members often provide
rinalistic care
Other practices: May use ayurvedic medicine—an approach to restoring balince through herbul and other remedics.
Some-sex health providers may be roquested

Islam

Beief in ane God that humans can approach directly in prayer.

Based on the teachings of Muhammad.

Five Pillars of Islam.

Compulsory prayers are said at dawn, noon, affernoon, after sunsct,
and after mght fall.

Juckism

Dietary practices: Prohibi eating pork and using alcohol. Fast during Ramadan (ninth month of Muslim year).
Death: Oppose autapsy and organ donation, Death ritual prescribes the handling of comse by only family and friends. Burial
ocaurs as soon as possible.

Reliefs are based on the Old Testament, the Torah, and the Talmud, the

oral and witten laws of faith.
Belicf in one Cod who is approached directly
Belicve Messiah is till to come.

Believe Jews are God's chosen people,

Grmcision: Asymbol of Goxl's covenant with Isracl. Done an eighth day after birth
Bar Mivah/Bat Mteval: Ceremonial rite of passage for boys and gils into adkithood andtaking personal responsitility for
adherence to Jevish laws and rituals.
Death: Remains are vashed according to Jewish ritc by members of a group called the Chevra Kadisha, This group of men and
‘women prepare the body for burial and protect it until burial accurs, Burial occurs as soon as possible afier death.
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VIRUS PREVENTION OF SPRFAD

TMMUNTZATION

POSTEXPOSURE PROPHYTAXIS

HAV

HBY

HCV

Hand hygiene; PPE; gloves
IdeniTying infecie foed anders

Standard Precautions
PPL; gloves, mask, eye/face shield
Safe injections (OSHA Bloodborne
Pathogens Standard, 2009)
Standard Precavtions
PPE; glaves, mask, cye/face shicld
Safe injections (OSHA Bloodborne
Pathogens Standard, 2009)

Given as two injections at age | yrandat least 6 mo later
Recommended for all children at age 1 yr and specific
populations in high-risk areas

“Three injections at birth, age 1-2 mo, and age 6-18 mo
Recommended for all infants, children, and adolescents

None

Within 2 wk, give hepatitis A immune globulin (HAIG), 0.02 mLkg IM

For neonates of infected mothers, give hepatitis B immune globulin (HBIG) within 12
hr of birth followed by immunizations
HBIG 0.06 mL/kg, within 24 hr of any percutaneous exposure

Nene
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DEFINITION

EXAMPLES

Clarifying

Clearing up or following up to understand both content and feelings expressed, to
check the accuracy of how the nurse perceives the message

*I’meonfissed about your plans. Could you explain?”

“Rell me what you mean when you say you don’t fel like yourself”
* Areyou saying that ?

*Can you tell ne more about 2

Paraphrasing

Example 1

Restating in words other than those used by the patient, what the person seems to
express; this is a form of clarification

Patient: “My boyfiend won’ t even coninto the roomr the birth. T amfirious with him”
Nurse: * You want himwith you, and you arcangry because he won’t be here?”

Example 2

Patient;: “ My baby cries all ofthe iz, We aren’t getting any slecp.
Nurse: “ You are eling eshausted, and it scens like your baby cries a great deal? Can youtell mewhat atypical day is like?”

Reflecting

Example 1

‘Verbalizing comprehension of what the patient said and what the person seems to be
feeling
It is important to link content and feeling and to reflect the patient as a mirror
reflects a person. The opinion, values, and personality of the nurse should not be
in the reflected image.

Patient: “1 don’ t know what to do. My husband doesn’ t think a cesarean is nevded, but the doctor says the baby is showing sone stress.”
Nurse: “ You' re confissel and fightened because they don’t agree?”

Example 2

Patient (wonmn in early labor): “ It was my husband’s idea for e to become pregnant. I wasn’t too excited about it at first.”

Nurse: “I'1l bet the dad will bea pushover as a father.” The nurse’s statenent reflects the nurse’s opinion and ils to acknowledge the
nother’s statenrent.

