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Preface


Wong’s Essentials of Pediatric Nursing has been a leading book in pediatric nursing since it was first published more than three decades ago. This kind of support places a unique accountability and responsibility on us to earn your future endorsement with each new edition. So, with your encouragement and constructive comments, we offer this extensive revision, the ninth edition of Wong’s Essentials of Pediatric Nursing.


To accomplish this, Marilyn J. Hockenberry, as editor-in-chief, along with David Wilson, co-editor, and many expert nurses and multidisciplinary specialists, have revised, rewritten, or authored portions of the text concerning areas that are undergoing rapid and complex change. These areas include community nursing, immunizations, genetics, home care, pain assessment and management, high-risk newborn care, adolescent health issues, end-of-life care, and numerous pediatric diseases. We have carefully preserved aspects of the book that have met with universal acceptance—its state-of-the-art research-based information; its strong, integrated focus on the family and community; its logical and user-friendly organization; and its easy-to-read style.


We have tried to meet the increasing demands of faculty and students to teach and to learn in an environment characterized by rapid change, enormous amounts of information, fewer traditional clinical facilities, and less time.


This text encourages students to think critically. This edition includes extensively revised nursing care plans that may be individualized according to the patient’s needs. The nursing care plans include Nursing Interventions Classification and Nursing Outcomes Classification terminology as well as NANDA Defining Characteristics. The Critical Thinking Case Studies ask the nurse to examine the evidence, consider the assumptions, establish priorities, and evaluate alternative perspectives regarding each patient situation. The Critical Thinking Case Studies support our belief that the science of nursing and related health professions is not black and white. In many instances, it includes shades of gray, such as in the areas of genetic testing, resuscitation, cultural issues, end-of-life care, and quality of life. Revised evidence-based practice boxes include quality and safety competencies from the Quality and Safety Education for Nurses website. Competencies are designed specifically for prelicensed nurses.


This text also serves as a reference manual for practicing nurses. The latest recommendations have been included from authoritative organizations such as the American Academy of Pediatrics, the Centers for Disease Control and Prevention (CDC), the Institute of Medicine, the Agency for Healthcare Research and Quality, the American Pain Society, the American Nurses Association, and the National Association of Pediatric Nurse Associates and Practitioners. To expand the universe of available information, websites and e-mail addresses have been included for hundreds of organizations and other educational resources.








Organization of the Book


The same general approach to the presentation of content has been preserved from the first edition, although some content has been added, condensed, and rearranged within this framework to improve the flow; minimize duplication; and emphasize health care trends, such as home and community care. The book is divided into two broad parts. The first part of the book, Chapters 1 through 17, follows what is sometimes called the “age and stage” approach, considering infancy, childhood, and adolescence from a developmental context. It emphasizes the importance of the nurse’s role in health promotion and maintenance and in considering the family as the focus of care. From a developmental perspective, the care of common health problems is presented, giving readers a sense of the normal problems expected in otherwise healthy children and demonstrating when in the course of childhood these problems are most likely to occur. The remainder of the book, Chapters 18 through 32, presents the more serious health problems of infancy, childhood, and adolescence that are not specific to any particular age group and that frequently require hospitalization, major medical and nursing intervention, and home care.


UNIT ONE (Chapters 1 through 5) provides a longitudinal view of the child as an individual on a continuum of developmental changes from birth through adolescence and as a member of a family unit maturing within a culture and a community. Chapter 1 includes a discussion of morbidity and mortality in infancy and childhood and examines child health care from a historical perspective. Because unintentional injury is one of the leading causes of death in children, an overview of this topic is included. The nursing process, with emphasis on nursing diagnosis and outcomes and on the importance of developing critical thinking skills, is presented. In this edition, the critical components of evidence-based practice are added and provide the template for exploring the latest pediatric nursing research or practice guidelines throughout the book.


This book is about families with children, and the philosophy of family-centered care is emphasized. This book is also about providing atraumatic care—care that minimizes the psychologic and physical stress that health promotion and illness treatment can inflict. Features such as Evidence-Based Practice, Family-Centered Care, Community Focus, Research Focus, Drug Alert, and Atraumatic Care boxes bring these philosophies to life throughout the text. Finally, the philosophy of delivering nursing care is addressed. We believe strongly that children and families need consistent caregivers. The establishment of the therapeutic relationship with the child and family is explored as the essential foundation for providing quality nursing care.


Chapter 2 provides important information on community-based nursing care, with emphasis on epidemiology as it applies to the detection and identification of causes of morbidity and mortality in pediatrics. A community project presented in this chapter reflects the important components of the nursing process, such as completion of a community needs assessment, planning phase, implementation, and evaluation.


Chapter 3, devoted to the family, further emphasizes the importance of this social group in relation to the health and welfare of children. Family theories establish the tone of the chapter, which includes a variety of parenting situations that reflect contemporary society. Family strengths and vulnerabilities are addressed, and current findings on adoption, divorce, single-parenting, stepfamilies, and dual-earner families have been incorporated.


Chapter 4 provides the opportunity to expand the discussion of social, cultural, and religious influences on child development and health promotion, including socioeconomic factors, customs, and health beliefs and practices. The content more clearly describes the role of the nurse, with emphasis on cultural sensitivity and culturally competent care. Throughout this chapter, extensive revisions have been made to the tables, detailing cultural and religious factors to make the information more manageable and user friendly. The basic overview of child development in Chapter 5 remains up to date and expands on the theoretic approach to personality development and learning. Biologic systems development is not emphasized in this chapter but is discussed more fully in relation to major systems dysfunction in later chapters.


UNIT TWO (Chapters 6 and 7)  is concerned with the principles of nursing assessment, including communication and interviewing skills, observation, physical and behavioral assessment, health guidance, and the latest information on preventive care guidelines. Chapter 6 contains guidelines for communicating with children, adolescents, and their families, as well as a detailed description of a health assessment, including discussion of family assessment, nutritional assessment, and a sexual history. Content on communication techniques is outlined to provide a concise format for reference. Chapter 6 continues by providing a comprehensive approach to physical examination and developmental assessment, with updated material on temperature measurement, body mass index–for-age guidelines, and the latest World Health Organization and CDC clinical growth charts. Chapter 7 is an important chapter, devoted to critical assessment and management of pain in children. Although the literature on pain assessment and management in children has grown considerably, this knowledge has not been widely applied in practice. Chapter 7 was added to address this concern by presenting detailed assessment and management strategies, including discussion of common pain states in children.


UNIT THREE (Chapters 8 and 9) stresses the importance of the neonatal period in relation to child survival during the first few months and the impact on health in later life. In Chapter 8, several areas have been revised to reflect current issues, especially in terms of the educational needs of the family during the infant’s transition to extrauterine life as well as the recognition of newborn problems in the first few weeks of life. Current issues that have been updated include proactive measures to prevent infant abduction; hospital-based, baby-friendly breastfeeding initiatives; choices for circumcision analgesia; newborn atraumatic care; car safety seats; and newborn screening, including universal newborn hearing screening. Newborn skin care guidelines have also been updated, and choices for newborn umbilical cord care are discussed. Chapter 9 stresses the nurse’s role in caring for the high-risk newborn and the importance of astute observations to the survival of this vulnerable group of infants. Modern advances in neonatal care have mandated extensive revision with a greater sensitivity to the diverse needs of infants, from those with extremely low birth weights, late-preterm infants, and those of normal gestational age who have difficulty making an effective transition to extrauterine life. Updates in Chapter 9 include information on late-preterm infant care; neonatal bilirubin monitoring and intervention guidelines; acid–base balance; therapeutic hypothermia; preterm infant nutrition; and neonatal exposure to maternal environmental conditions such as alcohol, tobacco, and recreational drugs, as well as exposure to viral infections, including human parvovirus and herpes. This chapter also includes the latest information regarding the detection and management of inborn errors of metabolism.


UNITS FOUR through SIX (Chapters 10 through 17) present the major developmental stages outlined in Unit One, which are expanded to provide a broader concept of these stages and the health problems most often associated with each age group. Special emphasis is placed on preventive aspects of care. The chapters on health promotion follow a standard approach that is used consistently for each age group. Chapter 10 includes the latest information regarding childhood immunizations as well as a discussion regarding the association between childhood immunizations and autism. Chapter 11 has been streamlined in regard to vitamin and mineral imbalances yet continues to focus on the influence of nutrition in early childhood as it impacts health status in adulthood. The sections on colic, sudden infant death syndrome, and car seat safety in infancy have been updated as well. The influence of nutrition in preschool-age and school-age children (especially decreasing fat intake) in relation to later chronic diseases such as obesity and hypertension is also discussed. The potential negative effects of exposure to violence and terrorism are included as well.


The chapters on health problems in these units primarily reflect more typical and age-related concerns. The information on many disorders has been revised to reflect recent changes. Examples include sudden infant death syndrome, lead poisoning, wound healing, attention-deficit/hyperactivity disorder, contraception, teenage pregnancy, and substance abuse. The chapters on adolescence include the latest information regarding substance abuse, adolescent immunizations, and the impact of adolescent nutrition on cardiovascular health.


UNIT SEVEN (Chapters 18 through 20) deals with children who have the same developmental needs as growing children but who, because of congenital or acquired physical, cognitive, or sensory impairment, require alternative interventions to facilitate development. Chapter 18 reflects current trends in the care of families and children with chronic illness or disability such as providing home care, normalizing children’s lives, focusing on developmental needs, enabling and empowering families, and promoting early intervention. Extensive revisions have been made to reflect increased awareness of the need for quality nursing care at the end of life. This section highlights common fears experienced by the child and family and includes discussion of symptom management and nurses’ reactions to caring for dying children.


The content in Chapter 19 on cognitive or sensory impairment includes important updates on the definition and classification of cognitive impairment. Autism is discussed in this chapter to provide a cohesive overview of cognitive and sensory impairments. Chapter 20 has been completely revised by an expert in pediatric home health. This chapter provides an overview of home health in the context of the family as the expert in the care of the child with a chronic or acute illness requiring home care. This chapter presents important discussions related to the selection of a home health care agency, the role of the nurse in empowering the family, and case management in home health.


UNIT EIGHT (Chapters 21 and 22) is concerned with the impact of hospitalization on the child and family and presents a comprehensive overview of the stressors imposed by hospitalization and discusses nursing interventions to prevent or eliminate them. New research on short-stay or outpatient admissions addresses preparing children for these experiences. Chapter 21 provides updated information on the effects of illness and hospitalization on children at specific ages and the effects on their development. The increasing role of ambulatory and outpatient settings for surgical procedures is also discussed. Chapter 22 includes numerous revised Evidence-Based Practice boxes that include QSEN competencies and are designed to provide rationales for the interventions discussed in the chapter. A new focus in this chapter is the evidence related to preparation of the child for procedures commonly performed by nurses. Recommendations for practice are based on the evidence and concisely presented in Evidence-Based Practice boxes throughout the chapter.


UNITS NINE through TWELVE (Chapters 23 through 32) consider serious health problems of infants and children primarily from the biologic systems orientation, which has the practical organizational value of permitting health problems and nursing considerations to relate to specific pathophysiologic disturbances. Important revisions include discussions of hepatitis, cardiopulmonary resuscitation, all blood disorders, respiratory illnesses including influenza, acute lung injury and respiratory syncytial virus, tuberculosis, asthma, cystic fibrosis, effects of second-hand smoke exposure, seizures, chemotherapy, acquired immunodeficiency syndrome, diabetes mellitus, and burns. The information on orthopedic and muscular injuries in childhood as a result of sports participation or other injuries has been extensively revised to reflect current treatment modalities. Chapter 29 includes focused attention on type 2 diabetes and new information on insulin preparations and types of glucose meters.


Extensive appendixes are also included and contain information on growth measurements, pediatric laboratory values, and several foreign-language translations of the Wong-Baker FACES Pain Rating Scale. An appendix containing Spanish translations of common terms and phrases used in health care and pediatric nursing is included. All of the appendix material reflects the most current versions of forms, charts, and measurements.














Unifying Principles


Several unifying principles have guided the organizational structure of this book since its inception. These principles continue to strengthen the book with each revision to produce a text that is consistent in approach throughout each chapter.








The Family as the Unit of Care


The child is an essential member of the family unit. Nursing care is most effective when it is delivered with the belief that the family is the patient. This belief permeates the book. When a child is healthy, the child’s health is enhanced when the family is a fully functioning, health-promoting system. The family unit can be manifested in a myriad of structures; each has the potential to provide a caring, supportive environment in which the child can grow, mature, and maximize his or her human potential. In addition to the integration of family-centered care into every chapter, an entire chapter is devoted to understanding the family as the core focus in children’s lives. Another chapter discusses the social, cultural, and religious influences that impact family beliefs. Separate sections in another chapter deal in depth with family communication and family assessment. The impact of illness and hospitalization, home care, community care, and the death of a child are covered extensively in four additional chapters. The needs of the family are emphasized throughout the text under Nursing Care Management in a separate section on family support. Numerous Family-Centered Care boxes are included to assist nurses in understanding and providing helpful information to families.














An Integrated Approach to Development


Children are not small adults but special individuals with unique minds, bodies, and needs. No book on pediatric nursing is complete without extensive coverage of communication, nutrition, play, safety, dental care, sexuality, sleep, self-esteem, and of course, parenting. Nurses promote the healthy expression of all these dimensions of personhood and need to understand how these functions are expressed by different children at different developmental ages and stages. Effective parenting depends on knowledge of development, and it is often the nurse’s responsibility to provide parents with a developmental awareness of their children’s needs. For these reasons, coverage of the many dimensions of childhood is integrated within the growth and development chapters rather than being presented in separate chapters. For example, safety concerns for a toddler are much different from those for an adolescent. Sleep needs change with age, as do nutritional needs. As a result, the units on each stage of childhood contain complete information on all these functions as they relate to the specific age. In the unit on school-age children, for instance, information is presented on nutritional needs, age-appropriate play and its significance, safety concerns characteristic of the age group, appropriate dental care, sleep characteristics, and means of promoting self-esteem—a particularly significant concern for school-age children. The challenges of being the parent of a school-age child are presented, and interventions are suggested that nurses can use to promote healthy parenting. Using the integrated approach, students gain an appreciation for the unique characteristics and needs of children at every age and stage of development.














Focus on Wellness and Illness: Child, Family, and Community


In a pediatric nursing text, a focus on illness is expected. Children become ill, and nurses typically are involved in helping children get well. However, it is not sufficient to prepare nursing students to care primarily for sick children. First, health is more than the absence of disease. Being healthy is being whole in mind, body, and spirit. Therefore, the majority of the first half of the book is devoted to discussions that promote physical, emotional, psychosocial, mental, and spiritual wellness. Much emphasis is placed on anticipatory guidance of parents to prevent injury or illness in their children. Second, health care is more than ever prevention focused. The objectives set forth in the Healthy People 2020 report clearly establish a health care agenda in which solutions to medical and social problems lie in preventive strategies. Third, health care is moving from acute care settings to the community, the home, short-stay centers, and clinics. Nurses must be prepared to function in all settings. To be successful, they must understand the pathophysiology, diagnosis, and treatment of health conditions. Competent nursing care flows from this knowledge and is enhanced by an awareness of childhood development, family dynamics, and communication skills.














Nursing Care


Although the information in this text incorporates information from numerous disciplines (medicine, pathophysiology, pharmacology, nutrition, psychology, sociology), its primary purpose is to provide information on the nursing care of children and families. Discussions of all disorders conclude with a section on Nursing Care Management. In addition, 14 care plans are included. Taken together, they cover the nursing care for many childhood diseases, disorders, and conditions. The purposes of the care plans, like every other feature of the book, are to teach and to convey information. They include all current nursing diagnoses approved by NANDA International that have a potential bearing on the health problem. For every diagnosis, defining characteristics, appropriate patient outcomes, and select possible interventions with rationales are presented. The care plans are designed to stimulate critical thinking and encourage the student to individualize outcomes and interventions for the child rather than to provide an extensive picture of all nursing diagnoses, outcomes, and interventions for every given disease or condition.














Culturally Competent Care


Increasing cultural diversity in this country requires nurses caring for children and their families to develop expertise in the care of children from numerous backgrounds. Culturally competent nursing care requires more than acquiring knowledge about ethnic and cultural groups. It encompasses not only awareness of the influence of culture on the child and family but also the ability to intervene appropriately and effectively. The nurse must learn objective skills to focus on the child’s, family’s, and community’s cultural characteristics. The nurse’s self-awareness of unique personal cultural backgrounds must be acknowledged in order to understand how they contribute to cross-cultural communication. The importance of the environment of a cross-cultural care setting must be considered when providing clinical nursing care to culturally diverse families. This edition provides numerous learning experiences that examine cross-cultural communication, cultural assessment, cultural interpretation, and appropriate nursing interventions.














The Critical Role of Research and Evidence-Based Practice


This ninth edition is the product of an extensive review of the literature published since the book was last revised. Many readers and researchers have come to rely on the copious references that reflect significant contributions from a broad audience of professionals. To ensure that information is accurate and current, most citations are less than 5 years old, and almost every chapter has entries dated within 1 year of publication. This book reflects the art and science of pediatric nursing. A central goal in every revision is to base care on research rather than on tradition. Evidence-based practice produces measurable outcomes that nurses can use to validate their unique role in the health care system. Throughout the book, Evidence-Based Practice boxes reflect the importance of the science of nursing care.




















Canadian Content


The ninth edition of this text includes updated Canadian statistics regarding infant and child health in Chapter 1 and Canadian immunization schedules in Chapter 10. Numerous Canadian resource organizations are also provided throughout the text. These efforts are intended to make the text as valuable as possible to Canadian readers.




















Special Features


Much effort has been directed toward making this book easy to teach from and, more important, easy to learn from. In this edition, the following features have been included to benefit educators, students, and practitioners.


ATRAUMATIC CARE boxes emphasize the importance of providing competent care without creating undue physical and psychologic distress. Although many of the boxes provide suggestions for managing pain, atraumatic care also considers approaches to promoting self-esteem and preventing embarrassment.


[image: image] COMMUNITY FOCUS boxes address issues that expand to the community, such as increasing immunization rates, preventing lead poisoning, and decreasing smoking among teens.


CRITICAL THINKING CASE STUDIES ask the nurse to examine the evidence, consider the assumptions, establish priorities, and evaluate alternative perspectives regarding each patient situation.


CULTURAL CONSIDERATIONS boxes integrate concepts of culturally sensitive care throughout the text. The emphasis is on the clinical application of the information, whether it focuses on toilet training or on male or female circumcision.


[image: image] DRUG ALERTS highlight critical drug safety concerns for better therapeutic management.


[image: image] EMERGENCY TREATMENT boxes are flagged by colored thumb tabs, enabling the reader to quickly locate interventions for crisis situations.


EVIDENCE-BASED PRACTICE boxes have been updated in this edition to focus the reader’s attention on application of both research and critical thought processes to support and guide the outcomes of nursing care. The EBP boxes include QSEN competencies and provide measurable outcomes that nurses can use to validate their unique role in the health care system.


[image: image] FAMILY-CENTERED CARE boxes present issues of special significance to families that have a child with a particular disorder. This feature is another method of highlighting the needs or concerns of families that should be addressed when family-centered care is provided.


[image: image] NURSING ALERT features call the reader’s attention to considerations that if ignored could lead to a deteriorating or emergency situation. Key assessment data, risk factors, and danger signs are among the kinds of information included.


[image: image] NURSING CARE GUIDELINES summarize important nursing interventions for a variety of situations and conditions.


[image: image] NURSING CARE PLANS include the latest NANDA nursing diagnoses and associated defining characteristics (signs and symptoms), which assist the nurse in the validation of the selected nursing diagnosis. The nursing care plans also include patient outcomes and Nursing Outcomes Classification terminology. Selected nursing interventions and Nursing Interventions Classification terminology are designed to guide the student to individualize the child’s and family’s care. The inclusion of the classification terminology, including NANDA diagnoses, Nursing Interventions Classification, and Nursing Outcomes Classification, provides a common language for the nurse to identify the unique needs of children and their families.


[image: image] NURSING PROCESS boxes streamline the nursing process information on major diseases and conditions for easy identification.


NURSING TIPS notes present handy information of a nonemergency nature that makes patients more comfortable and the nurse’s job easier.


PATHOPHYSIOLOGY REVIEWS have been added to this edition to provide the student with a visual representation of the effects of the disease process on the child. These illustrations provide knowledge required for the nurse to implement appropriate evidence-based nursing interventions and provide independent as well as collaborative care with other health care professionals.


QUALITY PATIENT OUTCOMES are added throughout the text to provide a framework for measuring nursing care performance. Nursing-sensitive outcome measures are integrated into the outcome indicators used throughout the book.


[image: image] RESEARCH FOCUS boxes review new evidence on important topics in a concise way.


[image: image] SAFETY ALERTS highlight patient safety as part of the QSEN initiative for better outcomes of nursing care.


Numerous pedagogic devices that enhance student learning have been retained from previous editions:




• CHAPTER OUTLINES with page numbers begin each chapter and allow readers to quickly locate topics of interest.


• A functional and attractive FULL-COLOR DESIGN visually enhances the organization of each chapter, as well as the special features.


• EVOLVE at the beginning of each chapter highlight additional resources and information included on the Evolve website. Marginal notes are included throughout the chapter to specify the location of the corresponding content.


• A detailed, cross-referenced INDEX allows readers to quickly access discussions.


• KEY TERMS are highlighted throughout each chapter to reinforce student learning.


• Hundreds of TABLES and BOXES highlight key concepts and nursing interventions.


• KEY POINTS, located at the end of each chapter, help the reader summarize major concepts, make connections, and synthesize information.


• LEARNING OBJECTIVES in each chapter provide the reader with a basic guideline for the major points presented in and learned from the chapter.


• Many of the COLOR PHOTOGRAPHS are new, and anatomic drawings are easy to follow, with color appropriately used to illustrate important aspects, such as saturated and desaturated blood. As an example, the full-color heart illustrations in Chapter 25 clearly depict congenital cardiac defects and associated hemodynamic changes.
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Marilyn J. Hockenberry and Patrick Barrera







Chapter Outline





Health Care for Children, 1




Health Promotion




Nutrition





Dental Care


Immunizations


Childhood Health Problems, 3




Obesity and Type 2 Diabetes


Childhood Injuries


Violence


Substance Abuse


Mental Health Problems





Mortality and Morbidity, 6




Infant Mortality


Childhood Mortality


Childhood Morbidity








The Art of Pediatric Nursing, 8




Philosophy of Care




Family-Centered Care


Atraumatic Care





Role of the Pediatric Nurse, 9




Therapeutic Relationship


Family Advocacy and Caring


Disease Prevention and Health Promotion


Health Teaching


Injury Prevention


Support and Counseling


Coordination and Collaboration


Ethical Decision Making





Research and Evidence-Based Practice





Clinical Reasoning and the Process of Providing Nursing Care to Children and Families, 12




Clinical Reasoning


Nursing Process




Assessment, 12


Nursing Diagnosis, 12


Planning, 13


Implementation, 13


Evaluation, 13


Documentation, 13








Quality Outcome Measures, 13










Learning Objectives


On completion of this chapter the reader will be able to:


• Define the terms mortality and morbidity.


• Identify two ways that knowledge of mortality and morbidity can improve child health.


• List three major causes of death during infancy, early childhood, later childhood, and adolescence.


• List two major causes of illness during childhood.


• Describe five broad functions of the pediatric nurse in promoting the health of children.


• Define critical thinking.


• Identify the five steps of the nursing process.


• Define nursing diagnosis.


• Define evidence-based practice.


• Identify the Institute of Medicine’s six domains of patient care Quality Outcomes
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Key Point Summaries


NCLEX-Style Review Questions











Health Care for Children


The major goal for pediatric nursing is to improve the quality of health care for children and their families. In 2010, almost 75 million children 0 to 17 years of age lived in the United States, comprising 24% of the population (Federal Interagency Forum on Child and Family Statistics, 2011). The health status of children in the United States has improved in a number of areas, including increased immunization rates for all children, decreased adolescent birth rate, and improved child health outcomes. Unfortunately, millions of children and their families have no health insurance, which results in a lack of access to care and health promotion services. In addition, disparities in pediatric health care are related to race, ethnicity, socioeconomic status, and geographic factors (see Research Focus box). Patterns of child health are shaped by medical progress and societal trends (Starmer, Duby, Slaw, and others, 2010). Shifts in population demographics, family structure, income, education levels, and cultural norms directly affect the health of children (Leslie, Slaw, Edwards, and others, 2010). The Healthy People 2020 Leading Health Indicators (Box 1-1) provide a framework for identifying essential components for child health promotion programs designed to prevent future health problems among our nation’s children.





Box 1-1


Healthy People 2020





Goals







• Attain high-quality, longer lives free of preventable disease, disability, injury, and premature death.


• Achieve health equity, eliminate disparities, and improve the health of all groups.


• Create social and physical environments that promote good health for all.


• Promote quality of life, healthy development, and healthy behaviors across all life stages.











Leading Health Indicators—Topics







• Access to Health Services


• Clinical Preventive Services


• Environmental Quality


• Injury and Violence


• Maternal, Infant, and Child Health


• Mental Health


• Nutrition, Physical Activity, and Obesity


• Oral Health


• Reproductive and Sexual Health


• Social Determinants


• Substance Abuse


• Tobacco








From U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion: Healthy people 2020, Washington, DC, retrieved August 15, 2011, from http://www.healthypeople.gov/2020/about/default.aspx.








[image: image] Research Focus


National Children’s Study


The National Children’s Study is the largest prospective, long-term study of children’s health and development conducted in the United States. The study is designed to follow 100,000 children and their families from birth to age 21 years to understand the link between children’s environments and their physical and emotional health and development (American Academy of Pediatrics, 2008). Researchers hope that a study of this magnitude will provide information on innovative interventions for families, children, and health care providers to eradicate unhealthy diets, dental caries, and childhood obesity and to bring a significant reduction in violence, injury, substance abuse, and mental health disorders among the nation’s children. This study supports the Healthy People 2020 primary goals to increase the quality and years of healthy life and eliminate health disparities related to race, ethnicity, and socioeconomic status (U.S. Department of Health and Human Services, 2009).











Health Promotion


Many leading causes of disease, disability, and death in children (i.e., prematurity, nutritional deficiencies, injuries, chronic lung disease, obesity, cardiovascular disease, depression, violence, substance abuse, and human immunodeficiency virus/acquired immunodeficiency syndrome [HIV/AIDS]) can be significantly reduced or prevented in children and adolescents by addressing six categories of behavior (World Health Organization, 2011):




1. Tobacco use


2. Behavior that results in injury and violence


3. Alcohol and substance use


4. Dietary and hygienic practices that cause disease


5. Sedentary lifestyle


6. Sexual behavior that causes unintended pregnancy and disease





Child health promotion provides opportunities to reduce differences in current health status among members of different groups and ensure equal opportunities and resources to enable all children to achieve their fullest health potential.








Nutrition


Nutrition is an essential component for healthy growth and development. Human milk is the preferred form of nutrition for all infants. Breastfeeding provides infants with micronutrients, immunologic properties, and several enzymes that enhance digestion and absorption of these nutrients. A recent resurgence in breastfeeding has occurred because of the education of mothers and fathers regarding its benefits and increased social support.


Children establish lifelong eating habits during the first 3 years of life, and nurses are instrumental in educating parents about the process of feeding and the importance of nutrition. Most eating preferences and attitudes related to food are established by family influences and culture. During adolescence, parental influence diminishes, and adolescents make food choices related to peer acceptability and sociability. Occasionally, these choices are detrimental to adolescents with chronic illnesses such as diabetes, obesity, chronic lung disease, hypertension, cardiovascular risk factors, and renal disease.


Families that struggle with lower incomes, homelessness, and migrant status generally lack the resources to provide their children with adequate food intake, nutritious foods such as fresh fruits and vegetables, and appropriate protein intake. The result is nutritional deficiencies with subsequent growth and developmental delays, depression, and behavior problems.














Dental Care


Dental caries is the single most common chronic disease of childhood (Cheng, Han, and Gansky, 2008; Heuer, 2007). Nearly one in five children between the ages of 2 and 4 years has visible cavities (Kagihara, Niederhauser, and Stark, 2009). The most common form of early dental disease is early childhood caries, which may begin before the first birthday and progress to pain and infection within the first 2 years of life (Kagihara, Niederhauser, and Stark, 2009). Preschoolers of low-income families are twice as likely to develop tooth decay and only half as likely to visit dentists as other children. Early childhood caries is a preventable disease, and nurses play an essential role in educating children and parents about practicing dental hygiene beginning with the first tooth eruption; drinking fluoridated water, including bottled water; and instituting early dental preventive care.














Immunizations


The two public health interventions that have had the greatest impact on world health are clean drinking water and childhood vaccination programs. Immunization rates can vary depending on a number of factors, including children’s race and ethnicity, family income, geographic location, types of vaccinations, and the child’s age. The nurse should review individual immunization records at every clinic visit, avoid missing opportunities to vaccinate, and encourage parents to keep immunizations current. Nurses are responsible for keeping up with changes in immunization schedules, recommendations, and research related to childhood vaccines.




















Childhood Health Problems


Changes in modern society, including advancing medical knowledge and technology, the proliferation of information systems, economically troubled times, and various changes and disruptive influences on the family, are leading to significant medical problems that affect the health of children (Leslie, Slaw, Edwards, and others, 2010). Recent concern has focused on groups of children who are at highest risk, such as children born prematurely or with very low birth weight (VLBW) or low birth weight (LBW), children attending child care centers, children who live in poverty or are homeless, children of immigrant families, and children with chronic medical and psychiatric illness and disabilities. In addition, these children and their families face multiple barriers to adequate health, dental, and psychiatric care. The new morbidity, also known as pediatric social illness, refers to the behavior, social, and educational problems that children face. Problems that can negatively impact a child’s development include poverty, violence, aggression, noncompliance, school failure, and adjustment to parental separation and divorce. In addition, mental health issues cause challenges in childhood and adolescence.








Obesity and Type 2 Diabetes


Childhood obesity is the most common nutritional problem among American children, is increasing in epidemic proportions, and is associated with type 2 diabetes (Cali and Caprio, 2008; de Onis, Blössner, and Borghi, 2010; Matyka, 2008; Raj and Kumar, 2010). Obesity in children and adolescents is defined as a body mass index (BMI) at or greater than the 95th percentile for youth of the same age and gender (Schwartz and Chadha, 2008). The National Health and Nutrition Examination Survey reported that the prevalence of overweight children doubled and the prevalence of overweight adolescents tripled between 1980 and 2000 (American Dietetic Association, 2008).


Advancements in entertainment and technology such as television, computers, and video games have contributed to the growing childhood obesity problem in the United States. In the National Longitudinal Study of Adolescent Health, screen time (TV, video, computer use) interacts with genetic factors to influence BMI changes (Graff, North, Monda, and others, 2011). Lack of physical activity related to limited resources, unsafe environments, and inconvenient play and exercise facilities combined with easy access to television and video games increases the incidence of obesity among low-income minority children. Overweight youth have increased risk for developing hypercholesterolemia, insulin resistance, diabetes, hypertension, and heart disease (Matyka, 2008; Schwartz and Chadha, 2008) (Fig. 1-1). The U.S. Department of Health and Human Services suggests that nurses focus on prevention strategies to reduce the incidence of overweight children in all ethnic groups from the current 20% to less than 6%.
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FIG 1-1 The American culture’s intake of high-caloric fatty foods contributes to obesity in children.




















Childhood Injuries


Injuries are the most common cause of death and disability to children in the United States (Schnitzer, 2006) (Table 1-1). Motor vehicle accidents (MVAs) continue to be the most common cause of death in children older than 1 year of age. Other unintentional injuries (head injuries, drowning, burns, and firearm accidents) take the lives of children every day. Many childhood injuries and fatalities could be prevented by implementing programs of accident prevention and health promotion.




TABLE 1-1


MORTALITY FROM LEADING TYPES OF UNINTENTIONAL INJURIES, UNITED STATES, 1997 (RATE PER 100,000 POPULATION IN EACH AGE GROUP)










	 

	AGE (yr)






	TYPE OF ACCIDENT

	<1

	1–4

	5–14

	15–24










	Males






	All causes

	818.0

	39.8

	24.0

	124.4






	Unintentional injuries (all types)

	22.3

	15.2

	10.6

	52.3






	Motor vehicle accidents

	4.4 (2)

	5.3 (1)

	5.8 (1)

	38.3 (1)






	Drowning

	1.8 (4)

	3.9 (2)

	1.6 (2)

	3.2 (2)






	Fires and burns

	1.5 (5)

	2.5 (3)

	0.8 (3)

	—






	Firearms

	—

	0.5 (4)

	0.5 (4)

	—






	Ingestion of food or object

	2.5 (3)

	0.5 (5)

	—

	—






	Falls

	—

	—

	—

	1.2 (5)






	Mechanical suffocation

	9.1 (1)

	0.6 (4)

	0.4 (5)

	—






	Poisoning

	—

	—

	—

	2.8 (3)






	All other unintentional injuries

	3.1

	2.3

	1.4

	5.3






	Accidents as a percentage of all deaths

	2.7%

	38.2%

	44.3%

	42.0%






	Females






	All causes

	662.9

	31.8

	17.4

	46.0






	Unintentional injuries (all types)

	18.1

	10.9

	6.7

	20.0






	Motor vehicle accidents

	4.4 (2)

	4.7 (1)

	4.3 (1)

	17.1 (1)






	Drowning

	1.4 (4)

	2.0 (2)

	0.6 (3)

	0.4 (3)






	Fires and burns

	1.2 (5)

	2.0 (2)

	0.7 (2)

	—






	Firearms

	—

	—

	0.1 (4)

	0.1 (5)






	Ingestion of food or object

	1.5 (3)

	0.4 (4)

	—

	—






	Falls

	—

	—

	—

	0.2 (4)






	Mechanical suffocation

	6.9 (1)

	0.3 (5)

	0.1 (4)

	—






	Poisoning

	—

	—

	—

	0.8 (2)






	All other unintentional injuries

	2.7

	1.5

	0.9

	1.5






	Accidents as a percentage of all deaths

	2.7%

	34.2%

	38.2%

	43.4%
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Modified from National Safety Council: Injury facts, Itaska, Ill, 2000, The Council. Data from National Center for Health Statistics.





The type of injury and the circumstances surrounding it are closely related to normal growth and development (Box 1-2). As children develop, their innate curiosity compels them to investigate the environment and to mimic the behavior of others. This is essential to acquire competency as an adult but can also predispose children to numerous hazards.





Box 1-2   Childhood Injuries


Risk Factors


Sex—Preponderance of boys; difference mainly the result of behavioral characteristics, especially aggression


Temperament—Children with difficult temperament profile, especially persistence, high activity level, and negative reactions to new situations


Stress—Predisposes children to increased risk-taking and self-destructive behavior; general lack of self-protection


Alcohol and drug use—Associated with a higher incidence of motor vehicle injuries, drowning, homicides, and suicides


History of previous injury—Associated with an increased likelihood of another injury, especially if the initial injury required hospitalization





Developmental Characteristics







• Mismatch between child’s developmental level and skill required for activity (e.g., all-terrain vehicles)


• Natural curiosity to explore the environment


• Desire to assert themselves and challenge rules


• In older children, desire for peer approval and acceptance











Cognitive Characteristics (Age Specific)


Infant—Sensorimotor: explores environment through taste and touch


Young child




• Object permanence—Actively searches for attractive object


• Cause and effect—Lacks awareness of consequential dangers


• Transductive reasoning—May fail to learn from experiences (e.g., perceives falling from a step as a different type of danger from climbing a tree)


• Magical and egocentric thinking—Is unable to comprehend danger to self or others





School-age child—Transitional cognitive processes: is unable to fully comprehend causal relationships; attempts dangerous acts without detailed planning regarding consequences


Adolescent—Formal operations: is preoccupied with abstract thinking and loses sight of reality; may lead to feeling of invulnerability








Anatomic Characteristics (Especially in Young Children)







• Large head—Predisposes to cranial injury


• Large spleen and liver with wide costal arch—Predisposes to direct trauma to these organs


• Small and light body—May be thrown easily, especially inside a moving vehicle





Other factors—Poverty, family stress (e.g., maternal illness, recent environmental change), substandard alternative child care, young maternal age, low maternal education, multiple siblings








The child’s developmental stage partially determines the types of injuries that are most likely to occur at a specific age and helps provide clues to preventive measures. For example, small infants are helpless in any environment. When they begin to roll over or propel themselves, they can fall from unprotected surfaces. Crawling infants, who have a natural tendency to place objects in their mouths, are at risk for aspiration or poisoning. Mobile toddlers, with the instinct to explore and investigate and the ability to run and climb, may experience falls, burns, and collisions with objects. As children grow older, their absorption with play makes them oblivious to environmental hazards such as street traffic and water. The need to conform and gain acceptance compels older children and adolescents to accept challenges and dares. Although the rate of injuries is high in children younger than 9 years of age, most fatal injuries occur in later childhood and adolescence.


The pattern of deaths caused by unintentional injuries, especially from MVAs, drowning, and burns, is remarkably consistent in most Western societies. The leading causes of death from injuries for each age group according to sex are presented in Table 1-1. The majority of deaths from injuries occur in boys. It is important to note that accidents continue to account for more than three times as many teen deaths as any other cause (Annie E. Casey Foundation, 2011). Fortunately, prevention strategies such as the use of car restraints, bicycle helmets, and smoke detectors have significantly decreased fatalities for children. Nevertheless, the overwhelming causes of death in children are MVAs, including occupant, pedestrian, bicycle, and motorcycle deaths; these account for more than half of all injury deaths (Centers for Disease Control and Prevention, 2006). Children younger than 1 year of age have the highest rate of death from MVAs, primarily from a failure to properly use car restraints (Fig. 1-2).
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FIG 1-2 Motor vehicle injuries are the leading cause of death in children older than 1 year of age. The majority of fatalities involve occupants who are unrestrained.








Pedestrian accidents involving children account for significant numbers of motor vehicle–related deaths. Most of these accidents occur at midblock, at intersections, in driveways, and in parking lots. Driveway injuries typically involve small children and large vehicles backing up.


Bicycle-associated injuries also cause a number childhood deaths. Children ages 5 to 9 years are at greatest risk of bicycling fatalities. The majority of bicycling deaths are from head injuries. Helmets greatly reduce the risk of head injury, but few children wear helmets (Castle, Burke, Arbogast, and others, 2010). Community-wide bicycle helmet campaigns and mandatory-use laws have resulted in significant increases in helmet use. Still, issues such as stylishness, comfort, and social acceptability remain important factors in noncompliance. Nurses can educate children and families about pedestrian and bicycle safety. In particular, school nurses can promote helmet wearing and encourage peer leaders to act as role models.


Drowning and burns are among the top three leading causes of deaths for boys and girls throughout childhood (Fig. 1-3). In addition, improper use of firearms is the fourth leading cause of death from injury in children 5 to 14 years of age (Fig. 1-4). During infancy, more boys die from aspiration or suffocation than do girls (Fig. 1-5). Approximately 65% of all unintentional poisonings are reported in children younger than 5 years of age (Bronstein, Spyker, Cantilena, and others, 2010; Franklin and Rodgers, 2008) (Fig. 1-6). By ages 4 to 5 years, unintentional poisonings are uncommon. Intentional poisoning, associated with drug and alcohol abuse and suicide attempt, is the second leading cause of death in adolescent girls and third leading cause in adolescent boys.
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FIG 1-3 A, Drowning is one of the leading causes of death. Children left unattended are unsafe even in shallow water. B, Burns are among the top three leading causes of death from injury in children ages 1 to 14 years.
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FIG 1-4 Improper use of firearms is the fourth leading cause of death from injury in children 5 to 14 years of age. (© 2012 Photos.com, a division of Getty Images. All rights reserved.)
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FIG 1-5 Mechanical suffocation is the leading cause of death from injury in infants.
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FIG 1-6 Poisoning causes a considerable number of injuries in children younger than 4 years of age. Medications should never be left where young children can reach them.




