Abetter response might be: * Your husband was more excited early in the pregnancy than you?”

Silence

Waiting and allowing time for the person to continue. Verbal communication need
not be constant.

The nurse waits quietly for the person to continue.

Structuring

Creating guidelines or setting priorities

“You said you don’t knowhowto take care of the baby and that you are afraid of getting pregnant again. What should
we talk about first?”

Pinpointing

Calling attention to differences or inconsistencies in statements

Nurse talking to an 8-year-old child: “You said you didn’t want your mother to spend the night with you, but you cry
every night after she leaves. It can be scary being alone. I will sit with you, and we can talk about asking your
mother to stay tomorrow night.”

Questioning.
Eliciting information directly; using open-ended questions to avoid yes or no answers
andto prevent controlling the answers

Directing

*Howdo you fel about being pregnant?”instcad of* Are you happy to be pregnant?”
“Will you tell e how you fel about your brother being very sick?” instead of** Are you fightened because your brotheris very sick?”

Using nonverbal responses or succinct comments to encourage the patient to
continue

Nodding “Um mm.” “You were saying” “Please go on.”

Summarizing

Reviewing the main themes or issues that were discussed

“You had two major concerns today.” “We have talked about breast feeding and how to bathe the baby today.”
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PIAGETS PERIODS OF  fpr oo s o ERIKSON'S STAGES OF
COGNITIVE PSYCHOSIXUAL DEVILOPMINT  PSYCHOSOCIAL KOHLBERG'S STAGES OF MORALDEVELO PMENT
DEVELOPMENT DEVELO PMENT

Infancy Period 1 (Birth-2 yr): Oral Stage “Trust vs. Mistrust Premorality or Preconventional Morality, Stage 0 (0-2 yr):

Sensorimotor Period Naivete and Egocentrism

Reflexive behavior iswsedto | Mouth is a sensory organ; infant takesin | Development of a sense that the self | No moral sensitivity: decisions are made on the basis of what pleases
adapt to the environment; | and explores during oral passive substage| s good and the vorldis good when | the child: infants like or love what helps them and dislike what
egocentric viewof the (first half of infancy); infant strikesout | consistent, predictable, reliable hurts them; no avareness of the effect of their actions on others.

vorld; development of
object permanence.

vith teeth during oral aggressive
substage (Jatter half of infancy).

care s received: characterized by
hope.

“Good is what I like and want.”

Toddlerhood | Period 2 (2-7 yr): Anal Stage Autonomy vs. Shame and Doubt | Premorality or Preconventional Morality, Stage 1 (2-3 yr):
Preoperational Thought Punishment-Obedience Orientation
‘Thinking remains egocentric, | Major focus of sexal interest is anus; Development of sense of control Right or wong s determined by physical consequences: “If I get
becomes magical, and is ‘control of body functions is major over the self and body functions; ‘caught and punished for doing t, it is wrong, If [ am not caught or
dominated by perception. feature. exerts self; characterized by will. punished, then it must be right.”
Preschool Phallic or Oedipal/Hectra Stage Initiative vs. Guilt Premorality or Preconventional Morality, Stage 2 (4-7 yr):
Age Instrumental Hedonism and Concrete Reciprocity
Genitals become focus of sexual curiosity; | Development of a can-do attitude Child conforms to rules out of self-interest: “I'll do this for you if
superego (conscience) develops; feelings | about the self; behavior becomes ‘you do this for me™ behavior is guided by an “eye for an eye”
of gillt emerge. ‘woal-directed, competitive, and orientation. “If you do something bad to me, then it’s OK if I do
imaginative; initiation into gender | something bad to you”
role; characterized by purpose.
School Age | Period 3 (7-11 yr): Concrete | Latency Stage Industry vs. Inferiority Morality of Conventional Role Conformity, Stage 3 (7-10 yr):
Operations Good-Boy or Good-Girl Orientation
“Thinking becomes more Sextal feclings arc firmly repressed by the | Mastering of useful skills and tools of | Morality is based on avoiding disspproval or disturbing the conscience;
systematic and logical, but swperego; period of relative calm. the culture; learning howto play child is becoming socially sensitive.
concrete objects and andwork with peers; characterized
activities are neoded. by competence.
Morality of Conventional Role Conformity, Stage 4 (begins at about
10-12 yr): Lawand Order Orientation
Right takes on a religious or metaphysical quality. Child wants to show
respect for authority, and maintain social order; obeys rules for
their own sake.
Adolescence | Period 4 (11 yr-Adulthood): | Puberty or Genital Stage Identity vs. Role Confusion Morality of Self-Accepted Moral Principles, Stage 5: Social
Formal Operations Contract Orientation
Newideas can be created; Simulated by increasing hormone levels; | Begins to develop a sense of “I”; this | Right is determined by what is best for the majority; exceptions to
situations can be analyzed: sexual energy wells up in full force, process is lifelong; peers become rules can be made if a person’s welfare is violated; the end no
use of abstract and resulting in personal and family tumoil. | of paramount importance; child Tonger justifics the means; laws are for mutual good and mutwal
futuristic thinking gains independence from parents; cooperation.
understands logical characterized by faith in self.
consequences of behavior.
Adulthood Intimacy vs. Isolation