Violence


Youth violence is a high-visibility, high-priority concern in every sector of U.S. society (U.S. Department of Health and Human Services, 2011). Strikingly higher homicide rates are found among minority populations, especially African-American children. The causes of violence against children and self-inflicted violence are not fully understood. Violence seems to permeate American households through television programs, commercials, video games, and movies, all of which tend to desensitize the child toward violence. Violence also permeates the schools with the availability of guns, illicit drugs, and gangs. The problem of child homicide is extremely complex and involves numerous social, economic, and other influences. Prevention lies in better understanding of the social and psychologic factors that lead to the high rates of homicide and suicide. Nurses need to be especially aware of young people who harm animals or start fires, are depressed, are repeatedly in trouble with the criminal justice system, or are associated with groups known to be violent. Prevention requires early identification and rapid therapeutic intervention by qualified professionals.


Pediatric nurses can assess children and adolescents for risk factors related to violence. Families that own firearms must be educated about their safe use and storage. The presence of a gun in a household increases the risk of suicide by about fivefold and the risk of homicide by about threefold. Technologic changes such as childproof safety devices and loading indicators could improve the safety of firearms (see Community Focus box).
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Violence in Children


The serious problem of community violence affects the lives of many children and expands throughout the family, schools, and the workplace. Nurses working with children, adolescents, and families have a critical role in reducing violence through early identification and symptom recognition of the mental-emotional stress that can result from these experiences.


Violent crimes continue to be a significant health issue for children, with homicide being the second leading cause of death in 15- to 19-year-old teenagers (Annie E. Casey Foundation, 2011). The multifaceted origins of violence include developmental factors, gang involvement, access to firearms, drugs, the media, poverty, and family conflict. Often the silent and underrecognized victims are the children who witness acts of community violence. Studies suggest that chronic exposure to violence has a negative effect on children’s cognitive, social, psychologic, and moral development. Also, multiple exposures to episodes of violence do not inoculate children against the negative effects; rather, continued exposure can result in lasting symptoms of stress. Children living with chronic violence may exhibit behaviors such as difficulty concentrating in school, memory impairment, aggressive play, uncaring behaviors, and constricted activities and thinking for fear of reliving the traumatic event.


National concern about the increasing prevalence of violent crimes has prompted nurses to actively participate in ensuring that children grow up in safe environments. Pediatric nurses are positioned to assess children and adolescents for signs of exposure to violence and well-known risk factors; nurses also can provide nonviolent problem-solving strategies, counseling, and referrals. These activities affect community practice and expand the nurse’s role in the future health environment. Professional resources include:





National Domestic Violence Hotline


PO Box 161810


Austin, TX 78716


800-799-SAFE


www.ndvh.org




















Substance Abuse


Risk-taking behaviors, particularly in boys, tend to begin in the first decade of life and continue into adolescence with drinking alcohol while driving, speeding, carrying a weapon, or using illicit drugs. Adolescent trends in cigarette smoking, alcohol use, and illicit drug abuse have declined since 2002. Approximately 9.8% of youth reported cigarette smoking, 15.9% reported alcohol use, and 9.5% reported illicit drug abuse within the past month (National Survey on Drug Use and Health, 2008). The slight decline in American youths’ illicit drug use is attributed to education regarding the adverse effects of illicit drugs, parental disapproval, decreased availability of drugs, and consistent participation in church and organized activities such as scouts and sports.














Mental Health Problems


One in five adolescents has a mental health problem, and one in 10 has a serious emotional problem that affects daily functioning (Coury, 2006). Psychosocial problems in children seen in primary care settings in rural areas are common (Polaha, Dalton, and Allen, 2011). Children and adolescents with mental health problems are more likely to drop out of school than those with other disabilities (Porche, Fortuna, Lin, and others, 2011). Suicide is defined as a self-chosen death and is the third leading cause of death in children ages 10 to 19 years (Doucette, 2005). The American Association of Suicidology (2009) estimates that there are 11.5 youth suicides (15–24 years) every day. Suicide is preventable. Nurses should be alert to the symptoms of mental illness and potential suicidal ideation and be aware of potential resources for high-quality integrated mental health services.





















Mortality and Morbidity



Infant Mortality





The infant mortality rate is the number of deaths during the first year of life per 1000 live births. It may be further divided into neonatal mortality (<28 days of life) and postneonatal mortality (28 days–11 months). In the United States, infant mortality has decreased dramatically. At the beginning of the twentieth century, the rate was approximately 200 infant deaths per 1000 live births. In 2009, the infant mortality rate was 6.42 deaths per 1000 live births (Kochanek, Kirmeyer, Martin, and others, 2012).


From a worldwide perspective, however, the United States lags behind other nations in reducing infant mortality. In 2001, the United States ranked last among 27 nations that have a population of at least 2.5 million and had infant mortality rates equal to or lower than that of the United States in 2000. Hong Kong, Sweden, and Japan have the three lowest rates, with the United States ranked last behind Poland and Slovenia (Kochanek, Kirmeyer, Martin, and others, 2012).


Birth weight is considered the major determinant of neonatal death in technologically developed countries. There is a relationship between LBW and infant morbidity and mortality (Mathews, Miniño, Osterman, and others, 2011). The lower the birth weight, the higher the mortality. The relatively high incidence of LBW (<2500 g [5.5 lb]) in the United States is considered a key factor in its higher neonatal mortality rate compared with other countries. Access to and the use of high-quality prenatal care is a promising preventive strategy to decrease early delivery and infant mortality. Other factors that increase the risk of infant mortality include African-American race, male gender, short or long gestation, young or old maternal age, and lower level of maternal education (Martin, Kochanek, Strobino, and others, 2005).


As Table 1-2 demonstrates, many of the leading causes of death during infancy continue to occur during the perinatal period. The first four causes—congenital anomalies, disorders relating to short gestation and unspecified LBW, sudden infant death syndrome, and newborn affected by maternal complications of pregnancy—accounted for about half (51%) of all deaths of infants younger than 1 year of age (Kochanek, Kirmeyer, Martin, and others, 2012). LBW is a major indicator of infant health and a significant predictor of infant mortality (Mathews, Miniño, Osterman, and others, 2011). Many birth defects are associated with LBW, and reducing the incidence of LBW will help prevent congenital anomalies. Infant mortality resulting from HIV infection decreased significantly during the 1990s.




TABLE 1-2


Infant Mortality Rate and Percentage of Total Deaths for the 10 Leading Causes of Infant Death in 2009 (Rate Per 1000 Live Births)










	RANK

	CAUSE OF DEATH (BASED ON 10th REVISION, INTERNATIONAL CLASSIFICATION OF DISEASES)

	PERCENT

	RATE










	 

	All races, all causes

	100.0

	642.1






	1

	Congenital anomalies

	20.2

	129.7






	2

	Disorders relating to short gestation and unspecified low birth weight

	16.8

	108.0






	3

	Sudden infant death syndrome

	8.2

	52.5






	4

	Newborn affected by maternal complications of pregnancy

	6.0

	38.4






	5

	Accidents (unintentional injuries)

	4.4

	28.0






	6

	Newborn affected by complications of the placenta, umbilical cord, and membranes

	3.9

	24.7






	7

	Bacterial sepsis of newborn

	2.6

	16.5






	8

	Respiratory distress of newborn

	2.2

	14.2






	9

	Diseases of circulatory system

	2.1

	13.7






	10

	Neonatal hemorrhage

	2.0

	13.0
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Modified from Kochanek KD, Kirmeyer SE, Martin JA, and others: Annual summary of vital statistics: 2009, Pediatrics 129(2):338–348, 2012.





When infant death rates are categorized according to race, a disturbing difference is seen. Infant mortality for whites is considerably lower than for all other races in the United States, with African Americans having twice the rate of whites. Although the infant mortality of all racial groups increased slightly between 2001 and 2002, the gap has remained constant, with the infant mortality rate expressed as a ratio of deaths for African Americans to those for whites being relatively unchanged in the past decade (Kochanek, Kirmeyer, Martin, and others, 2012). The LBW rate is also much higher for African-American infants than for any other group. One encouraging note is that the gap in mortality rates between white and nonwhite races other than African Americans has narrowed in recent years. Infant mortality rates for Hispanics and Asian–Pacific Islanders have decreased dramatically during the past 2 decades (Mathews, Miniño, Osterman, and others, 2011).








Childhood Mortality


Death rates for children older than 1 year of age have always been lower than those for infants. Children ages 5 to 14 years have the lowest rate of death. However, a sharp rise occurs during later adolescence, primarily from injuries, homicide, and suicide (Table 1-3). In 2008, accidental injuries accounted for 38.8% of all deaths. The second leading cause of death was homicide, accounting for 12.4% of all deaths in 2008 (Mathews, Miniño, Osterman, and others, 2011). The trend in racial differences that occurs in infant mortality is also apparent in childhood deaths for all ages and for both sexes. Whites have fewer deaths for all ages, and male deaths outnumber female deaths.




TABLE 1-3


Five Leading Causes of Death in Children in United States: Selected Age Intervals, 2009 (Rate Per 100,000 Population)










	 

	AGES 1–4 YEARS

	AGES 5–9 YEARS

	AGES 10–14 YEARS

	AGES 15–19 YEARS






	RANK

	CAUSE

	RATE

	CAUSE

	RATE

	CAUSE

	RATE

	CAUSE

	RATE










	 

	All causes

	26.1

	All causes

	12.2

	All causes

	15.6

	All causes

	53.2






	1

	Accidents

	8.5

	Accidents

	3.8

	Accidents

	4.5

	Accidents

	22.1






	2

	Congenital anomalies

	2.8

	Cancer

	2.3

	Cancer

	2.1

	Homicide

	8.8






	3

	Homicide

	2.3

	Congenital anomalies

	0.9

	Suicide

	1.3

	Suicide

	7.7






	4

	Cancer

	2.0

	Homicide

	0.6

	Homicide

	1.0

	Cancer

	3.0






	5

	Heart disease

	0.9

	Influenza and pneumonia

	0.5

	Congenital anomalies

	0.8

	Heart disease

	1.5
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Modified from Kochanek KD, Kirmeyer SE, Martin JA, and others: Annual summary of vital statistics: 2009, Pediatrics 129(2):338–348, 2012.





After 1 year of age, the cause of death changes dramatically, with unintentional injuries (accidents) being the leading cause from the youngest ages to the adolescent years. Violent deaths have been steadily increasing among young people ages 10 through 25 years, especially African Americans and males. Homicide is the second leading cause of death in the 15- to 19-year age group (see Table 1-3). Children 12 years of age and older tend to be killed by nonfamily members (acquaintances and gangs, typically of the same race) and most frequently by firearms. Suicide, a form of self-violence, is the third leading cause of death among children and adolescents 10 to 19 years of age.














Childhood Morbidity


Acute illness is defined as an illness with symptoms severe enough to limit activity or require medical attention. Respiratory illness accounts for approximately 50% of all acute conditions, 11% are caused by infections and parasitic disease, and 15% are caused by injuries. The chief illness of childhood is the common cold.


The types of diseases that children contract during childhood vary according to age. For example, upper respiratory tract infections and diarrhea decrease in frequency with age, but other disorders, such as acne and headaches, increase. Children who have had a particular type of problem are more likely to have that problem again. Morbidity is not distributed randomly in children. Recent concern has focused on groups of children who have increased morbidity: homeless children, children living in poverty, LBW children, children with chronic illnesses, foreign-born adopted children, and children in daycare centers. A number of factors place these groups at risk for poor health. A major cause is barriers to health care, especially for homeless people, poverty stricken individuals, and those with chronic health problems. Other factors include improved survival of children with chronic health problems, particularly infants of VLBW.



























The Art of Pediatric Nursing



Philosophy of Care





Nursing of infants, children, and adolescents is consistent with the definition of nursing as “the diagnosis and treatment of human responses to actual or potential health problems.” This definition incorporates the four essential features of contemporary nursing practice (American Nurses Association, 2003):




1. Attention to the full range of human experiences and responses to health and illness without restriction to a problem-focused orientation


2. Integration of objective data with knowledge gained from an understanding of the patient or group’s subjective experience


3. Application of scientific knowledge to the processes of diagnosis and treatment


4. Provision of a caring relationship that facilitates health and healing











Family-Centered Care


The philosophy of family-centered care recognizes the family as the constant in a child’s life. Service systems and personnel must support, respect, encourage, and enhance the family’s strength and competence by developing a partnership with parents (National Center for Cultural Competence, 2007). Nurses support families in their natural caregiving and decision-making roles by building on their unique strengths and acknowledging their expertise in caring for their children both within and outside the hospital setting (National Center for Cultural Competence, 2007). The nurse considers the needs of all family members in relation to the care of the child (Box 1-3). The philosophy acknowledges diversity among family structures and backgrounds; family goals, dreams, strategies, and actions; and family support, service, and information needs (Hooper, 2008).





Box 1-3


Key Elements of Family-Centered Care







Incorporating into policy and practice the recognition that the family is the constant in a child’s life while the service systems and support personnel within those systems fluctuate


Facilitating family-professional collaboration at all levels of hospital, home, and community care:




• Care of an individual child


• Program development, implementation, and evaluation


• Policy formation





Exchanging complete and unbiased information between family members and professionals in a supportive manner at all times


Incorporating into policy and practice the recognition and honoring of cultural diversity, strengths, and individuality within and across all families, including ethnic, racial, spiritual, social, economic, educational, and geographic diversity


Recognizing and respecting different methods of coping and implementing comprehensive policies and programs that provide developmental, educational, emotional, environmental, and financial support to meet the diverse needs of families


Encouraging and facilitating family-to-family support and networking


Ensuring that home, hospital, and community service and support systems for children needing specialized health and developmental care and their families are flexible, accessible, and comprehensive in responding to diverse family-identified needs


Appreciating families as families and children as children, recognizing that they possess a wide range of strengths, concerns, emotions, and aspirations beyond their need for specialized health and developmental services and support





From Shelton TL, Stepanek JS: Family-centered care for children needing specialized health and developmental services, Bethesda, Md, 1994, Association for the Care of Children’s Health.





Two basic concepts in family-centered care are enabling and empowerment. Professionals enable families by creating opportunities and means for all family members to display their current abilities and competencies and to acquire new ones to meet the needs of the child and family. Empowerment is the interaction of professionals with families in such a way that families maintain or acquire a sense of control over their family lives and acknowledge positive changes that result from helping behaviors that foster their own strengths, abilities, and actions.


Although caring for the family is strongly emphasized throughout this text, it is highlighted in features such as Cultural Considerations boxes (see p. 44) and Family-Centered Care boxes (see p. 13).














Atraumatic Care


Atraumatic care is the provision of therapeutic care in settings, by personnel, and through the use of interventions that eliminate or minimize the psychologic and physical distress experienced by children and their families in the health care system. Therapeutic care encompasses the prevention, diagnosis, treatment, or palliation of acute or chronic conditions. Setting refers to the place in which that care is given—the home, the hospital, or any other health care setting. Personnel include anyone directly involved in providing therapeutic care. Interventions range from psychologic approaches, such as preparing children for procedures, to physical interventions, such as providing space for a parent to room in with a child. Psychologic distress may include anxiety, fear, anger, disappointment, sadness, shame, or guilt. Physical distress may range from sleeplessness and immobilization to disturbances from sensory stimuli such as pain, temperature extremes, loud noises, bright lights, or darkness. Thus atraumatic care is concerned with the where, who, why, and how of any procedure performed on a child for the purpose of preventing or minimizing psychologic and physical stress (Wong, 1989).


The overriding goal in providing atraumatic care is first, do no harm. Three principles provide the framework for achieving this goal: (1) prevent or minimize the child’s separation from the family, (2) promote a sense of control, and (3) prevent or minimize bodily injury and pain. Examples of providing atraumatic care include fostering the parent–child relationship during hospitalization, preparing the child before any unfamiliar treatment or procedure, controlling pain, allowing the child privacy, providing play activities for expression of fear and aggression, providing choices to children, and respecting cultural differences.














Role of the Pediatric Nurse


The pediatric nurse is responsible for promoting the health and well-being of the child and family. Nursing functions vary according to regional job structures, individual education and experience, and personal career goals. Just as patients (children and their families) have unique backgrounds, each nurse brings an individual set of variables that affect the nurse–patient relationship. No matter where pediatric nurses practice, their primary concern is the welfare of the child and family.








Therapeutic Relationship


The establishment of a therapeutic relationship is the essential foundation for providing high-quality nursing care. Pediatric nurses need to have meaningful relationships with children and their families and yet remain separate enough to distinguish their own feelings and needs. In a therapeutic relationship, caring, well-defined boundaries separate the nurse from the child and family. These boundaries are positive and professional and promote the family’s control over the child’s health care. Both the nurse and the family are empowered and maintain open communication. In a nontherapeutic relationship, these boundaries are blurred, and many of the nurse’s actions may serve personal needs, such as a need to feel wanted and involved, rather than the family’s needs.


Exploring whether relationships with patients are therapeutic or nontherapeutic helps nurses identify problem areas early in their interactions with children and families (see Nursing Care Guidelines box). Although questions regarding the nurse’s involvement may label certain actions negative or positive, no one action makes a relationship therapeutic or nontherapeutic. For example, a nurse may spend additional time with the family but still recognize his or her own needs and maintain professional separateness. An important clue to nontherapeutic relationships is the staff’s concerns about their peer’s actions with the family.





[image: image] Nursing Care Guidelines


Exploring Your Relationships with Children and Families


To foster therapeutic relationships with children and families, you must first become aware of your caregiving style, including how effectively you take care of yourself. The following questions should help you understand the therapeutic quality of your professional relationships.





Negative Actions


Are you overinvolved with children and their families?




• Do you work overtime to care for the family?


• Do you spend off-duty time with children’s families, either in or out of the hospital?


• Do you call frequently (either the hospital or home) to see how the family is doing?


• Do you show favoritism toward certain patients?


• Do you buy clothes, toys, food, or other items for the child and family?


• Do you compete with other staff members for the affection of certain patients and families?


• Do other staff members comment to you about your closeness to the family?


• Do you attempt to influence families’ decisions rather than facilitate their informed decision making?





Are you underinvolved with children and families?




• Do you restrict parent or visitor access to children, using excuses such as the unit is too busy?


• Do you focus on the technical aspects of care and lose sight of the person who is the patient?





Are you overinvolved with the children and underinvolved with their parents?




• Do you become critical when the parents do not visit their children?


• Do you compete with the parents for their children’s affection?











Positive Actions


Do you strive to empower families?




• Do you explore families’ strengths and needs in an effort to increase family involvement?


• Have you developed teaching skills to instruct families rather than doing everything for them?


• Do you work with families to find ways to decrease their dependence on health care providers?


• Can you separate families’ needs from your own needs?





Do you strive to empower yourself?




• Are you aware of your emotional responses to different people and situations?


• Do you seek to understand how your own family experiences influence reactions to patients and families, especially as they affect tendencies toward overinvolvement or underinvolvement?


• Do you have a calming influence, not one that will amplify emotionality?


• Have you developed interpersonal skills in addition to technical skills?


• Have you learned about ethnic and religious family patterns?


• Do you communicate directly with persons with whom you are upset or take issue?


• Are you able to “step back” and withdraw emotionally, if not physically, when emotional overload occurs, yet remain committed?


• Do you take care of yourself and your needs?


• Do you periodically interview family members to determine their current issues (e.g., feelings, attitudes, responses, wishes), communicate these findings to peers, and update records?


• Do you avoid relying on initial interview data, assumptions, or gossip regarding families?


• Do you ask questions if families are not participating in care?


• Do you assess families for feelings of anxiety, fear, intimidation, worry about making a mistake, a perceived lack of competence to care for their child, or fear of health care professionals overstepping their boundaries into family territory or vice versa?


• Do you explore these issues with family members and provide encouragement and support to enable families to help themselves?


• Do you keep communication channels open among yourself, family, physicians, and other care providers?


• Do you resolve conflicts and misunderstandings directly with those who are involved?


• Do you clarify information for families or seek the appropriate person to do so?





Do you recognize that from time to time a therapeutic relationship can change to a social relationship or an intimate friendship?




• Are you able to acknowledge the fact when it occurs and understand why it happened?


• Can you ensure that there is someone else who is more objective who can take your place in the therapeutic relationship?