Development of the ability to lose
the self in genuine mutuality with
another; characterized by love.

Generativity vs. Stagnation

Morality of Self-Accepted Moral Principles, Stage 6: Personal
Principle Orientation

Production of ideas and materials
through work; creation of
children; characterized by care.

‘Achieved only by the morally mature individual; few people reach this
level; these people do what they think is right, regardess of
others” opinions, legal sanctions, or personal sacrifice; actions are
uided by internal standards; integrity is of utmost importance;
may be willing to die for their beliefs.

Ego Integrity vs. Despair

Morality of Self-Accepted Moral Principles, Stage 7: Universal
Principle Orientation

Realization that there is order and
purpose to lfe; characterized by
wisdom.

This stage is achicved by only a rare few; Mother Teresa, Gandhi, and
Socrates are examples; these individuals transcend the teachings of
orgnized religion and perceive themselves as part of the cosmic
order, understand the reason for their existence, and live for their

beliefs.
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Where does your child live and spend most of his/her time?
What are the age, condition, and location of your home?
Does anyone in the family smoke?

Doyou have a carbon monoxide detector?

Doyou have any indoor furry pets?

What type of heating/air system does your home have?
QRadiator 0 Forcedair 0 Gasstove O Woodstove @ Other.

Whatis the source of your drinking water?
Q Wellwater QO Citywater (0 Bottledwater

Is your child protected from excessive sun exposure?

Is your child exposed to any toxic chemicals of which you are aware?
Whatare the occupations of all adults in the household?

Have you tested your home for radon?

Does your child watch TV, or use a computer or video game system more than two hours a day?

How many timesa week does your child have unstructured, free play cutside for at least 60 minutes?

Do you have any other questions or concerns about your child’s home environment or

symptoms that may be a result of his or her environment?

National Environmental
Education Foundation

Knowledge tolive by

I\
k[

3

QYes
QYes
QYes

QYes
Q Yes

QYes
4 Yes

QNo
QNo
QNo

QNo
QNo

QNo
U No

a Not sure
0 Not sure
Q Notsure

1JNot sure
O Notsure

2 Not sure
12 Not sure

' Health &Environment
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DEVELO PMENT

LANGUAGEDRVF O PMINT

IMOTIONAL DRV O PMENT

COGNIVE
DEVALOPMINT

UGGHSTED COMMUNIC
APPROACTI

Infnts (0-12 mo)

Infunts experience world through senses of hearing.
seeing, srclling, tasting, and touching.

Crying bibbling cocing
Single-viord production
Able 1o name some simple
ofjects.

Dependent on others; high need for
cudding and scaurity.

Responsive to envirmnment (@.g.

sound, visual stiruih)
Distinguish betvieen happy and.
angry voices and between
familiar and strange voices.
Beginning to experience
szparation anxiety.

Interactions krgely
reflexive.
Feginning to see
repetition of
s and
ements.
Beginning to initiate
nteractions
intencionally.
Short attention span
(12 min).

Use calm. soft, soothing voice.
e respensive to eries.
Figage in tum-taking vocalizations (adkit
imitates haby sumds)
Talk and read requlerly to infauts.
Prepare infant as you are zhout o perform
care; alk to infant about what youare
abot fo do.
Use slowapproach and allow child time to
gt to knwyau,

Toddlers (1-2 yr)

Toddlers expericnce world through senses of
hearing, seeing, sizelling astiog, snd touching

Two-word combingtions emerge:
Peticipate in Lurn teking i1
communication (speakerTistencr)
“No™ becomes favorite wod

Strongneed for security chjects.
SeprationSlranger ey
heightend.

Participate in parzllel play

Lixperiment with
ubjects.
Participate in cctive
explaretion.

Learn todder’s words for commen items, and
wse e in conversations,
Tserile activities and procedures as they
are about ta Te done.

Able to use gestures and vectulize | Thrive on routines, Begin to experiment | Use picture books
simple wants and neerks Reginning cevelopment of with variations an The play firr deranstratians
independence: “Want to do by activities Re responsive to child's receptivity toward|
wlf Heggn fn ickmis youand approach caution
Sl very dependent on cause-and-effoct Prepurztion should ceeur mmediately
significant acults relationships. before event,
Short attention span
(3-5 min).
Prescwol Clildia (3-5 y1)
Preschool chiliken use vorck they do not fully Luxther development and expension | Like tu imitate zctivities and make | Begin developing Seek opporuities 10 offer choices,

nderstand: they zlso do not aceurately
undersiand mary words e by others,

of word combinztion (able to
speak in full smiences).

choices.
Strive for independence bt need

concepts of time,
spece, and quantity;

Usc play to cxplain procedurcs and
activities.

Growth in correct gammatical udhilt support and Megieal thinking Speak in smpke sentences, and explore
wsag, ncuuragement prominent relative concepls.
Use pronouns. Denoristrate purposeful Worldseen only Use pieture end siory books, puppets.
Clearer articulation o sound, attention-secking behaviors. o childs Deserib stivities sl procedures s Ly
\ocabulary rapidly expanding: Leam couperation and tirn perspective, are about 0 be done,
may know wouds withou: takingin gume playing Suort atzention span | Beconcise: Timit legth of explasations (5
undersanding mezning, Need clearly set limits and (5-10 min). min), Fngage in preparatory activitics 1-3

houndaries. hr tefore the event
School-Age Children (6-11 yr)
Sthoul-uge children communicate thoughts and | Expanding vocabulary ensbles child | Interact well with others. Able 10 rzsp concepts | Use photographs, books, diagrems, chrts,

appreciate viewpuints of others.
Words vith multiplk meanings and vords
descriting things they have not experienced are

to describe concepts, thoughts.
and ficlings.

Levelopment of conversational
skills

Understind rules to gmes.
Very interested in learning.
13ild closc friendships.

of clhsification,
conversation.
Concrete thinking

vidkos 10 explain. Meke explanations
sequential,
I'ngage in conversations thar encourage

1ot thorowdly wideestood Beujning tu acuept anrges ceitical thinking.
responsibilicy for ovn actions Become very Establish limits andset consoquences.
Compeition emzr: otiemedto “ries” | Use meclicel pley techniues
Sill dependent on ad Able to process Introdie preparatory materials 1-5 days
necds. informarion inserial | in advance of the cvent.
format.
Tengfhened
attention span (10
30 tin).
Adbolesvents (12 yr aud olkr)
Adolescents are eble to create theories end geneete | Able to verbalize and comprehend | Beginning to acoept responsibility | Able to think logically | Engage in conversations ebout adolescent’s

many explanations for situations.
They are heginning to communicaze like adults.

most acult concepts

for own actions.
Perception of “imeginary
audences” (see Chepter 9).
Need independence:
Competitive drive.