Family Advocacy and Caring


Although nurses are responsible to themselves, the profession, and the institution of employment, their primary responsibility is to the consumer of nursing services: the child and family. The nurse must work with family members, identify their goals and needs, and plan interventions that best address the defined problems. As an advocate, the nurse assists the child and family in making informed choices and acting in the child’s best interest. Advocacy involves ensuring that families are aware of all available health services, adequately informed of treatments and procedures, involved in the child’s care, and encouraged to change or support existing health care practices. The United Nations’ Declaration of the Rights of the Child (Box 1-4) provides guidelines for nursing practice to ensure that every child receives optimum care.





Box 1-4   United Nations’ Declaration of the Rights of the Child*


All children need:




• To be free from discrimination


• To develop physically and mentally in freedom and dignity


• To have a name and nationality


• To have adequate nutrition, housing, recreation, and medical services


• To receive special treatment if disabled


• To receive love, understanding, and material security


• To receive an education and develop his or her abilities


• To be the first to receive protection in disaster


• To be protected from neglect, cruelty, and exploitation


• To be brought up in a spirit of friendship among people








*Proclaimed by General Assembly Resolution 1386(XIV) of 20 November 1959.





As nurses care for children and families, they must demonstrate caring, compassion, and empathy for others. Aspects of caring embody the concept of atraumatic care and the development of a therapeutic relationship with patients. Parents perceive caring as a sign of quality in nursing care, which is often focused on the nontechnical needs of the child and family. Parents describe “personable” care as actions by the nurse that include acknowledging the parent’s presence, listening, making the parent feel comfortable in the hospital environment, involving the parent and child in the nursing care, showing interest in and concern for their welfare, showing affection and sensitivity to the parent and child, communicating with them, and individualizing the nursing care. Parents perceive personable nursing care as being integral to establishing a positive relationship.














Disease Prevention and Health Promotion


Every nurse involved in caring for children must understand the importance of disease prevention and health promotion. A nursing care plan must include a thorough assessment of all aspects of child growth and development, including nutrition, immunizations, safety, dental care, socialization, discipline, and education. If problems are identified, the nurse intervenes directly or refers the family to other health care providers or agencies.


The best approach to prevention is education and anticipatory guidance. In this text each chapter on health promotion includes sections on anticipatory guidance. An appreciation of the hazards or conflicts of each developmental period enables the nurse to guide parents regarding childrearing practices aimed at preventing potential problems. One significant example is safety. Because each age group is at risk for special types of injuries, preventive teaching can significantly reduce injuries, lowering permanent disability and mortality rates.


Prevention also involves less obvious aspects of caring for children. The nurse is responsible for providing care that promotes mental well-being (e.g., enlisting the help of a child life specialist during a painful procedure such as an immunization).














Health Teaching


Health teaching is inseparable from family advocacy and prevention. Health teaching may be the nurse’s direct goal, such as during parenting classes, or may be indirect, such as helping parents and children understand a diagnosis or medical treatment, encouraging children to ask questions about their bodies, referring families to health-related professional or lay groups, supplying patients with appropriate literature, and providing anticipatory guidance.


Health teaching is one area in which nurses often need preparation and practice with competent role models because it involves transmitting information at the child’s and family’s level of understanding and desire for information. As an effective educator, the nurse focuses on providing the appropriate health teaching with generous feedback and evaluation to promote learning.














Injury Prevention


Each year, injuries kill or disable more children older than 1 year than all childhood diseases combined. Nurses play an important role in preventing injuries by using a developmental approach to safety counseling for parents of children of all ages. Realizing that safety concerns for a young infant are completely different than injury risks of adolescents, nurses discuss appropriate injury preventions tips to parents and children as part of routine patient care.














Support and Counseling


Attention to emotional needs requires support and sometimes counseling. The role of a child advocate or health teacher is supportive by virtue of the individualized approach. The nurse can offer support by listening, touching, and being physically present. Touching and a physical presence are most helpful with children because they facilitate nonverbal communication. Counseling involves a mutual exchange of ideas and opinions that provides the basis for mutual problem solving. It involves support, teaching, techniques to foster the expression of feelings or thoughts, and approaches to help the family cope with stress. Optimally, counseling not only helps resolve a crisis or problem but also enables the family to attain a higher level of functioning, greater self-esteem, and closer relationships. Although counseling is often the role of nurses in specialized areas, counseling techniques are discussed in various sections of this text to help students and nurses cope with immediate crises and refer families for additional professional assistance.














Coordination and Collaboration


The nurse, as a member of the health care team, collaborates and coordinates nursing care with the care activities of other professionals. A nurse working in isolation rarely serves the child’s best interests. The concept of holistic care can be realized through a unified, interdisciplinary approach by being aware of individual contributions and limitations and collaborating with other specialists to provide high-quality health services. Failure to recognize limitations can be nontherapeutic at best and destructive at worst. For example, a nurse who feels competent in counseling but who is really inadequate in this area may not only prevent the child from dealing with a crisis but also impede future success with a qualified professional.














Ethical Decision Making


Ethical dilemmas arise when competing moral considerations underlie various alternatives. Parents, nurses, physicians, and other health care team members may reach different but morally defensible decisions by assigning different weights to competing moral values. These competing moral values may include autonomy, the patient’s right to be self-governing; nonmaleficence, the obligation to minimize or prevent harm; beneficence, the obligation to promote the patient’s well-being; and justice, the concept of fairness. Nurses must determine the most beneficial or least harmful action within the framework of societal mores, professional practice standards, the law, institutional rules, the family’s value system and religious traditions, and the nurse’s personal values.


Nurses must prepare themselves systematically for collaborative ethical decision making. They can accomplish this through formal course work, continuing education, contemporary literature, and work to establish an environment conducive to ethical discourse. Moreover, nurses must be educated on the mechanisms for dispute resolution, case review by ethics committees, procedural safeguards, state statutes, and case law (Woods, 2005).


Nurses also use the professional code of ethics for guidance and as a means for professional self-regulation. The Code of Ethics for Nurses by the American Nurses Association focuses on the nurse’s accountability and responsibility to patients and emphasizes the nursing role as an independent professional, one that upholds its own legal liability. Nurses may face ethical issues regarding patient care, such as the use of lifesaving measures for VLBW newborns or a terminally ill child’s right to refuse treatment. They may struggle with questions regarding truthfulness, balancing their rights and responsibilities in caring for children with AIDS, whistle-blowing, or allocating resources. Conflicting ethical arguments are presented to help nurses clarify their value judgments when confronted with sensitive issues.




















Research and Evidence-Based Practice


Nurses should contribute to research because they are the individuals observing human responses to health and illness. The current emphasis on measurable outcomes to determine the efficacy of interventions (often in relation to the cost) demands that nurses know whether clinical interventions result in positive outcomes for their patients. This demand has influenced the current trend toward evidence-based practice (EBP), which implies questioning why something is effective and whether a better approach exists. The concept of EBP also involves analyzing and translating published clinical research into the everyday practice of nursing. When nurses base their clinical practice on science and research and document their clinical outcomes, they are able to validate their contributions to health, wellness, and cure, not only to their patients, third-party payers, and institutions but also to the nursing profession. Evaluation is essential to the nursing process, and research is one of the best ways to accomplish this.


EBP is the collection, interpretation, and integration of valid, important, and applicable patient-reported, nurse-observed, and research-derived information. Evidence-based nursing practice combines knowledge with clinical experience and intuition. It provides a rational approach to decision making that facilitates best practice (Scott and McSherry, 2009; van Achterberg, Schoonhoven, and Grol, 2008). EBP is an important tool that complements the nursing process by using critical thinking skills to make decisions based on existing knowledge. The traditional nursing process approach to patient care can be used to conceptualize the essential components of EBP nursing. During the assessment and diagnostic phases of the nursing process, the nurse establishes important clinical questions and completes a critical review of existing knowledge. EBP also begins with identification of the problem. The nurse asks clinical questions in a concise, organized way that allows for clear answers. Good clinical questions should be asked in the PICOT (Population, Intervention, Control, Outcome, Time) format to assist with clarity and literature searching. PICOT questions assist with clarifying scope of the problem and clinical topic of interest. After the specific questions have been identified, extensive searching for the best information to answer the question begins. The nurse evaluates clinically relevant research, analyzes findings from the history and physical examinations, and reviews the specific pathophysiology of the defined problem. By integrating evidence with clinical expertise, the nurse focuses care on the patient’s unique needs. The final step in EBP is consistent with the final phase of the nursing process: to evaluate the effectiveness of the care plan.


Searching for evidence in this modern era of technology can be overwhelming. For nurses to implement EBP, they must have access to appropriate, recent resources such as online search engines and journals. In many institutions, computer terminals are available on patient care units, with the Internet and online journals easily accessible. Another important resource for the implementation of EBP is time. The nursing shortage and ongoing changes in many institutions have compounded the issue of nursing time allocation for patient care, education, and training. In some institutions, nurses are given paid time away from performing patient care to participate in activities that promote EBP. This requires an organizational environment that values EBP and its potential impact on patient care. As knowledge is generated regarding the significant impact of EBP on patient care outcomes, it is hoped that the organizational culture will change to support the staff nurse’s participation in EBP. As the amount of available evidence increases, so does our need to critically evaluate the evidence.


Throughout this book, EBP boxes summarize the existing evidence that promotes excellence in clinical care. The GRADE criteria are used to evaluate the quality of research articles used to develop practice guidelines (Guyatt, Oxman, Vist, and others, 2008). Table 1-4 defines how nurses rate the quality of the evidence using the GRADE criteria and establish a strong versus a weak recommendation. Each EBP box rates the quality of existing evidence and the strength of the recommendation for practice change.




TABLE 1-4


THE GRADE CRITERIA TO EVALUATE THE QUALITY OF THE EVIDENCE








	Quality

	Type of Evidence






	High

	Consistent evidence from well-performed randomized clinical trials (RCTs) or exceptionally strong evidence from unbiased observational studies






	Moderate

	Evidence from RCTs with important limitations (inconsistent results, methodologic flaws, indirect evidence, or imprecise results) or unusually strong evidence from unbiased observational studies






	Low

	Evidence for at least one critical outcome from observational studies, from RCTs with serious flaws, or from indirect evidence






	Very low

	Evidence for at least one of the critical outcomes from unsystematic clinical observations or very indirect evidence






	Quality

	Recommendation






	Strong

	Desirable effects clearly outweigh undesirable effects or vice versa






	Weak

	Desirable effects closely balanced with undesirable effects









Adapted from Guyatt GH, Oxman AD, Visit GE, and others: GRADE: an emerging consensus on rating quality of evidence and strength of recommendations, BMJ 336:924–926, 2008.
























Clinical Reasoning and the Process of Providing Nursing Care to Children and Families



Clinical Reasoning





A systematic thought process is essential to a profession. It assists the professional in meeting the patient’s needs. Clinical reasoning is a cognitive process that uses formal and informal thinking to gather and analyze patient data, evaluate the significance of the information, and consider alternative actions (Simmons, 2010). It is based on the scientific method of inquiry, which is also the basis for the nursing process. Clinical reasoning and the nursing process are considered crucial to professional nursing in that they constitute a holistic approach to problem solving.


Clinical reasoning is a complex developmental process based on rational and deliberate thought. Clinical reasoning provides a common denominator for knowledge that exemplifies disciplined and self-directed thinking. The knowledge is acquired, assessed, and organized by thinking through the clinical situation and developing an outcome focused on optimum patient care. Clinical reasoning transforms the way in which individuals view themselves, understand the world, and make decisions. In recognition of the importance of this skill, Critical Thinking Case Studies included in this text demonstrate the importance of clinical reasoning. These exercises present a nursing practice situation that challenges the student to use the skills of clinical reasoning to come to the best conclusion. A series of questions leads students to explore the evidence, assumptions underlying the problem, nursing priorities, and support for nursing interventions that allow them to make rational and deliberate responses. These exercises are designed to enhance nursing performance in clinical reasoning.








Nursing Process


The nursing process is a method of problem identification and problem solving that describes what the nurse actually does. The six-step nursing process model is assessment, diagnosis (problem identification), planning (with outcome development), implementation, evaluation, and documentation. The second step of the nursing process, nursing diagnosis, involves naming the child’s or family’s problem in standardized nursing language. In the American Nurses Association (2003) Standards of Practice, the nursing diagnosis phase of the nursing process is separated into two steps: nursing diagnosis and outcome identification.








Assessment


Assessment is a continuous process that operates at all phases of problem solving and is the foundation for decision making. Assessment involves multiple nursing skills and consists of the purposeful collection, classification, and analysis of data from a variety of sources. To provide an accurate and comprehensive assessment, the nurse must consider information about the patient’s biophysical, psychologic, sociocultural, and spiritual background.














Nursing Diagnosis


The second step of the nursing process is problem identification and nursing diagnosis. At this point, the nurse must interpret and make decisions about the data gathered. The nurse organizes or clusters these data into categories to identify significant areas and makes one of the following decisions:




• No dysfunctional health problems are evident; no interventions are indicated.


• Risk for dysfunctional health problems exists; interventions are needed for health promotion.


• Actual dysfunctional health problems are evident; interventions are needed for health promotion.





The nursing diagnosis is the naming of the cue clusters that are obtained during the assessment phase. According to NANDA International (formerly the North American Nursing Diagnosis Association), the currently accepted definition of the term nursing diagnosis is that it is a clinical judgment about individual, family, or community responses to actual and potential health problems and life processes. The Nursing Care Plans in this text provide an understanding of the standardized language and how it relates to the individualized plan.


Not all children have actual health problems; some have a potential health problem, which is a risk state that requires nursing intervention to prevent the development of an actual problem. Potential health problems may be indicated by risk factors, or signs, that predispose a child and family to a dysfunctional health pattern and are limited to individuals at greater risk than the population as a whole. Nursing interventions are directed toward reducing risk factors. To differentiate actual from potential health problems, the word risk is included in the nursing diagnosis statement (e.g., Risk for Infection).


Signs and symptoms refer to a cluster of cues and defining characteristics that are derived from patient assessment and indicate actual health problems. When a defining characteristic is essential for the diagnosis to be made, it is considered critical. These critical defining characteristics help differentiate among diagnostic categories. For example, in deciding among the diagnostic categories related to family function and coping, the nurse uses defining characteristics to choose the most appropriate nursing diagnosis (see Family-Centered Care box).
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Using Defining Characteristics to Select an Appropriate Nursing Diagnosis


An 18-month-old only child is admitted with respiratory distress and a presumptive diagnosis of epiglottitis. Initial nursing actions focus on the child’s physiologic status. As the condition stabilizes, the nurse gathers family assessment data. The child’s immunizations are current, he is clean and well nourished, and his developmental age is appropriate. The parents are both present at admission. The mother is distraught about the sudden onset of respiratory distress. She states that earlier her child had only a “runny nose,” and she thought it was just a cold. When the child suddenly began to have difficulty breathing, she felt helpless and unable to relieve her child’s discomfort. She states: “Nothing I did made him any better. If I had known this could happen, I would have brought him to the hospital sooner. I feel like a bad mother.” In the hospital, after explanations by the nurses, the mother understands that epiglottitis is a sudden illness that typically follows symptoms of a cold. She is cooperative and asks what she can do to make her child more comfortable. She implements all of the suggestions of the health care team. The father supports both the child and the mother, although he assumes a more passive, “listening” role.


Three nursing diagnoses that relate to family and parent situations may be relevant. The first step is to review the diagnoses and the defining characteristics and decide which one is most appropriate:




1. Parenting, Impaired—Inability of the primary caretaker to create, maintain, or regain an environment that nurtures the child’s growth and development




Selected defining characteristics:




• Insecure (or lack of) attachment to infant


• Poor or inappropriate caretaking skills








2. Conflict, Parental Role—Parent experience of role confusion and conflict in response to crisis




Selected defining characteristics:




• Parent expressing concerns about changes in parental role


• A demonstrated disruption in care or caretaking routines


• Parent expressing concerns or feelings of inadequacy to provide for the child’s physical and emotional needs during hospitalization or in home


• Parent verbalizing or demonstrating feelings of guilt, anger, fear, anxiety, or frustration about effect of child’s illness on family process








3. Family Processes, Interrupted—A change in family relationships or functioning




Selected defining characteristics:




• Expressions of conflict within the family


• Changes in communication patterns among family members











Of these three diagnoses, the most relevant one is Conflict, Parental Role. The parents demonstrate attachment behavior to their child and are attentive to his needs. They appear to have appropriate parenting skills and are able to communicate effectively with each other. Neither parent expressed any conflict within the family. The sudden onset of this child’s illness has interrupted the mother’s usual role and caused her to feel inadequate, anxious, and guilty. However, the mother is able to adapt to this crisis. She demonstrates an ability to cope by learning and implementing new comforting skills for her child. The defining characteristics of the other two diagnoses require maladaptive characteristics that are clearly not demonstrated by these parents.

















Planning


After identifying the nursing diagnoses, the nurse develops a care plan and establishes outcomes or goals. The outcome is the projected or expected change in a patient’s health status, clinical condition, or behavior that occurs after nursing interventions have been instituted. The ultimate goal of nursing care is to convert the nursing diagnoses into a desired health state. The care plan must be established before specific nursing interventions are developed and implemented.














Implementation


The implementation phase begins when the nurse puts the selected intervention into action and accumulates feedback data regarding its effects (or the patient’s response to the intervention). The feedback returns in the form of observation and communication and provides a database on which to evaluate the outcome of the nursing intervention. It is imperative that continual assessment of the patient’s status occurs throughout all phases of the nursing process, thus making the process a dynamic rather than static problem-solving method. Throughout the implementation stage, the main concerns are the patient’s physical safety and psychologic comfort in terms of atraumatic care.














Evaluation


Evaluation is the last step in the decision-making process. The nurse gathers, sorts, and analyzes data to determine whether (1) the established outcome has been met, (2) the nursing interventions were appropriate, (3) the plan requires modification, or (4) other alternatives should be considered. The evaluation phase either completes the nursing process (outcome is met) or serves as the basis for selecting alternative interventions to solve the specific problem.


With the current focus on patient outcomes in health care, the patient’s care is evaluated not only at discharge but thereafter as well to ensure that the outcomes are met and there is adequate care for resolving existing or potential health problems. One federal agency that has developed clinical guidelines containing outcome measures is the Agency for Healthcare Research and Quality.*














Documentation


Although documentation is not one of the five steps of the nursing process, it is essential for evaluation. The nurse can assess, diagnose and identify problems, plan, and implement without documentation; however, evaluation is best performed with written evidence of progress toward outcomes. The patient’s medical record should include evidence of those elements listed in the Nursing Care Guidelines box.
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Documentation of Nursing Care







• Initial assessments and reassessments


• Nursing diagnoses, patient care needs, or both


• Interventions identified to meet the patient’s nursing care needs


• Nursing care provided


• Patient’s response to and the outcomes of the care provided


• Abilities of patient or, as appropriate, significant other(s) to manage continuing care needs after discharge
































Quality Outcome Measures


Quality of care refers to the degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge (Institute of Medicine, 2000). Because nurses are the principal caregivers within health care institutions, high-quality nursing outcomes are used as an indicator of the ability to provide excellence in patient care. Nurse-sensitive indicators are chosen by using specific evaluation criteria. Specific examples of patient-centered outcome measures established by the National Quality Forum are found in Box 1-5. A comprehensive resource, the Quality and Safety Education for Nurses (QSEN), is funded by the Robert Wood Johnson Foundation.* Each EBP box in this book ends with the QSEN competences related to knowledge, skills, and attitudes for evidence-based nursing practice.





Box 1-5


National Quality Forum


Patient-Centered Outcome Measures


Death among surgical inpatients with treatable serious complications (failure to rescue)—The percentage of major surgical inpatients who experience a hospital-acquired complication and die


Pressure ulcer prevalence—The percentage of inpatients who have a hospital-acquired pressure ulcer


Falls prevalence—The number of inpatient falls per inpatient days


Falls with injury—The number of inpatient falls with injuries per inpatient days


Restraint prevalence—The percentage of inpatients who have a vest or limb restraint


Urinary catheter–associated urinary tract infection for intensive care unit (ICU) patients—The rate of urinary tract infections associated with use of urinary catheters for ICU patients


Central line catheter–associated bloodstream infection rate for ICU and high-risk nursery patients—The rate of bloodstream infections associated with use of central line catheters for ICU and high-risk nursery patients


Ventilator-associated pneumonia for ICU and high-risk nursery patients—The rate of pneumonia associated with use of ventilators for ICU and high-risk nursery patients


Modified from National Quality Forum: A status report, NQF Issue Brief No. 5, July 2007, retrieved August 15, 2011, from http://www.qualityforum.org/Publications/2007/07/Nursing_Performance_Measurement_and_Reporting.aspx.





Quality outcome evaluation criteria establish a framework for measuring nursing care performance. In addition to using the National Quality Forum’s measurement evaluation criteria, nurses should evaluate each quality-nursing indicator to ensure it is an essential component of health care quality established by the Institute of Medicine (2000). These components include the following:




• Safe


• Effective


• Patient centered


• Timely


• Efficient


• Equitable





Throughout the chapters that focus on serious health problems, we have developed examples of quality outcome measures for specific diseases that reflect patient-centered outcomes. Quality outcome measures promote interdisciplinary teamwork, and the boxes throughout this book exemplify measures of effective collaboration to improve care. Quality Patient Outcomes boxes throughout this book are developed to assist health care professionals in identifying appropriate measures that evaluate the quality of patient care.








Key Points







• Although the infant mortality rate in the United States has declined over the past few decades, the United States lags significantly behind most other major countries, such as Canada.


• LBW, which is closely related to early gestational age, is considered the leading cause of neonatal death in the United States.


• Injuries are the leading cause of death in children older than age 1 year, with the majority being MVA injuries.


• Childhood morbidity encompasses acute illness, chronic disease, and disability.


• Eighty percent of childhood illnesses are attributable to infections, with respiratory tract infections occurring two or three times more often than all other illnesses combined.


• The new morbidity refers to behavioral, social, and educational problems that can significantly alter a child’s health.


• Developmental stage and environment are important determinants of the prevalence of injuries at a given age and thus help to direct preventive measures.


• The philosophy of family-centered care recognizes that the family is the constant in a child’s life and that service systems and personnel must support, respect, and enhance the family’s strength and competence.


• Atraumatic care is the provision of therapeutic care in settings, by personnel, and through the use of interventions that eliminate or minimize the psychologic and physical distress experienced by children and their families in the health care system.


• The pediatric nurse’s roles include a therapeutic relationship, family advocacy, disease prevention and health promotion, health teaching, support and counseling, coordination and collaboration, ethical decision making, and research.


• EBP is the collection, interpretation, and integration of valid, important, and applicable patient-reported, nurse-observed, and research-derived information.


• The process of nursing children and families includes accurate and comprehensive assessment, analysis and synthesis of assessment data to arrive at a nursing diagnosis, planning of care, implementation of the plan, and evaluation of interventions.


• Because nurses are the principal caregivers within health care institutions, quality outcomes are used as a measure of the ability to provide excellence in patient care.
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Learning Objectives


On completion of this chapter the reader will be able to:


• Define a community.


• Describe community health nursing.


• Identify the roles and functions of the community health nurse.


• Discuss selected aspects of the epidemiologic process.


• Explain the purpose of an economic evaluation.


• Discuss the components of the community nursing process.
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Key Points Summaries


NCLEX Review Questions











Nursing in the Community


The health of children and their families is greatly influenced by their community, and nurses can make a significant contribution by working with the community to promote children’s health. Nurses working with pediatric populations in the community need an understanding of the concepts and processes critical to address pediatric concerns from a community health perspective. Healthy communities provide not only excellent medical care but also a nurturing, safe place for children to live and grow. Healthy communities and cities address concerns through collaboration between and among citizens, health care providers, businesses, and governmental and private agencies (Riner, 2008).


This chapter discusses community health nursing as it relates to children. First, it identifies and defines the concepts and principles that serve as the basis of community health nursing. Then it describes the community health nursing process, step by step. It includes a box that demonstrates use of the process to address a very real child health concern: obesity.















Community Concepts



Community





There are several ways to define a community. A community is a group of individuals with shared characteristics or interests who interact with each other (Rector, 2010). A community is a system that includes children and families, the physical environment, educational facilities, safety and transportation resources, political and governmental agencies, health and social services, communication resources, economic resources, and recreational facilities. The community is also the client of the community health nurse (Anderson and McFarland, 2010). Community health initiatives are directed at either the general health of the community as a whole or at specific populations within the community that have unique needs. In this context, populations can be described as groups of people who live in a community and have characteristics in common (e.g., school-age children). Target populations or subpopulations are more narrowly defined groups (e.g., nonimmunized preschoolers, obese middle school children) toward whom nurses direct activities to improve the health status of individuals in the group. Common values often guide behaviors of populations and subpopulations in relation to health promotion and disease prevention (McEwen and Nies, 2011; Williams, 2010).


Community-oriented care involves a collaboration of individuals and groups, including health care providers, advocates, government, managed care organizations, businesses, children, and families, within a specific community. The goal of the collaborative effort is to provide services that promote the child health initiatives of Healthy People 2020.* Community care is “without walls” in that the services of the health care system are frequently redesigned to meet the changing needs of the community. Those involved in community care partner with the community to identify, plan, intervene, and evaluate activities that improve the community’s health (Anderson and McFarlane, 2010).











Community Health Nursing


Community health nursing focuses on promoting and maintaining the health of individuals, families, and groups in a community setting. Community health nursing is a synthesis of nursing and public health. It is population focused and involves collaboration with other disciplines to assess, plan, and implement care that emphasizes personal responsibility for health and self-care by community members (Warner, 2010; Williams, 2010). Community health nursing, at its best, empowers communities by enabling its members to gain the knowledge and skills needed to fulfill their own needs.


Although community health concepts can be used to address health concerns in any setting, traditional community health settings include home health agencies, schools, physician offices, ambulatory health clinics, emergency departments (EDs), triage call centers, insurance agencies, health departments, international relief agencies, health education agencies, juvenile detention facilities, camps, daycare centers, foster care facilities, hospice centers, and rehabilitation agencies. The American Nurses Association (1986) has established nine standards for community health nursing to guide practice across settings. They include the following categories: theory, data collection, diagnosis, planning, intervention, evaluation, quality assurance and professional development, interdisciplinary collaboration, and research. The revised scope and standards of public health nursing (American Nurses Association, 2007) describe the major components and measurement criteria for each standard.














Roles and Functions


The roles and functions of the community health nurse continue to evolve. In the future, more pediatric nurses will be working in community settings. The Health Resources and Services Administration (2004) reported that 14.9% of the total registered nurse work force was employed in a community or public health setting and 11.5% in ambulatory care. Only 56.2% of registered nurses were employed in hospital settings. An example of the role evolution is the need for competent public health/community health nurses to work during times of natural disasters, public health threats, and terrorism attacks (Box 2-1).





Box 2-1


Evolving Role of the Pediatric Nurse


Natural and Human-Made Disasters


Communities are affected by disasters, either natural disasters such as hurricanes and wildfires or human-made disasters such as terrorist attacks. During disasters, communities may not have the resources to respond and recover on their own. Pediatric nurses in all settings need to know disaster management stages, which include:




Prevention—Identification of disaster risks; education about what actions to take


Preparedness and planning


For individuals and families—Training in first aid, an emergency disaster kit, a predetermined place to meet, and a communication plan


For communities and agencies—Determination of the lines of authority and communication; coordination of personnel, supplies, and equipment; evacuation; rescue; and care of the dead


Response—Begins after the disaster; plans are implemented, which may include shelter in place for individuals, evacuation, or search and rescue. Calmness and patience are essential characteristics for all individuals involved





An important question for nurses to consider: Will nurses care for patients in the community during the disaster, or will they stay with their own family? (See Internet Resources.)


Modified from Mendias EP, Grimes DE: Preventing and managing community emergencies: disasters and infectious diseases. In Anderson ET, McFarlane J, editors: Community as partner: theory and practice in nursing, Philadelphia, 2010, Lippincott Williams & Wilkins and Summerlin EB: Natural and man-made disasters. In Nies MA, McEwen M, editors: Community/public health nursing: promoting the health of populations, Philadelphia, 2011, Saunders.





Traditionally, the roles of community health nurses included caregiver, advocate, case manager, case finder, counselor, educator, epidemiologist, group process leader, health planner, and manager. For example, the nurse employed in a pediatric outpatient clinic functions in a number of roles to provide care to a child with type 2 diabetes. The nurse provides case management by coordinating care between the disciplines, counseling by supporting the child and family through developmental crisis, and case finding by identifying risk factors in the child’s siblings.


The Institute of Medicine (1988) developed a list of core functions to guide the work of public health professionals, including nurses. The core functions are directed to population-wide services and to personal and home services for people at risk. The population-wide service is based on assessment of health status monitoring and disease surveillance, policy development, and assurance that policies are translated into service. The Council on Linkages Between Academia and Public Health Practice (2001), a group of university educators and public health professionals, further delineated the core functions and developed a list of skills to improve the ability of all public health workers, including nurses, to implement them. The eight categories of skills include analytic/assessment, policy development/program planning, communication, cultural competency, community dimensions of practice, basic public health sciences, financial planning and management, and leadership and systems thinking. Thus pediatric nurses employed in a managed care environment may be asked to develop a creative approach to teaching children from different cultures who have asthma about peak flow meters during ED visits. Included in the request may be a mechanism to evaluate the cost of the approach and the occurrence of repeated ED visits.
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Nurses must be able to communicate and work with professionals from other disciplines. This includes being able to understand the terms used by demographers, epidemiologists, and economists.

















Demography


Demography is the study of population characteristics. Demographic characteristics include age, gender, race or ethnicity, socioeconomic status, and education. Individuals, families, and communities may have demographic characteristics that affect their health risks (Cashaw, 2008). Risk is an increased probability of developing a disease, injury, or illness. Age is one of the most important risk factors for disease prevention and certain health conditions. For example, infants are most likely to die as a result of congenital malformations, children and adolescents as a result of accidents, and middle-aged adults as a result of cancer (National Center for Health Statistics, 2011). Gender also plays an important role. Males are at much greater risk of hemophilia A and B than females. Race or ethnicity has long been associated with increased risk for disease and disability, but it is now thought that, aside from genetic predisposition, there is a complicated relationship between minority status and socioeconomic status that increases the risk for disease and disability (Smith, 2000). Low socioeconomic status predisposes children to a variety of problems. Poor children are more likely to be obese and to have untreated dental problems. They are more likely to have no regular site for medical care and to be treated in EDs (National Center for Health Statistics, 2011).














Epidemiology


Epidemiology is the science of population health applied to the detection of morbidity and mortality in a population. The epidemiologic process identifies the distribution and causes of disease or injury across a population (Cashaw, 2010). It also serves as an important component in developing health programs. For example, Healthy People 2020 incorporates the process to develop a set of health objectives for the United States. Health professionals in community, state, and national health care organizations use the objectives as a guide to develop programs that have the greatest impact on the health of children.








Distribution of Disease, Injury, or Illness


Morbidity rates are used to measure disease and injury and, along with natality and mortality rates, present an objective picture of the health status of a community. There are two types of morbidity rates: incidence and prevalence. Incidence measures the occurrence of new events in a population during a time period. Prevalence measures existing events in a population during a time period (Hennekens and Buring, 1987). For example, the incidence of type 1 diabetes in a community is estimated by counting the new cases of type 1 diabetes in a population and dividing that figure by the population at risk. The prevalence of type 1 diabetes is estimated by counting the existing cases of type 1 diabetes in a population and dividing that figure by the population at risk. Both incidence and prevalence are usually given as rates per 1000, 10,000, or 100,000 population, depending on their frequency. Box 2-2 presents frequently used mortality and morbidity rates.





Box 2-2   Frequently Used Mortality and Morbidity Rates


Crude birth rate=Number of births in a populationwithin a time period×1000Total population


[image: image]





Crude death rate=Number of deaths in a populationwithin a time period×1000Total population


[image: image]


Cause-specific death rate=Number of deaths in a populationdue to a certain diseasewithin a time period×1000Total population


[image: image]


Age-specific death rate=Number of deaths in a populationin a certain age groupwithin a time period×1000Total population in that age group
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Incidence of disease=Number of new events in a populationwithin a time period×1000Total at-risk population
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Prevalence of disease=Number of existingevents in a populationwithin a time period×1000Total at-risk population


[image: image]

















Epidemiologic Triangle


Three factors form the epidemiologic triangle, and their interrelationship alters the risk of acquiring a disease or condition (McKeown and Hilfinger, 2004). These factors are agent, host, and environment (Fig. 2-1).
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FIG 2-1 The epidemiologic triangle.








An agent is responsible for causing a disease and may be an infectious agent such as Mycobacterium tuberculosis, a chemical agent such as lead in paint, or a physical agent such as fire. Host factors are those that are specific to an individual or group. These may be genetic factors that cannot be controlled, or they can be lifestyle factors (e.g., food selections or exercise patterns). Environmental factors provide a setting for the host and include the climatic conditions in which the host lives and factors related to the home, neighborhood, and school.














Levels of Prevention


Community health programs are based on three classic levels of prevention (Leavell and Clark, 1965). Primary prevention focuses on health promotion and prevention of disease or injury. Examples of primary prevention activities include well-child care clinics, immunization programs, safety programs (bike helmets, car seats, seat belts, childproof containers), nutrition programs, environmental efforts (clean air programs), sanitation measures (chlorinated water, garbage removal, sewage treatment), and community parenting classes. Secondary prevention focuses on screening and early diagnosis of disease. Examples of secondary interventions include tuberculosis and lead screening programs and mental health counseling for stressful events such as separation, divorce, death, or community natural disasters (e.g., earthquakes, floods, hurricanes). Tertiary prevention focuses on optimizing function for children with a disability or chronic disease. Tertiary interventions include rehabilitation and disease management programs for asthma, sickle cell disease, cancer, and anorexia and special education programs for children.














Screening


Community health nurses are frequently involved in screening, a secondary prevention activity. The purpose of screening is to detect and treat disease early in the period of pathogenesis to prevent the spread and progression of the disease (Wilson and Jungner, 1968). However, screening is not appropriate for every condition. Although screening may bring benefit, there is a certain amount of risk associated with any intervention. It is essential to determine the evidence for a proposed screening program before beginning the program so that the benefits of screening exceed the risks and cost. For example, acanthosis nigricans (AN) is a thickening and darkening of the skin that is commonly found on the neck and is associated with insulin resistance (Centers for Disease Control and Prevention, 2010). Some school health officials have recommended screening for AN as a way to identify early type 2 diabetes in children, but others have argued that screening may not be effective.




















Economics


A basic understanding of the economics of health care is essential because it enables the nurse to participate in decision making about the worth of children’s health programs. Economists theorize that individuals and societies view health as a basic utility, that is, something that is perceived as valuable (Gold, Patrick, Torrance, and others, 1996). Other basic utilities are food, shelter, and clothing. People are willing to trade resources, such as money and time, for a program or intervention that will improve their health. Economists measure the amount of resources individuals and communities are willing to pay for good health. They also examine how different groups prioritize health care needs and allocate health care dollars. Methods for defining and estimating cost have been well described, as has the need for a standardized approach to the measurement of cost and effects (Brosnan and Swint, 2001; Drummond, Sculpher, Torrance, and others, 2005).


Economic evaluation provides objective information to establish the value of a program to the community. An example is an evaluation of options designed to improve screening for colorectal cancer (Lairson, DiCarlo, Meyers, and others, 2008). There were four options: (1) usual care; (2) mailed reminders and patient information; (3) mailed reminders and information applicable to the patients receiving them; and (4) mailed reminders, applicable information, and telephone calls. The authors concluded that mailed reminders and patient information (option 2) increased the number of patients screened at a reasonable cost.




















Community Nursing Process


In community nursing, the focus of the nursing process shifts from the individual child and family to the community or target population (Box 2-3). The stages of the process (assessment, diagnosis, planning, implementation, and evaluation) are similar whether the client is one child or a population of children; only the type of interventions and indicators of wellness and illness differ (Anderson, 2010). Assessment is focused on collecting subjective and objective information about the target population to diagnose problems based on community needs. Planning involves the development of community-centered goals. During the implementation stage, the nurse works with the community to implement a program that enables members to reach their goals. Finally, the nurse evaluates whether the goals were met. Community nursing is collaborative, and the nurse is one member of a community team that includes other health professionals, educators, politicians, religious leaders, members of public and voluntary organizations, and consumers. The nurse’s role depends on the scope of the project, the target population, and the expertise of team members.





Box 2-3   The Community Nursing Process


Assessment and diagnosis—The nurse collects subjective and objective information about a community and develops a diagnosis based on community needs and problems.


Planning—The nurse develops community-centered goals to address the identified needs and problems.


Implementation—The nurse implements a program that enables community members to reach their goals.


Evaluation—The nurse conducts a systematic evaluation to determine whether goals and program objectives were met.





Students may be introduced to community collaboration through service learning. The community partnership model is an example of a model that enables nursing students to become part of a collaborative team and to directly contribute to a community’s well-being. In this model, the missions of nursing education, research, and practice are linked through three processes: evidence-based practice, service learning, and scholarly teaching (Brosnan, Upchurch, Meininger, and others, 2005).








Community Needs Assessment and Diagnosis


The assessment phase of the community nursing process is called a community needs assessment. Assessment involves the collection of subjective and objective information about a community. Subjective information indicates what community members say are their most important needs and can be determined in a number of ways. One way is to distribute questionnaires to a sample of people living in the community. Another way is to interview community members directly, phoning or meeting with individuals (e.g., community leaders) who represent the group or who have a special role in the group.


Objective information is data that the nurse collects either by direct observation or through written sources. A windshield tour is one method of direct observation. Nurses drive through a neighborhood and take notes about the environment, including the appearance of houses, the presence of sidewalks and gutters, the number of public areas, and so on. Objective information about the community’s health status can also be obtained from such sources as the Chamber of Commerce, Census Bureau, libraries, state health departments, and the Internet sites of voluntary health organizations or government agencies. Information about service agencies can be found in resource directories, including the local telephone book, community resource directories compiled by such organizations as the United Way, and population-specific books provided by public and voluntary agencies.


One way to organize an assessment is to use a guide that lists community systems that need to be examined. This process is similar to using a physical assessment guide to examine the different body systems in an individual patient. Anderson and McFarlane (2010) described eight community systems that the nurse should examine: health and social services, communication, recreation, physical environment, education, safety and transportation, politics and government, and economics. During the assessment, the nurse studies how well each component in the community functions and interacts to meet the health needs of children, identifies the strengths of the community, and determines whether any barriers disrupt the components and prevent access to care for children and their families.


After the assessment is completed, the community nurse collaborates with team members to analyze the results of surveys and questionnaires, determine whether the needs described by community members can be met by existing community agencies, and identify individuals at highest risk. During the analysis, the demographic characteristics, morbidity rates, and mortality rates in the community are compared with a standard. Comparisons can be made on the basis of time or place. In time comparisons, the nurse contrasts the rates in the current year with the rates during an earlier period. In comparisons of place, the nurse contrasts the rates in the community with those of a standard population. Standard rates may come from another community or from city, state, or national rates. For example, the rate of tuberculosis in a group of preschool children in the community in 2010 could be compared with the rate of tuberculosis in preschool children in the state in 2010.


A community health diagnosis is the reflection of health status, risks, or needs as determined by a causative agent. The format of a community diagnosis is similar to that of an individual nursing diagnosis, with a problem (need) and etiology related to that problem (causative agent). An example of a community nursing diagnosis is “Overweight among school age children related to decreased physical activity as demonstrated by the school nurse’s report that 60% of children in the school have a BMI in the 85th to 95th percentile” (Cassells, 2010).





Nursing Tip


All communities have strengths and limitations. The community health nurse draws on the strengths of a community to solve problems.

















Community Planning


The nurse collaborates with community members in developing a plan that addresses the needs and problems of the target population. To maximize the use of community resources, problems should first be prioritized on the basis of their severity, the felt needs of the community, and the ability of the community nurse to bring about change. After prioritizing the problems, the nurse works with community members to develop at least one goal for each problem the members will address. Goals are outcomes that give direction to interventions and provide a measure of the change the interventions produced. Community interventions frequently take the form of health programs for improving the health status of the target population. Community health programs are based on the three levels of prevention: primary, secondary, and tertiary. For example, a goal for preventing bicycle injuries is, “Within 1 year, all students in the first grade will wear bicycle helmets.” The nurse and community members then plan a program that includes a health education program about bicycle safety for students and their parents (primary prevention).