Srong nead for group
idemification.

Freguently have sl oy of
¥ close friends.
Question authority.
Strong nead for privecy.

andabtractly.
Attention span p to
60 o,

nrerzsts.
Use photagraphs, books, diagrams, charts,
and videns to explain

Use collaborative approach, and foster and
support indepencnce.

Tiruduas preparalory maerials up o |

wk in advance of the cvert.

Respiect privacy needk
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POOR WORDS RATIONALE BEITER WORDS RATIONALE
Policies allowed or not permitted Convey attitude that hospital personnel have authority | Guidelines, working together, Convey openness and appreciation for position and
over parents in matters concerning their children welcome importance of families

Noncompliant, uncooperative, difficult (when

Imply that health care providers make decisions and give

Partners, colleagues, joint decision | Acknowledge that families bring important information and

referring to parents and other family instructions that families must follow without input makers, experts about their insight and that families and professionals form a team
members) child
Dysfunctional, in denial, overprotective, Pronounce judgment that may not incorporate full Coping (describing family’s Remain open to reaching a more complete and appreciative
uninvolved, uncaring (labeling families) understanding of family’s situation, reactions, or reactions with care and understanding of families over time
perspective respect)
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POTENTIALLY

AMBIGUOUS possible misinterpretation CCONCRETE EXPLANATION
“The doctor will give you | To make me die? “The doctor will put some medicine in the tube that will help her see your ‘more clearly.”
some dye.”
Dressing, dressingchange | Why are they going to undress me? Do I have to changemy | Bandages; clean, new bandages.
clothes?
Stool collection Why do they want to collect little chairs? Use child's familiar term, such as “poop,” “BM.” or “doody.”
Urine You're in? Use child's familiar term, such s “pee.”
Shot ‘When people get shot, they’re really badly hut. Describe giving medicine through a (small, tiny) needle.
CAT scan ‘Wil there be cats? Describe in simple terms, and explain what the letters of the common name stand for.
PICU Pick you? Explain as above.
U 1 see you? Explain as above.
v Ivy? Explain asabove.
Stretcher Stretch her? Stretch whom? Bed on wheels.
Special; funny (words that [ It doesn’t look/feel special to me. Odd, different, unustal, strange.
are wsually positive
descriptors)
Gas, slecping gas Is someone going to pour gasoline into the mask? ““Amedicine, called an anesthetic, is a kind of air you will breathe through a mask like this to help you sleep
during your operation so you won’t feel anything, It is a different Kind of sleep.” (Explain differences.)
“The doctor will put youto | Like my cat was put to sleep? It never came back. “The doctor will give you medicine that will help you go into a very deep sleep. You won’t feel anything
sleep.” wntil the operation is over. Then the doctor will stop giving you the medicine, so you can wake up.”
“Move youto the floor.” | Why are they goingto put me on the ground? Unit, vard
(Explain why the child is being transferred, and where.)
OR (or treatment room) | People aren’t supposed to get up on tables. Anarrowbed
table
“Take a picture.” (X-ray, CT, and MRI machines are far larger than a familiar ““Apicture of your insides.™ (Describe appearance, sounds, and movement of the equipment.)
camera, move differently, and do not yielda familiar end
product.)
“Flush your IV” Flush it down the toilet? Explain.
‘Words can be experienced as “hard” or “soft” according to howmuch they increase the perceived threat of a situation. For example, consider the following word choices:
HARDER SOFTER

“This part will hurt.”

“It (you) may feel (or feel very) sore, achy, scratchy, tight, snug, full, or (other manageable, descriptive term).”