The planning group considers the resources that are already available in the community and resources that will be needed for implementing a health program, including personnel, supplies and equipment, office space, phones, and computers. Decisions are made about the timeline of the program, the budget, and strategies that can be used to obtain funding. The nurse may also contact health professionals who have implemented successful programs in other communities; they can provide valuable, time-saving tips and suggestions. Program descriptions are found through professional contacts, online resources, and reviews of the literature. An example of a community assessment and planning project is presented in Box 2-4.





Box 2-4   An Example of Community Assessment and Planning


Lakewood is an elementary school with 500 prekindergarten to sixth grade children. The school nurse was asked to conduct a needs assessment of the school community and to develop a care plan. The schoolchildren and their families were the target population.





Community Needs Assessment


The school nurse formed a team of community members that included parents of students who attend Lakewood Elementary School, faculty and staff, health care professionals, local religious leaders, and politicians. The group met at regular intervals. Their first task was to complete the community assessment. Team members mailed questionnaires to a random sample of families who had children attending Lakewood. They held focus groups with community members to obtain subjective information about the needs of the school community. Team members obtained objective data from the local health department, school records, and the US Census Bureau. The nurse also conducted a windshield tour of the neighborhood surrounding the school. The following information was collected:




People—Lakewood is located in an ethnically diverse area composed of 20% Hispanics, 40% African American, 30% non-Hispanic whites, and 10% Asians. The ethnicity of students in the school is representative of the surrounding area. Lakewood is located in a large southwestern city.


Safety and transportation—School bus service was rated excellent by a majority of those surveyed. The last school bus accident occurred 10 years ago. There were no fatalities, but a few children had minor injuries. Many children bicycle to school. Over the past 5 years, there were 10 bicycle accidents involving children from Lakewood. One of these accidents resulted in a fatality. In the 5 years before that, three bicycle accidents occurred, and none involved a fatality. Teachers noted that many of the children do not wear bicycle helmets and that the bicycles appear old and in need of repair. Parents complained that neighborhood streets are narrow, and few have curbs and sidewalks. In fact, most streets are bordered by ditches.


Economics—Although 94% of families had at least one fully employed member, 45% of the families lived below the poverty level. The number below poverty level had not changed in 10 years.


Education—Sixty percent of the adult population had a high school diploma, and 10% of this group had completed at least 1 year of college. School attendance at Lakewood was higher than overall state attendance rates.


Communication—Ninety-five percent of homes had telephones compared with 85% 10 years ago. An estimated 10% of the target population did not speak English; Spanish was the primary language spoken in this group.


Recreation—Few places were available for small children to play. The focus groups recommended more parks and playgrounds.


Politics and government—The school system was strongly centralized and headed by a school superintendent. The city had a mayor and city council.


Social—Of families living below the poverty level, 60% received some type of welfare assistance, including food stamps. The school lunch program served 95% of the children attending the school.


Health—Childhood immunization rates for all recommended diseases among kindergarten children in the community was 96%. This rate compared favorably with a report indicating that only 75% of states have attained the goal of having at least 95% of kindergarten children immunized (Centers for Disease Control and Prevention, 2007). Vision and hearing screening programs at Lakewood resulted in the referral of 5% of the students for vision problems and 2% of the students for hearing problems. In focus groups, students and teachers noted that school breakfasts and lunches were high in carbohydrates and fats. They also observed that decreased recess time resulted in decreased student activity during school hours.





Based on the above assessment, the following community diagnoses were made:




• Increase in injuries related to bicycle accidents


• Increases in high intake of calories through school lunches and sedentary lifestyle











Planning


Team members agreed that the increase in weight among the children should be closely monitored over the next 5 years. They also agreed that increased frequency of bicycle accidents among students was the highest priority problem, and the team developed the following goals: (1) within 6 months, all children will wear helmets when bicycling; (2) within 1 year, all students’ bikes will be well-maintained; and (3) within 2 years, no child going to or returning from school will be involved in a bicycle accident.


Team members reviewed the literature for examples of communities that had experienced similar problems, contacted school and health department officials in other areas of the country, examined the results of successful programs, and planned a health program that addressed the unique needs of the target population. The program was titled “Lakewood Bikes Safely.” Program activities were the following:




1. Each September, the school nurse will address the school’s parent association about the importance of bicycle safety, including the need to wear a helmet and to maintain bicycle equipment. As part of the presentation, a community police officer will discuss safety guidelines.


2. The school nurse will work with parents who have a financial need to help them obtain bicycle helmets for their children and funding for bike maintenance.


3. Within 6 months, school administrators and community members will petition the city to provide identified bicycle trails.





Team members determined the resources needed to implement the program, including personnel, supplies, and equipment. They estimated the total cost of Bsetting up the program and maintaining it for 5 years and applied for funding to the school district and to the city and state health departments. The school nurse and other team members assumed responsibility for the timely implementation and evaluation of the Lakewood Bikes Safely program.




















Community Implementation


During program implementation, the nurse and community members carry out the intervention. Whether the program is simple or complex, oversight is needed to ensure that everyone involved is communicating with one another, following the guidelines of the plan, keeping within the timeline, and documenting daily activities and expenses. The documentation will prove invaluable during the evaluation phase of the process.














Community Evaluation


Evaluation identifies whether the goals and program objectives were met. There are various models of program evaluation. The structure, process, and outcomes (evaluation) method is commonly used by health care organizations. Donabedian (1980) described this approach as:




Structure—Where and by whom is the care delivered in a program?


Process—Was the care delivered using operational standards and within the financial guidelines of the program?


Outcomes—What was the impact on health status? Was there any improvement?





Structure focuses on the qualifications of personnel; the adequacy of buildings, offices, supplies, and equipment; and the characteristics of the target population. Process focuses on the interaction of patients and providers. Process indicators include the number of people who attended a health education program, the number of pamphlets distributed, and the efficiency of the program. Outcome focuses on whether program objectives and community goals were met. Program evaluation should be ongoing so that performance improvement initiatives are monitored and so that an improvement in the way health care is delivered will affect the health status of the target population.




















Key Points







• Caring for children within a community requires a multidisciplinary approach.


• Healthy communities provide children with high-quality medical care and a nurturing, safe place to live and grow.


• Community health nursing focuses on promoting and maintaining the health of individuals, families, and groups in the community setting.


• Individual families and communities may have demographic characteristics that affect their risk for disease or injury.


• Epidemiology is the science of population health applied to the detection of morbidity and mortality in a population.


• Community health programs are based on three levels of intervention: primary, secondary, and tertiary.


• Economic evaluations provide objective information to establish the value of a program to society.


• A community needs assessment involves collection of subjective and objective information about the community.


• A community health diagnosis is a problem with a defined cause related to a community problem.


• Program planning and implementation in the community require collaboration between the nurse and community members who are in positions to promote change.


• Evaluation of effective community programs includes consideration of the structure, process, and outcomes related to the program.
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Learning Objectives


On completion of this chapter the reader will be able to:


• Discuss definitions of family.


• Describe three major family theories.


• Identify different family structures found in the United States.


• Discuss the effect of family size and configuration on personality development.


• Discuss the role transition experienced by new parents.


• Explain various parenting behaviors such as parenting styles, disciplinary patterns, and communication skills.


• Demonstrate an understanding of special parenting situations such as adoption, divorce, single parenting, parenting in reconstituted families, and dual-earner families.
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General Concepts



Definition of Family





The term family has been defined in many different ways according to the individual’s own frame of reference, values, or discipline. There is no universal definition of family; a family is what an individual considers it to be. Biology describes the family as fulfilling the biologic function of perpetuation of the species. Psychology emphasizes the interpersonal aspects of the family and its responsibility for personality development. Economics views the family as a productive unit providing for material needs. Sociology depicts the family as a social unit interacting with the larger society, creating the context within which cultural values and identity are formed. Others define family in terms of the relationships of the persons who make up the family unit. The most common type of relationships are consanguineous (blood relationships), affinal (marital relationships), and family of origin (family unit a person is born into).


Earlier definitions of family emphasized that family members were related by legal ties or genetic relationships and lived in the same household with specific roles. Later definitions have been broadened to reflect both structural and functional changes. A family can be defined as an institution in which individuals, related through biology or enduring commitments, and representing similar or different generations and genders, participate in roles involving mutual socialization, nurturance, and emotional commitment (Coehlo, Kaakinen, Hanson, and others, 2009).


Considerable controversy has surrounded the newer concepts of family, such as communal families, single-parent families, and homosexual families. To accommodate these and other varieties of family styles, the descriptive term household is frequently used.
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The nurse’s knowledge and the sensitivity with which he or she assesses a household will determine the types of interventions that are appropriate to support family members.





Nursing care of infants and children is intimately involved with care of the child and the family. Family structure and dynamics can have an enduring influence on a child, affecting the child’s health and well-being (American Academy of Pediatrics, 2003). Consequently, nurses must be aware of the functions of the family, various types of family structures, and theories that provide a foundation for understanding the changes within a family and for directing family-oriented interventions.








Family Theories


A family theory can be used to describe families and how the family unit responds to events both within and outside the family. Each family theory makes assumptions about the family and has inherent strengths and limitations (Coehlo, Kaakinen, Hanson, and others, 2009). Most nurses use a combination of theories in their work with children and families. Commonly used theories are family systems theory, family stress theory, and developmental theory (Table 3-1).




TABLE 3-1


SUMMARY OF FAMILY THEORIES AND APPLICATIONS










	ASSUMPTIONS

	STRENGTHS

	LIMITATIONS

	APPLICATIONS










	Family Systems Theory






	A change in any one part of a family system affects all other parts of the family system (circular causality).
Family systems are characterized by periods of rapid growth and change and periods of relative stability.
Both too little change and too much change are dysfunctional for the family system; therefore, a balance between morphogenesis (change) and morphostasis (no change) is necessary.
Family systems can initiate change, as well as react to it.

	Applicable for family in normal everyday life, as well as for family dysfunction and pathology
Useful for families of varying structure and in various stages of the life cycle

	More difficult to determine cause-and-effect relationships because of circular causality

	Mate selection, courtship processes, family communication, boundary maintenance, power and control within family, parent–child relationships, teenage pregnancy and parenthood






	Family Stress Theory






	Stress is an inevitable part of family life, and any event, even if positive, can be stressful for the family.
Family encounters both normative expected stressors and unexpected situational stressors over its life cycle.
Stress has a cumulative effect on family.
Families cope with and respond to stressors with a wide range of responses and effectiveness.

	Potential to explain and predict family behavior in response to stressors and to develop effective interventions to promote family adaptation
Focuses on positive contribution of resources, coping, and social support to adaptive outcomes
Can be used by many disciplines in the health field

	Relationships among all variables in the framework not yet adequately described
Not yet known if certain combinations of resources and coping strategies are applicable to all stressful events

	Transition to parenthood and other normative transitions, single-parent families, families experiencing work-related stressors (dual-earner family, unemployment), acute or chronic childhood illness or disability, infertility, death of a child, divorce, teenage pregnancy and parenthood






	Developmental Theory






	Families develop and change over time in similar and consistent ways.
Family and its members must perform certain time-specific tasks set by themselves and by persons in the broader society.
Family role performance at one stage of family life cycle influences family’s behavioral options at next stage.
Family tends to be in stage of disequilibrium when entering a new life-cycle stage and strives toward homeostasis within stages.

	Provides a dynamic, rather than static, view of the family
Addresses both changes within the family and changes in the family as a social system over its life history
Anticipates potential stressors that normally accompany transitions to various stages and when problems may peak because of lack of resources

	Traditional model more easily applied to two-parent families with children
Use of age of oldest child and marital duration as marker of stage transition sometimes problematic (e.g., in stepfamilies, single-parent families)

	Anticipatory guidance, educational strategies, and developing or strengthening family resources for management of transition to parenthood; family adjustment to children entering school, becoming adolescents, leaving home; management of “empty nest” years and retirement
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Family Systems Theory


Family systems theory is derived from general systems theory, a science of “wholeness” that is characterized by interaction among the components of the system and between the system and the environment (Bomar, 2004). General systems theory expanded scientific thought from a simplistic view of direct cause and effect (A causes B) to a more complex and interrelated theory (A influences B, but B also affects A). In family systems theory, the family is viewed as a system that continually interacts with its members and the environment. The emphasis is on the interactions among the members; a change in one family member creates a change in other members, which in turn results in a new change in the original member. Consequently, a problem or dysfunction does not lie in any one member but rather in the type of interactions used by the family. Because the interactions, not the individual members, are viewed as the source of the problem, the family becomes the patient and the focus of care. Examples of the application of family systems theory to clinical problems are nonorganic failure to thrive and child abuse. According to family systems theory, the problem does not rest solely with the parent or child but with the type of interactions between the parent and the child and the factors that affect their relationship.


The family is viewed as a whole that is different from the sum of the individual members. For example, a household of parents and one child consists of not only three individuals but also four interactive units. These units include three dyads (the marital relationship, the mother–child relationship, and the father–child relationship) and a triangle (the mother–father–child relationship). In this ecologic model, the family system functions within a larger system, with the family dyads in the center of a circle surrounded by the extended family, the subculture, and the culture, with the larger society at the periphery.


Bowen’s family systems theory (Coehlo, Kaakinen, Hanson, and others, 2009) emphasizes that the key to healthy family function is the members’ ability to distinguish themselves from each other both emotionally and intellectually. The family unit has a high level of adaptability. When problems arise within the family, change occurs by altering the interaction or feedback messages that perpetuate disruptive behavior. Feedback refers to processes in the family that help identify strengths and needs and determine how well goals are accomplished. Positive feedback initiates change; negative feedback resists change (Goldenberg and Goldenberg, 2008). When the family system is disrupted, change can occur at any point in the system.


A major factor that influences a family’s adaptability is its boundary, an imaginary line that exists between the family and its environment (Coehlo, Kaakinen, Hanson, and others, 2009).


Families have varying degrees of openness and closure in these boundaries. For example, whereas one family has the capacity to reach out for help, another considers help threatening. Knowledge of boundaries is critical when teaching or counseling families. Families with open boundaries may demonstrate a greater receptivity to interventions, but families demonstrating closed boundaries often require increased sensitivity and skill on the part of the nurse to gain their trust and acceptance. The nurse who uses family systems theory should assess the family’s ability to accept new ideas, information, resources, and opportunities and to plan strategies.














Family Stress Theory


Family stress theory explains how families react to stressful events and suggests factors that promote adaptation to stress (Coehlo, Kaakinen, Hanson, and others, 2009). Families encounter stressors (events that cause stress and have the potential to effect a change in the family social system), including those that are predictable (e.g., parenthood) and those that are unpredictable (e.g., illness, unemployment). These stressors are cumulative, involving simultaneous demands from work, family, and community life. Too many stressful events occurring within a relatively short period (usually 1 year) can overwhelm the family’s ability to cope and place it at risk for breakdown or physical and emotional health problems among its members. When the family experiences too many stressors for it to cope adequately, a state of crisis ensues. For adaptation to occur, a change in family structure or interaction is necessary.


The resiliency model of family stress, adjustment, and adaptation emphasizes that the stressful situation is not necessarily pathologic or detrimental to the family but demonstrates that the family needs to make fundamental structural or systemic changes to adapt to the situation (McCubbin and McCubbin, 1994).














Developmental Theory


Developmental theory is an outgrowth of several theories of development. Duvall (1977) described eight developmental tasks of the family throughout its life span (Box 3-1). The family is described as a small group, a semiclosed system of personalities that interacts with the larger cultural social system. As an interrelated system, the family does not have changes in one part without a series of changes in other parts.





Box 3-1


Duvall’s Developmental Stages of the Family





Stage I—Marriage and an Independent Home: The Joining of Families


Reestablish couple identity.


Realign relationships with extended family.


Make decisions regarding parenthood.








Stage II—Families with Infants


Integrate infants into the family unit.


Accommodate to new parenting and grandparenting roles.


Maintain the marital bond.








Stage III—Families with Preschoolers


Socialize children.


Parents and children adjust to separation.








Stage IV—Families with Schoolchildren


Children develop peer relationships.


Parents adjust to their children’s peer and school influences.








Stage V—Families with Teenagers


Adolescents develop increasing autonomy.


Parents refocus on midlife marital and career issues.


Parents begin a shift toward concern for the older generation.








Stage VI—Families as Launching Centers


Parents and young adults establish independent identities.


Parents renegotiate marital relationship.








Stage VII—Middle-Aged Families


Reinvest in couple identity with concurrent development of independent interests.


Realign relationships to include in-laws and grandchildren.


Deal with disabilities and the death of the older generation.








Stage VIII—Aging Families


Shift from a work role to leisure and semiretirement or full retirement.


Maintain couple and individual functioning while adapting to the aging process.


Prepare for own death and dealing with the loss of spouse, or siblings, and other peers.





Modified from Wright LM, Leahey M: Nurses and families: a guide to family assessment and intervention, Philadelphia, 1984, FA Davis.





Developmental theory addresses family change over time using Duvall’s family life cycle stages based on the predictable changes in the family’s structure, function, and roles with the age of the oldest child as the marker for stage transition. The arrival of the first child marks the transition from stage I to stage II. As the first child grows and develops, the family enters subsequent stages. In every stage, the family faces certain developmental tasks. At the same time, each family member must achieve individual developmental tasks as part of each family life cycle stage.


Developmental theory can be applied to nursing practice. For example, the nurse can assess how well new parents are accomplishing the individual and family developmental tasks associated with transition to parenthood. New applications should emerge as more is learned about developmental stages for nonnuclear and nontraditional families.




















Family Nursing Interventions


In working with children, the nurse must include family members in their care plan. Research confirms parents’ desire and expectation to participate in their child’s care (Power and Franck, 2008). To discover family dynamics, strengths, and weaknesses, a thorough family assessment is necessary (see Chapter 6). The nurse’s choice of interventions depends on the theoretic family model that is used (Box 3-2). For example, in family systems theory, the focus is on the interaction of family members within the larger environment (Goldenberg and Goldenberg, 2008). In this case, using group dynamics to involve all members in the intervention process and being a skillful communicator are essential. Systems theory also presents excellent opportunities for anticipatory guidance. Because each family member reacts to every stress experienced by that system, nurses can intervene to help the family prepare for and cope with changes. In family stress theory, the nurse uses crisis intervention strategies to help family members cope with the challenging event. In developmental theory, the nurse provides anticipatory guidance to prepare members for transition to the next family stage. Nurses who think family involvement plays a key role in the care of a child are more likely to include families in the child’s daily care (Fisher, Lindhorst, Matthews, and others, 2008).





Box 3-2


Family Nursing Interventions


Behavior modification


Case management and coordination


Collaborative strategies


Contracting


Counseling, including support, cognitive reappraisal, and reframing


Empowering families through active participation


Environmental modification


Family advocacy


Family crisis intervention


Networking, including use of self-help groups and social support


Providing information and technical expertise


Role modeling


Role supplementation


Teaching strategies, including stress management, lifestyle modifications, and anticipatory guidance


From Friedman MM, Bowden VR, Jones EG: Family nursing: research theory and practice, ed 5, Upper Saddle River, NJ, 2003, Pearson Education.
























Family Structure and Function



Family Structure





The family structure, or family composition, consists of individuals, each with a socially recognized status and position, who interact with one another on a regular, recurring basis in socially sanctioned ways (Coehlo, Kaakinen, Hanson, and others, 2009). When members are gained or lost through events such as marriage, divorce, birth, death, abandonment, or incarceration, the family composition is altered, and roles must be redefined or redistributed.


Traditionally, the family structure was either a nuclear or extended family. In recent years, family composition has assumed new configurations, with the single-parent family and blended family becoming prominent forms. The predominant structural pattern in any society depends on the mobility of families as they pursue economic goals and as relationships change. It is common for children to belong to several different family groups during their lifetimes.


Nurses must be able to meet the needs of children from many diverse family structures and home situations. A family’s particular structure affects the direction of nursing care. The U.S. Census Bureau uses four definitions for families: the traditional nuclear family, the nuclear family, the blended family or household, and the extended family or household.








Traditional Nuclear Family


A traditional nuclear family consists of a married couple and their biologic children. Children in this type of family live with both biologic parents and, if siblings are present, only full brothers and sisters (i.e., siblings who share the same two biologic parents). No other persons are present in the household (i.e., no steprelatives, foster or adopted children, half siblings, other relatives, or nonrelatives).














Nuclear Family


The nuclear family is composed of two parents and their children. The parent–child relationship may be biologic, step, adoptive, or foster. Sibling ties may be biologic, step, half, or adoptive. The parents are not necessarily married. No other relatives or nonrelatives are present in the household.
















Blended Family


A blended family or household, also called a reconstituted family, includes at least one stepparent, stepsibling, or half sibling. A stepparent is the spouse of a child’s biologic parent but is not the child’s biologic parent. Stepsiblings do not share a common biologic parent; the biologic parent of one child is the stepparent of the other. Half siblings share only one biologic parent.














Extended Family


An extended family or household includes at least one parent, one or more children, and one or more members (related or unrelated) other than a parent or sibling. Parent–child and sibling relationships may be biologic, step, adoptive, or foster.


In many nations and among many ethnic and cultural groups, households with extended families are common. Within the extended family, grandparents often find themselves rearing their grandchildren (Fig. 3-1). Young parents are often considered too young or too inexperienced to make decisions independently. Often, the older relative holds the authority and makes decisions in consultation with the young parents. Sharing residence with relatives also assists with the management of scarce resources and provides child care for working families. A resource for extended families is the Grandparent Information Center.*
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FIG 3-1 Children benefit from interaction with grandparents, who sometimes assume the parenting role.




















Single-Parent Family


In the United States, an estimated 23.8 million children lived in single-parent families (Annie E. Casey Foundation, 2011). The contemporary single-parent family has emerged partially as a consequence of the women’s rights movement and also as a result of more women (and men) establishing separate households because of divorce, death, desertion, or single parenthood. In addition, a more liberal attitude in the courts has made it possible for single people, both men and women, to adopt children. Although mothers usually head single-parent families, it is becoming more common for fathers to be awarded custody of dependent children in divorce settlements. With women’s increased psychologic and financial independence and the increased acceptability of single parents in society, more unmarried women are deliberately choosing mother–child families. Frequently, these mothers and children are absorbed into the extended family. The challenges of single-parent families are discussed on p. 39.














Binuclear Family


The term binuclear family refers to parents continuing the parenting role while terminating the spousal unit. The degree of cooperation between households and the time the child spends with each can vary. In joint custody, the court assigns divorcing parents equal rights and responsibilities concerning the minor child or children. These alternate family forms are efforts to view divorce as a process of reorganization and redefinition of a family rather than as a family dissolution. Joint custody and coparenting are discussed further on p. 39.














Polygamous Family


Although it is not legally sanctioned in the United States, the conjugal unit is sometimes extended by the addition of spouses in polygamous matings. Polygamy refers to either multiple wives (polygyny) or, rarely, multiple husbands (polyandry). Many societies practice polygyny that is further designated as sororal, in which the wives are sisters, or nonsororal, in which the wives are unrelated. Sororal polygyny is widespread throughout the world. Most often, mothers and their children share a husband and father, respectively, with each mother and her children living in the same or separate households.














Communal Family


The communal family emerged from disenchantment with most contemporary life choices. Although communal families may have divergent beliefs, practices, and organization, the basic impetus for formation is often dissatisfaction with the nuclear family structure, social systems, and goals of the larger community. Relatively uncommon today, communal groups share common ownership of property. In cooperatives, property ownership is private, but certain goods and services are shared and exchanged without monetary consideration. There is strong reliance on group members and material interdependence. Both provide collective security for nonproductive members, share homemaking and childrearing functions, and help overcome the problem of interpersonal isolation or loneliness.














Gay, Lesbian, Bisexual, and Transgender Families


A same-sex, homosexual, or gay/lesbian/bisexual/transgender (GLBT) family is one in which there is a legal or common-law tie between two persons of the same sex who have children (Blackwell, 2007). There are a growing number of families with same-sex parents in the United States, with an estimated one fourth of all same-sex couples raising children (Pawelski, Perrin, Foy, and others, 2006). Although some children in GLBT households are biologic from a former marriage or relationship, children may be present in other circumstances. They may be foster or adoptive parents, lesbian mothers may conceive through artificial fertilization, or a gay male couple may become parents through use of a surrogate mother.


When children are brought up in GLBT families, the relationships seem as natural to them as heterosexual parents do to their offspring. In other cases, however, disclosure of parental homosexuality (“coming out”) to children can be a concern for families. A number of factors must be considered before disclosing this information to children. Parents should be comfortable with their own sexual orientation and should discuss it with their children as they become old enough to understand relationships. Discussions should be planned and take place in a quiet setting where interruptions are unlikely.


Nurses need to be nonjudgmental and to learn to accept differences rather than demonstrate prejudice that can have a detrimental effect on the nurse–child–family relationship (Blackwell, 2007). Moreover, the more nurses know about the child’s family and lifestyle, the more they can help the parents and the child.














Family Strengths and Functioning Style


[image: image] Family function refers to the interactions of family members, especially the quality of those relationships and interactions (Bomar, 2004). Researchers are interested in family characteristics that help families function effectively. Knowledge of these factors guides the nurse throughout the nursing process and helps the nurse to predict ways that families may cope and respond to a stressful event, provide individualized support that builds on family strengths and unique functioning style, and assist family members in obtaining resources.


[image: image] Case Study—Family Functioning


Family strengths and unique functioning styles (Box 3-3) are significant resources that nurses can use to meet family needs. Building on qualities that make a family work well and strengthening family resources make the family unit even stronger. All families have strengths as well as vulnerabilities.





Box 3-3


Qualities of Strong Families







• A belief and sense of commitment toward promoting the well-being and growth of individual family members, as well as the family unit


• Appreciation for the small and large things that individual family members do well and encouragement to do better


• Concentrated effort to spend time and do things together, no matter how formal or informal the activity or event


• A sense of purpose that permeates the reasons and basis for “going on” in both bad and good times


• A sense of congruence among family members regarding the value and importance of assigning time and energy to meet needs


• The ability to communicate with one another in a way that emphasizes positive interactions


• A clear set of family rules, values, and beliefs that establishes expectations about acceptable and desired behavior


• A varied repertoire of coping strategies that promotes positive functioning in dealing with both normative and nonnormative life events


• The ability to engage in problem-solving activities designed to evaluate options for meeting needs and procuring resources


• The ability to be positive and see the positive in almost all aspects of their lives, including the ability to see crisis and problems as an opportunity to learn and grow


• Flexibility and adaptability in the roles necessary to procure resources to meet needs


• A balance between the use of internal and external family resources for coping and adapting to life events and planning for the future





From Dunst C, Trivette C, Deal A: Enabling and empowering families: principles and guidelines for practice, Cambridge, Mass, 1988, Brookline Books.























Family Roles and Relationships


Each individual has a position, or status, in the family structure and plays culturally and socially defined roles in interactions within the family. Each family also has its own traditions and values and sets its own standards for interaction within and outside the group. Each determines the experiences the children should have, those they are to be shielded from, and how each of these experiences meets the needs of family members. When family ties are strong, social control is highly effective, and most members conform to their roles willingly and with commitment. Conflicts arise when people do not fulfill their roles in ways that meet other family members’ expectations, either because they are unaware of the expectations or because they choose not to meet them.








Parental Roles


In all family groups, the socially recognized status of father and mother exists with socially sanctioned roles that prescribe appropriate sexual behavior and childrearing responsibilities. The guides for behavior in these roles serve to control sexual conflict in society and provide for prolonged care of children. The degree to which parents are committed and the way they play their roles are influenced by a number of variables and by the parents’ unique socialization experience.


Parental role definitions have changed as a result of the changing economy and increased opportunities for women (Bomar, 2004). As women’s role has changed, the complementary role of men has also changed. Many fathers are more active in childrearing and household tasks. As the redefinition of sex roles continues in American families, role conflicts may arise in many families because of a cultural lag of the persisting traditional role definitions.















Role Learning



Family Size and Configuration





Parenting practices differ between small and large families. Small families place more emphasis on the individual development of the children. Parenting is intensive rather than extensive, and there is constant pressure to measure up to family expectations. Children’s development and achievement are measured against those of other children in the neighborhood and social class. In small families, children have more democratic participation than in larger families. Adolescents in small families identify more strongly with their parents and rely more on them for advice. They have well-developed, autonomous inner controls as contrasted with adolescents from larger families, who rely more on adult authority.


Children in a large family are able to adjust to a variety of changes and crises. There is more emphasis on the group and less on the individual (Fig. 3-2). Cooperation is essential, often because of economic necessity. The large number of people sharing a limited amount of space requires a greater degree of organization, administration, and authoritarian control. A dominant family member (a parent or older child) wields control. The number of children reduces the intimate, one-to-one contact between the parent and any individual child. Consequently, children turn to each other for what they cannot get from their parents. The reduced parent–child contact encourages individual children to adopt specialized roles to gain recognition in the family.
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FIG 3-2 Family structure and function promotes strong relationships among its members.








Older siblings in large families often administer discipline. Siblings are usually attuned to what constitutes misbehavior. Sibling disapproval or ostracism is frequently a more meaningful disciplinary measure than parental interventions. In situations such as the death or illness of a parent, an older sibling often assumes responsibility for the family at considerable personal sacrifice. Large families generate a sense of security in the children that is fostered by sibling support and cooperation. However, adolescents from large families are more peer oriented than family oriented.








Sibling Interactions








Spacing of Children


Age differences between siblings affect the childhood environment but to a lesser extent than does the gender of the sibling. The arrival of a sibling is difficult for toddlers and preschool children, especially between the ages of 2 and 3 years. At this age, they are still very attached to their parents and do not understand the concept of sharing. An older child is able to understand the situation and is less likely to see the newcomer as a threat, although the child does feel the loss of the only-child status (Coehlo, Kaakinen, Hanson, and others, 2009). In general, the narrower the spacing between siblings, the more the children influence one another, especially in emotional characteristics. The wider the spacing, the greater the influence of the parents.


Traditionally, sibling relationships were viewed from a Freudian perspective that emphasized the concept of sibling rivalry. Researchers have viewed siblings through developmental or ecologic frameworks that focus on interactions within family systems (Friedman, Bowden, and Jones, 2003). The results of these broader perspectives provide a picture of rich and varied sibling interactions (Fig. 3-3).
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FIG 3-3 Older school-age children often enjoy taking responsibility for the care of a younger sibling.




















Sibling Functions


The sibling relationship’s most unique feature is its duration. The longest relationship one will share with another human being is the sibling relationship, which lasts through a lifetime (often 50 to 80 years), compared with the child–parent relationship of approximately 30 to 50 years. Siblings spend long periods together and get to know each other at their best and worst.


Siblings exert power, exchange services, and express feelings in reciprocal ways that are often not revealed in the presence of the parents. They see themselves in their brothers and sisters, experience life vicariously through their siblings’ behavior, and begin to expand on their own possibilities. Siblings can also be touchstones for what the other would not like to be, and they use each other as yardsticks for comparison. They provide a sounding board for each other and offer a safe forum for experimenting with new behaviors and roles. Brothers and sisters provide each other with tangible services (e.g., lending money, clothing, toys, or sports equipment; teaching a skill), help each other with childhood problems, provide support in dealing with parents or others outside the family, and provide introductions to new friendship groups. Children learn to negotiate and bargain, and sometimes to manipulate, from their siblings. Their interactions with each other provide opportunities for conflict and conflict resolution. They protect one another from parental-executive abuse of power and can form a coalition to deal with the issues of authority, power, and emotional support. Negotiating with parents is stronger when siblings act together rather than singly.


Tattling can be an important lever in sibling interactions. On the other hand, siblings often have a conspiracy of silence, leaving the parents feeling isolated and excluded. A willingness to maintain each other’s privacy often forges a powerful bond of loyalty that distinguishes the relationship between siblings from that between friends.














More Active Sibling Relationships


Sibling relationships vary among cultures. Some factors may be giving the sibling relationship greater significance in American families than in the past. Shrinking family size, longer life spans, divorce and remarriage, geographic mobility, maternal employment, alternative sources of child care, competitive pressures, stress, and parental insufficiency may be propelling siblings into greater contact and emotional interdependence than ever before. Siblings often join forces to confront the trauma of divorce, and they frequently rely on each other for support when their parents remarry. The large number of working mothers means that young siblings today have significant amounts of time when a personally committed adult does not monitor their relationship. Often an older sibling is required to babysit, resulting in children spending more and more time together unsupervised. In a worried, mobile, small-family, high-stress, fast-paced, parent-absent society, children often turn to their brothers and sisters to meet their needs for contact, constancy, and permanency.




















Ordinal Position


Researchers have observed that the birth position of children affects their personalities. Parents treat children differently, and sibling interactions are different, depending on the child’s position within the family. Power is unequally distributed among siblings. Older siblings attempt to dominate younger ones. Therefore, younger siblings develop interpersonal skills, the ability to negotiate, and an ability to accept unfavorable outcomes to a greater extent than older siblings. Later-born children are obliged to interact with other siblings from birth and seem to be more outgoing and make friends more easily than firstborns. Children vary tremendously, and generalizations do not always apply to the individual. General characteristics of children in the various ordinal positions are presented in Box 3-4.





Box 3-4   Influence of Ordinal Position on Children





Firstborn Children


Are more achievement oriented


Are more dominant


Receive more physical punishment


Are allowed to show more aggression to siblings


Have stronger consciences; are more self-disciplined and inner directed


Are more socially anxious


Are prone to feelings of guilt


Identify more with parents than with peers


Are more conservative


Are subject to greater parental expectations


Begin to speak earlier in life


Demonstrate higher intellectual achievement


Plan better and experience fewer frustrations


Are likely to be most wanted








Middle Children


Have more demands made on them for household help


Are praised less often


Receive less of the parents’ time


Learn to compromise and be adaptable


Are less stimulated toward achievement


Are more difficult to characterize because of a variety of positions in the family








Youngest Children


Are less dependent than firstborn children


Are less tense, more affectionate, and more good natured


Tend to identify more with peer group than with parents


Are more flexible in their thinking


Are popular with classmates


Have fewer demands placed on them for household help








Only Children


Have many of the same characteristics as firstborn children


Are more mature and cultivated


Experience greater parental pressure for mature behavior and achievement


Demonstrate superiority in language facility


Rarely develop into the stereotype of spoiled, selfish child


Often enjoy a rich fantasy life as a result of isolation














The Only Child


Being the only child in a family has traditionally been considered a disadvantage. Only children have been described as selfish, spoiled, dependent, and lonely. However, they do not demonstrate more evidence of maladjustment or self-centeredness than other children and tend to strongly resemble firstborn children in respects such as higher educational goals. Only children perform better on cognitive tests, are more mature, are more socially sensitive, and demonstrate superiority in language facility compared with other children.


Only children also enjoy the advantage of having parents who can devote more time to them, talk to them, and stimulate them in intellectual activities. However, parents also exert greater pressure for mature behavior at an early age and for achievement. Relative isolation from peers contributes to intellectual pursuits and encourages a rich fantasy life, independence, and originality.




















Multiple Births


A deviation in early development that occurs with variable frequency is multiple births. Twins are common in the population, but triplets are rare, and quadruplets and quintuplets are extremely unusual. In any of these situations, the offspring can be of the like or unlike sex (i.e., derived from a single ovum; from multiple ova; or from a combination of the two, which can involve one or more cell divisions). The cause of twinning is unknown, but the increase in the number of larger multiples (quintuplets, sextuplets) in recent years has been associated with fertility treatments such as ovulation-inducing drugs and in vitro fertilization. Because women in their thirties are almost 2.5 times as likely as women in their twenties to have higher order plural births, increased childbearing among older women and the expanded use of fertility drugs have been associated with an increase in the multiple-birth ratio (Mathews, Minino, Osterman, and others, 2011).


Twins are of two distinct types: identical, or monozygotic (MZ), and fraternal (Fig. 3-4), or dizygotic (DZ) (Table 3-2). In 2007 in the United States, the overall rate of twin birth was 32.2 per 1000 births, a record high (Mathews, Minino, Osterman, and others, 2011); one third are MZ twins, and two thirds are DZ twins.




TABLE 3-2


CHARACTERISTICS OF TWINS










	MONOZYGOTIC OR IDENTICAL TWINS

	DIZYGOTIC OR FRATERNAL TWINS










	Characteristics






	Result of one fertilized ovum that became separated early in development

	Result of fertilization of two ova






	Alike physically and genetically

	Differ physically and genetically






	Same sex

	May be same or opposite sex






	Frequency






	Occurs uniformly in all populations

	Varies among races (highest in African Americans, lowest in Asians, intermediate in whites)






	Unaffected by maternal age

	More common with advancing maternal age (maximum at ages 35 to 39 years; then decreases rapidly)






	Tendency unaffected by heredity

	Marked familial tendency






	Expressed only in the female






	Fathers appear to transmit disposition toward double ovulation to daughters






	Similar behavior

	Dissimilar behavior; more sibling rivalry
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FIG 3-4 Fraternal twins.








A special kind of sibling relationship is observed in twins, although getting along with each other and quarreling are not much different from these behaviors in any other two siblings, especially if they are different-sex fraternal twins. Twins tend to work out a relationship that is reasonably satisfactory to both and demonstrate early independence from parental attention. They develop a remarkable capacity for cooperative play and considerable loyalty and generosity toward each other. It is common for them to evolve a private language between themselves that may interfere with the development of the family language.


In a twinship, one member of the pair, to a greater or lesser extent, is more dominant, outgoing, and assertive than the other, often to the consternation of their parents. However, the seemingly more passive twin is able to accomplish as much and get his or her way as frequently as the more assertive twin.


Researchers have also observed a difference in behavior between identical and fraternal twins. There is near-unison in the actions of identical twins (although they alternate in assuming leadership), but fraternal twins, even of the same sex, do not display this quality. Sibling rivalry can be pronounced in fraternal twins, especially in different-sex twins.


Identical twins also differ in their response to the tendency of some parents to treat twins exactly alike. The present philosophy is to determine the degree to which the children demonstrate an inclination toward togetherness. Some twins thrive best when they are constantly in each other’s company; others prefer more individuality and separateness. Early years of togetherness are often the basis of the children’s security, and separating them too early may produce unnecessary stresses. Fostering individual differences as they become evident could ease the process of separation when it becomes advisable.








Parental Adjustment


The entrance of any new member into a household creates stress, but with multiple births, two or more new members must be incorporated into the family at the same time. The problems are obvious. Two infants must be provided with physical care, including feeding, diapering, and all of the purchasing and preparation that accompany the care of any infant. Scheduling becomes crucial, and advancement in development brings new problems and adjustments (e.g., space and sleeping arrangements, selection of a stroller and other equipment). Care must be observed in selecting toys. As play becomes a serious business, some toys that would be safe and appropriate for a single child become weapons when two infants share a playpen. It is a good idea to select different toys for each child as they grow older and encourage sharing.


It is especially important for parents to maintain relationships with each other and other family members. Parents need to arrange time together as often as possible. The National Organization of Mothers of Twins Clubs, Inc.,* has local chapters throughout the United States to offer information and support to parents of twins and is highly recommended as a resource. Twins Magazine (http://www.twinsmagazine.com) is a place to seek and give advice about parenting multiples.

































Parenting



Motivation for Parenthood





A dominant characteristic in all societies is that adults are expected to become parents and to be gratified by the experience. Pressures of tradition, sentiment regarding the state of parenthood, and religious beliefs influence decision making because conformity to social-role expectations is a strong influence in family planning.


Factors that influence family size are social class, religion, race, financial stability, type of conjugal-role relationships, and the social-psychologic aspects of sexual relations (Coehlo, Kaakinen, Hanson, and others, 2009).


In the case of divorce and remarriage, an individual may decide to have more children with the new spouse.