“The medicine will bum.” | (Words such as scratch, poke, or sting might be familiar for some children and frightening to others.)
“The room will be very | “Some children say they feel very warm.”
cold” **Some children say they feel very cold”
“The medicine will taste | “The medicine may taste (or smell) different from anything you have tasted before. After youtake it, will youtell me howit was for you?”
(or smell) bad™

“Cit,” “open youp,
“slice,” “make a hole.”

“The doctor will make an opening ™

“Asbigas " (eg.
size of an incision or of
a catheter).

(Use concrete comparisons, such as “your lttle finger” or “a paper clip” if the opening will indeed be small.)
“Saller than »

“As longas (cg.
for duration of a
procedure).

“For less time than it takes youto

“As much as 7

“Less than 7

(These are open-cnded and
“extending”
expressions)

(These cxpressions help confine, familiarize, and imply the manageability of an event or of equipment.)

‘The unfamiliar usage or comy

plexity of some common medical words or expressions can be confusing and frightening.

POTENTIALLY CCONCRETE EXPLANATION
AMBIGUOUS
“Take your vitals™ (or “Meastre your temperature,” “see how warm your body is.” “see how fast and strongly your heart is working ™
“your vital signs”) (Nothing is “taken” from the child )
Electrodes, leads “Sticky like a Band-Aid, with a small wet spot in the center, and small strings that attach to the snap (monitor electrodes); paste like wet sand, with strings with tiny metal cups

that stick to the paste (electroencephalogram [EEG] electrodes). The paste washes off easily afterward: the strings go into a box that will make a picture of howyour heart
(or brain) is working ™
(Showchild electrodes and leads before using Let child handle them and apply them to a doll or to self)

“Hang your (IV)

“We will bring in a new medficine in a bag andaattach it to the little tube already in your arm. The needic goes into the tube, not into your arm, so youwon’t feel it.”

medication.”
NPO “Nothing to cat. Your stomach needs to be empty.” (Explain why.) “You can eat and drink again as soon as ”
(Explain with concrete descriptions.)
Anesthesia “The doctor will give you medicine —youmay hear it called ‘anesthesia.” It will help you go into a very deep sleep. Youwill not feel anythingat all. The doctor knows just the

right amount of medicine to give youso youwillstay asleep through your operation. When the operation s over, the doctor stops giving you that medicine and heips you
wake up.”
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PHYSICAL MOTOR PSYCHOSOCIAL SENSORY/COGNITIVE  LANGUAGECOMMUNICATION
1-2 Months
Fast growth; weight gain of 1%41b (0.68 kg) per monthand | Gross Erikson’s stage of trust vs. Piaget’s sensorimotor Srongery.
height giin of | in (2.54 cm) per month during first 6 May lift head when held against mistrust phase. Throaty sounds.

mo.
Upper limbs and head grow faster.

Primitive reflexes present; strong suck and gig reflex.
Obligate nose breather.

Posterior fontanel closes by 2-3 mo.

shoulder:
Head lag
Fine

Palmar grasp.
1 month: Immediately drops

object placed in hand

Fist usually clenched (grasp
reflex).

2 mo: Holds objects
momentarily.

Hands often open (grasp reflex
fading).

Infant leams that world is
evodand I am good”
This stage i the foundation
for other stages.

Child is entirely dependent
on parents and other
carcgivers.

Needs should be met in a
timely fashion.

Touch is important.

1 month: Notes bright
objects if in line of
vision.

ision 20/100.
Reflexes dominate
behavior.

2 mo: Begins to follow
objects.

Responds to human faces.
6-8 weeks: Begins to smile in
response to stimuli

3 Months

Primitive reflexcs fading

Gross
Can get hand to mouth.
Can lift head off bed when in
prone position.
Head lagtill present but
decreasing
Fine
Holds objects placed in hands.
Grasp reflex absent.

Smiles in response o others.
Uses sucking to soothe self.

Follows an object with
eyes.
Plays with fingers.

Babbles, coos.

Enjoys making sounds.
Responds to voices, watches speaker.

Can breathe when nose is obstructed.
Growth rate declines.
Drooling begins in preparation for teething
Moro, tonic neck, and rooting reflexes have disappeared

4-5

Gross
Plays with feet; puts foot in
mouth.
Bears weight when heldin a
standing position.
Tums from abdomen to back.
Fine
Begins reaching and grasping with
palm.
Hits at object, misses.

Months

Motth is a sensory organ used
to explore environment.
Attachment is continuing
process throughout infancy.
Has increased interest in
parent, shows trust, knows
parent.

Shows emotions of fear and

anger.

4 mo: Brings hands
together at midline.
Vision 20/80.

Begins to play with
objects.

Recognizes familiar
faces.

Turns head to locate
sounds.

Shows anticipation and
excitement.
Memory span is 5-7
min.

Plays with favorite
toys.

Crying becomes differentiated.

Babbling s common.
4 mo: Begins consonant sounds: 7
N.GKPB.
5 mo: Makes vowel sounds: ce, ah,
0oh.

6-7 Months
Weight gain slovs to 1 pound (0.45 kg) per month. Gross Smiles at self in mirror. Can fixate on small Produces vowel sounds and chained
Length gain of Yinch (1.27 cm) per month. Birth Sits, leaning forward on both Plays peck-a-boo. objects. syllables.
weight doubles; tooth eruption begins; chewing and biting hands; when supine, lifts head off Begins to show stranger Adjusts posture to see. Begins to imitate sounds.
oceur. table. anxiety. Responds to name. Belly laughs.
Maternal iron stores are depleted. Tums from back to abdomen. Exhibits beginning Babbles (one syllable) with pleasure.
Fine sense of object Calls for help.
Transfers objects from one hand permanence. “Talks” to toys and image in mirror.
to the other. Recognizes parent in
Picks up object well with the other clothes, places.
whole hand. Isalert for 1/52 hr.
8-9 Months
Continues to gain weight, length. Gross Stranger anxiety is at its height. | Beginning development of | Sringing together of vowels and
Pattems of bladder and bovel elimination begin to Sits steadily unsupported Separation anxiety is ‘depth perception. consonants begins.
become more regular. Can crawd and pull up. increasing Object permanence First fewwords begin to have
Fine Follows parent around the continues to develop. meaning (Mama, Dads, bye-bye,
Pincer grasp develops. house. Uses hands to learn baby).
Reaches for toys. concepts of inandout. |  Begins to understand and obey simple
Rakes for objects and releases commands, such as, “Wave bye-bye.”
objects. Responds to “No!””

Shouts for attention.

10-12 Months

12 mo: Birth weight triples; birth length increascs by 50%
Head and chest circumfercnce cqual.
Babinski reflex disappears.

Gross
Can stand alone.
Can walk with one hand held but
crawis to get places quickly.
Fine
Relcases hold on cup.
10mo: Finger-foeds cIf.
12mo: Feeds elf with spoon.
Holds crayon to mark on paper.
12 mo: Pincer grasp is complete.

Has mood changes.
Quiets self.
Is quieted by music.
Tenderly cuddles toy.

\ision 20/40.
Searches for hidden toy.
Explores boxes, inserts
objects in container.
Symbol recognition is
developing (enjoys
books).

Can say two or more vords.

Says “Mama” or “Dada” specifically.
Waves bye-bye.

Begins to differentiate between
words.

Enjoys jabbering

Vocalization decreases when walking
Knows own name.
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All children
Children in poverty
Household Income
Less than $25,000
$25,000 to $49,999
$50,000 to $74,999
$75,000 or more

Under 6 years,
61011 years
1210 17 years

Race and Hispanic origin
White, not Hispanic
Black
Asian
Hispanic (any race)
Nativity
Native born

Naturalized citizen
Not a citizen
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