Preparation for Parenthood


The basic goals of parenting are to promote the physical survival and health of children, foster the skills and abilities necessary to be self-sustaining adults, and foster behavioral capabilities for optimizing cultural values and beliefs (Deave, Johnson, and Ingram, 2008). However, new parents often approach parenthood with limited experience and knowledge. Parents learn by trial and error, committing the same mistakes that have been committed by countless other parents, but they somehow manage to accomplish the task, becoming more skilled with each additional child.


Tradition, rather than rational planning, furnishes the chief norms for childrearing. Experience in having been nurtured as a child is an essential component of successful parenting. Their own parents are probably the only persons whom parents observe intimately in the parental role. This results in a generational continuity—parents rear their own children in much the same way that they themselves were reared. Other essential skills that parents need to feel comfortable in the parenting role include a basic understanding of childhood growth and development, bathing, feeding, use of play, and interpersonal communication skills.














Transition to Parenthood


Although experts disagree as to whether the birth of the first child should be labeled a crisis, the early weeks of an infant’s life call for parents to make drastic adjustments. A child’s birth presents the challenge of providing total care 24 hours a day for a new member of the family (Deave, Johnson, and Ingram, 2008). A crisis may occur if the event is perceived as disturbing old habits and relationships and eliciting new responses. The birth requires role changes and significantly modifies former relationships. In addition to the roles of husband and wife, the couple must assume the roles of father and mother.


The advent of a new family member requires that the family cope with greater financial responsibilities, a possible loss of income, changes in sleeping habits, and less time for the parents to spend with each other (especially if the child is a firstborn) and with other children. If these events are perceived as aversive, they can disrupt the couple’s bond and reduce their intimacy and affection.








Parental Factors Affecting Transition to Parenthood


No amount of preparation can fully prepare prospective parents for an infant’s constant and immediate needs. The importance of early parent–infant interactions is addressed in the discussion of neonates, especially the attachment process (see Chapter 8). Factors affecting parenting are the age of the parents, the quality of the parental relationship, the amount of previous experience with childrearing, parental support systems, and the effects of stress on parental behavior (Deave, Johnson, and Ingram, 2008).








Parental Age


From a physiologic health perspective, the most satisfactory ages for childbearing are between 18 and 35 years. During this time, parents are considered to be in optimum health, with a predicted life span that allows sufficient time and vigor to raise a family. However, the age at which parents begin their families has changed over the past few decades in the United States, with a substantial increase in the birth rate for women ages 30 to 44 years and a decline for women ages 20 to 29 years.














Father Involvement


Current practices that encourage early father–infant interaction indicate that fathers are as intrigued with their newborns as mothers are (see discussion on paternal engrossment under Promote Parent–Infant Bonding [Attachment], Chapter 8). Even fathers who have little initial contact with their newborns become involved with them over the next few months (Fig. 3-5), although the type of interaction is different from that of mothers. For example, whereas mothers are more likely to hold, soothe, care for, or play quietly with their infants, fathers are more boisterous and engage in more physically stimulating activities. However, fathers are more than just playmates. They are often successful at soothing distressed infants. A secure attachment to the father can help offset the consequences of an insecure attachment to the mother.
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FIG 3-5 Fathers who assume care of their children may feel more comfortable and successful in their parenting role.




















Parenting Education


First-time parents who have prepared themselves to be parents experience less stress adjusting to the birth of new baby than those who have not. Programs designed to take place near the time of birth or soon after can be more helpful in easing transitional stress than earlier programs (Deave, Johnson, and Ingram, 2008).


Many parents are looking for ways to be better parents. Nurses can offer a number of suggestions, including being an active listener, having an active role in education, keeping up with technology, keeping up with regular visits to the child’s health care provider and vaccinations, ensuring safety in and out of the home, spending quality time with the child, and focusing on improving overall family communication (Fig. 3-6).
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FIG 3-6 Quality time spent with a child is essential to a family’s health and well-being.








Other factors influencing the transition to the parental role include the following:




• Parents with previous experience, such as another child, appear to be more relaxed, have less conflict in disciplinary relationships, and are more aware of normal growth and development.


• The amount of stress experienced by one or both parents may interfere with their ability to be patient and understanding and to cope with their children’s behavior.


• Special characteristics of the infant, such as being temperamentally difficult, can cause the parents to lose confidence and doubt their abilities. Infants with special care needs (e.g., those associated with a disability) can be a significant source of added stress.


• Stressed marital relationships can have a negative effect on parental transition because marital tension can alter caregiving routines and interfere with enjoyment of the infant. Conversely, parents’ support and encouragement of one another serve as positive influences on establishing a satisfying parental role.

















Support Systems


Successful adaptation to the stress of transition to parenthood involves at least two types of family resources (McCubbin and McCubbin, 1994). Internal resources such as adaptability and integration are the first type of resource. Changing from an orderly, predictable life to a relatively disordered, unpredictable one is a universal adaptation that families must make. Rigid schedules are impossible to maintain, and former activities must be curtailed or abandoned. Adaptation is reflected in learning to be patient, becoming better organized, and becoming more flexible. Integration refers to the couple’s attempt to continue some activities they engaged in before they became parents. In this way, couples are able to maintain a sense of continuity and appreciate the importance of the husband–wife relationship (McCubbin and McCubbin, 1994).


The second resource is the use of coping strategies that strengthen the family’s organization and functioning. These include the use of social support systems and community resources and the adoption of a future orientation. Interpersonal supports that provide information, advice, and caretaking can be derived from friends, relatives, and neighbors. Relationships with family, friends, and the community are essential. For parents, positive, supportive work relationships are important. Equally important is time spent with friends. Arranging for time away from the child or children is also beneficial. One parent can assume care of the family to allow the other parent some time to himself or herself. Adoption of a future orientation reassures parents that things will get better, that they will cope, and that it is realistic to plan for the time when they will be able to engage in self-fulfilling activities.


It is also reassuring to know that others experience ambivalent feelings toward parenthood and share the same difficulties and frustrations. Exchanging ideas and experiences with other parents and each other provides an opportunity to voice concerns and to learn new ways to cope with multiple childrearing problems (Fig. 3-7).




[image: image]


FIG 3-7 Learning new roles together as a mother and father can enhance parenting relationships.

































Parenting Behaviors



Parental Styles of Control





Parenting styles have been described in many different ways. Within a social interactional learning model, parenting can be positive or coercive (Liddle, Santisteban, Levant, and others, 2002). Whereas a positive approach to parenting encourages skill development, a coercive approach uses negative reinforcement and often causes a destructive effect on relationships.


Parenting styles are often classified as authoritarian, permissive, or authoritative (Hoeve, Dubas, Eichelsheim, and others, 2009; Hubbs-Tait, Kennedy, Page, and others, 2008). Authoritarian or dictatorial parents try to control their children’s behavior and attitudes through unquestioned mandates. They establish rules and regulations or standards of conduct that they expect to be followed rigidly and unquestioningly. The message is: “Do it because I say so.” Punishment need not be corporal but may be stern withdrawal of love and approval. Careful training often results in rigidly conforming behavior in the children, who tend to be sensitive, shy, self-conscious, retiring, and submissive. They are more likely to be courteous, loyal, honest, and dependable but docile. These behaviors are more typically observed when close supervision and affection accompany parental authority. If not, this style of parenting may be associated with both defiant and antisocial behavior.


Permissive parents exert little or no control over their children’s actions. They avoid imposing their own standards of conduct and allow their children to regulate their own activity as much as possible. These parents consider themselves to be resources for the children, not role models. If rules do exist, the parents explain the underlying reason, elicit the children’s opinions, and consult them in decision-making processes. They use lax, inconsistent discipline; do not set sensible limits; and do not prevent the children from upsetting the home routine. These parents rarely punish the children.


Authoritative or democratic parents combine practices from both of the previously described parenting styles. They direct their children’s behavior and attitudes by emphasizing the reason for rules and negatively reinforcing deviations. They respect the individuality of each child and allow the child to voice objections to family standards or regulations. Parental control is firm and consistent but tempered with encouragement, understanding, and security. Control is focused on the issue, not on withdrawal of love or the fear of punishment. These parents foster “inner directedness,” a conscience that regulates behavior based on feelings of guilt or shame for wrongdoing, not on fear of being caught or punished. Parents’ realistic standards and reasonable expectations produce children with high self-esteem who are self-reliant, assertive, inquisitive, content, and highly interactive with other children.


There are differing philosophies in regard to parenting. Childrearing is a culturally bound phenomenon, and children are socialized to behave in ways that are important to their families. In the authoritative style, authority is shared, and children are included in discussions, fostering an independent and assertive style of participation in family life. When working with individual families, nurses should give these differing styles equal respect.














Limit Setting and Discipline


In its broadest sense, discipline means to teach or refers to a set of rules governing conduct. In a narrower sense, it refers to the action taken to enforce the rules after noncompliance. Limit setting refers to establishing the rules or guidelines for behavior. For example, parents can place limits on the amount of time children spend watching television or chatting online. The clearer the limits that are set and the more consistently they are enforced, the less need there is for disciplinary action.


Nurses can help parents establish realistic and concrete “rules.” Limit setting and discipline are positive, necessary components of childrearing and serve several useful functions as they help children:




• Test their limits of control


• Achieve in areas appropriate for mastery at their level


• Channel undesirable feelings into constructive activity


• Protect themselves from danger


• Learn socially acceptable behavior





Children want and need limits. Unrestricted freedom is a threat to their security and safety. By testing the limits imposed on them, children learn the extent to which they can manipulate their environment and gain reassurance from knowing that others are there to protect them from potential harm.








Minimizing Misbehavior


The reasons for misbehavior may include attention, power, defiance, and a display of inadequacy (e.g., the child misses classes because of a fear that he or she is unable to do the work). Children may also misbehave because the rules are not clear or consistently applied. Acting-out behavior, such as temper tantrums, may represent uncontrolled frustration, anger, depression, or pain. The best approach is to structure interactions with children to prevent or minimize unacceptable behavior (see Family-Centered Care box).
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Minimizing Misbehavior







• Set realistic goals for acceptable behavior and expected achievements.


• Structure opportunities for small successes to lessen feelings of inadequacy.


• Praise children for desirable behavior with attention and verbal approval.


• Structure the environment to prevent unnecessary difficulties (e.g., place fragile objects in an inaccessible area).


• Set clear and reasonable rules; expect the same behavior regardless of the circumstances; if exceptions are made, clarify that the change is for one time only.


• Teach desirable behavior through own example, such as using a quiet, calm voice rather than screaming.


• Review expected behavior before special or unusual events, such as visiting a relative or having dinner in a restaurant.


• Phrase requests for appropriate behavior positively, such as “Put the book down” rather than “Don’t touch the book.”


• Call attention to unacceptable behavior as soon as it begins; use distraction to change the behavior or offer alternatives to annoying actions, such as exchanging a quiet toy for one that is too noisy.


• Give advance notice or “friendly reminders,” such as “When the TV program is over, it is time for dinner” or “I’ll give you to the count of three, and then we have to go.”


• Be attentive to situations that increase the likelihood of misbehaving, such as overexcitement or fatigue, or that decrease personal tolerance of minor infractions.


• Offer sympathetic explanations for not granting a request, such as “I am sorry I can’t read you a story now, but I have to finish dinner. Then we can spend time together.”


• Keep all promises made to children.


• Avoid outright conflicts; temper discussions with statements such as “Let’s talk about it and see what we can decide together” or “I have to think about it first.”


• Provide children with opportunities for power and control.




















General Guidelines for Implementing Discipline


Regardless of the type of discipline used, certain principles are essential to ensure the efficacy of the approach (see Family-Centered Care box). Many strategies, such as behavior modification, can only be implemented effectively when principles of consistency and timing are followed. A pattern of intermittent or occasional enforcement of limits actually prolongs the undesired behavior because children learn that if they are persistent, the behavior is permitted eventually. Delaying punishment weakens its intent, and practices such as telling the child “Wait until your father comes home,” not only are ineffectual but also convey negative messages about the other parent.*
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Implementing Discipline


Consistency—Implement disciplinary action exactly as agreed on and for each infraction.


Timing—Initiate discipline as soon as the child misbehaves; if delays are necessary, such as to avoid embarrassment, verbally disapprove of the behavior and state that disciplinary action will be implemented.


Commitment—Follow through with the details of the discipline, such as timing of minutes; avoid distractions that may interfere with the plan, such as telephone calls.


Unity—Make certain that all caregivers agree on the plan and are familiar with the details to prevent confusion and alliances between the child and one parent.


Flexibility—Choose disciplinary strategies that are appropriate to the child’s age and temperament and the severity of the misbehavior.


Planning—Plan disciplinary strategies in advance and prepare the child if feasible (e.g., explain the use of time-out); for unexpected misbehavior, try to discipline when you are calm.


Behavior orientation—Always disapprove of the behavior, not the child, with such statements as “That was a wrong thing to do. I am unhappy when I see behavior like that.”


Privacy—Administer discipline in private, especially with older children, who may feel ashamed in front of others.


Termination—After the discipline is administered, consider the child as having a “clean slate” and avoid bringing up the incident or lecturing.

















Types of Discipline


To deal with misbehavior, parents need to implement appropriate disciplinary action. Many approaches are available. Reasoning involves explaining why an act is wrong and is usually appropriate for older children, especially when moral issues are involved. However, young children cannot be expected to “see the other side” because of their egocentrism. Children in the preoperative stage of cognitive development (toddlers and preschoolers) have a limited ability to distinguish between their point of view and that of others. Sometimes children use “reasoning” as a way of gaining attention. For example, they may misbehave, thinking the parents will give them a lengthy explanation of the wrongdoing and knowing that negative attention is better than no attention. When children use this technique, parents should end the explanation by stating, “This is the rule, and this is how I expect you to behave. I won’t explain it any further.”


Unfortunately, reasoning is often combined with scolding, which sometimes takes the form of shame or criticism. For example, the parent may state, “You are a bad boy for hitting your brother.” Children take such remarks seriously and personally, believing that they are bad.
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When reprimanding children, focus only on the misbehavior, not on the child. Use of “I” messages rather than “you” messages expresses personal feelings without accusation or ridicule. For example, an “I” message attacks the behavior—“I am upset when Johnny is punched; I don’t like to see him hurt”—not the child who was misbehaving.





Positive and negative reinforcement is the basis of behavior modification theory—behavior that is rewarded will be repeated; behavior that is not rewarded will be extinguished. Using rewards is a positive approach. By encouraging children to behave in specified ways, the parents can decrease the tendency to misbehave. With young children, using paper stars is an effective method. For older children, the “token system” is appropriate, especially if a certain number of stars or tokens yields a special reward, such as a trip to the movies or a new book. In planning a reward system, the parents must explain expected behaviors to the child and establish rewards that are reinforcing. They should use a chart to record the stars or tokens and always give an earned reward promptly. Verbal approval should always accompany extrinsic rewards.


Consistently ignoring behavior will eventually extinguish or minimize the act. Although this approach sounds simple, it is difficult to implement consistently. Parents frequently “give in” and resort to previous patterns of discipline. Consequently, the behavior is actually reinforced because the child learns that persistence gains parental attention. For ignoring to be effective, parents should (1) understand the process, (2) record the undesired behavior before using ignoring to determine whether a problem exists and to compare results after ignoring is begun, (3) determine whether parental attention acts as a reinforcer, and (4) be aware of “response burst.” Response burst is a phenomenon that occurs when the undesired behavior increases after ignoring is initiated because the child is “testing” the parents to see if they are serious about the plan.


The strategy of consequences involves allowing children to experience the results of their misbehavior. It includes three types:




1. Natural—Those that occur without any intervention, such as being late and having to clean up the dinner table


2. Logical—Those that are directly related to the rule, such as not being allowed to play with another toy until the used ones are put away


3. Unrelated—Those that are imposed deliberately, such as no playing until homework is completed or the use of time-out





Natural or logical consequences are preferred and effective if they are meaningful to children. For example, the natural consequence of living in a messy room may do little to encourage cleaning up, but allowing no friends over until the room is neat can be motivating! Withdrawing privileges is often an unrelated consequence. After the child experiences the consequence, the parent should refrain from any comment because the usual tendency is for the child to try to place blame for imposing the rule.


Time-out is a refinement of the common practice of sending the child to his or her room and is a type of unrelated consequence. It is based on the premise of removing the reinforcer (i.e., the satisfaction or attention the child is receiving from the activity). When placed in an unstimulating and isolated place, children become bored and consequently agree to behave in order to reenter the family group (Fig. 3-8). Time-out avoids many of the problems of other disciplinary approaches. No physical punishment is involved; no reasoning or scolding is given; and the parent does not need to be present for all of the time-out, thus facilitating consistent application of this type of discipline. Time-out offers both the child and the parent a “cooling off” time. To be effective, however, time-out must be planned in advance (see Family-Centered Care box).
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FIG 3-8 Time-out is an excellent disciplinary strategy for young children.








Corporal or physical punishment most often takes the form of spanking (Larzelere, 2008). Based on the principles of aversive therapy, inflicting pain through spanking causes a dramatic short-term decrease in the behavior. However, this approach has serious flaws: (1) it teaches children that violence is acceptable; (2) it may physically harm the child if it is the result of parental rage; and (3) children become “accustomed” to spanking, requiring more severe corporal punishment over time. Spanking can result in severe physical and psychologic injury, and it interferes with effective parent–child interaction (Cain, 2008). In addition, when the parents are not around, children are likely to misbehave because they have not learned to behave well for their own sake. Parental use of corporal punishment may also interfere with the child’s development of moral reasoning.
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Using Time-Out







Select an area for time-out that is safe, convenient, and unstimulating but where the child can be monitored, such as the bathroom, hallway, or laundry room.


Determine what behaviors warrant a time-out.


Make certain children understand the “rules” and how they are expected to behave.


Explain to children the process of time-out:




• When they misbehave, they will be given one warning.


• If they do not obey, they will be sent to the place designated for time-out.


• They are to sit there for a specified period.


• If they cry, refuse, or display any disruptive behavior, the time-out period will begin after they quiet down.


• When they are quiet for the duration of the time, they can then leave the room.





A rule for the length of time-out is 1 minute per year of age; use a kitchen timer with an audible bell rather than a watch to record the time.


Implement time-out in a public place by selecting a suitable area or explain to children that time-out will be spent immediately on returning home.
































Special Parenting Situations


Parenting is a demanding task under ideal circumstances, but when parents and children face situations that deviate from “the norm,” the potential for family disruption is increased. Situations that are encountered frequently are divorce, single parenthood, blended families, adoption, and dual-career families. In addition, as cultural diversity increases in our communities, many immigrants are making the transition to parenthood and a new country, culture, and language simultaneously. Other situations that create unique parenting challenges are parental alcoholism, homelessness, and incarceration. Although these topics are not addressed here, readers may wish to investigate them further.








Parenting the Adopted Child


Adoption establishes a legal relationship between a child and parents who are not related by birth but who have the same rights and obligations that exist between children and their biologic parents. In the past, biologic mothers alone made the decision to relinquish the rights to their children. In recent years, the courts have acknowledged the legal rights of biologic fathers regarding this decision. Concerned child advocates have questioned whether decisions that honor fathers’ rights are in the best interests of their children. As children’s rights have become recognized, older children have successfully dissolved their legal bonds with their biologic parents to pursue adoption by adults of their choice. Furthermore, there is a growing interest and demand within the GLBT community to adopt.


Unlike biologic parents, who prepare for their child’s birth with prenatal classes and the support of friends and relatives, adoptive parents have fewer sources of support and preparation for the new addition to their family. Nurses can provide the information, support, and reassurance needed to reduce parental anxiety regarding the adoptive process and refer adoptive parents to state parental support groups. Such sources can be contacted through a state or county welfare office.


The earlier infants enter their adoptive homes, the better the chances of parent–infant attachment. However, the more caregivers the infant had before adoption, the greater the risk for attachment problems. The infant must break the bond with the previous caregiver and form a new bond with the adoptive parents. Difficulties in forming an attachment depend on the amount of time the infant has spent with caregivers early in life as well as the number of caregivers (e.g., the birth mother, nurse, adoption agency personnel).


Siblings, adopted or biologic, who are old enough to understand should be included in decisions regarding the commitment to adopt with reassurance that they are not being replaced. Ways that the siblings can interact with the adopted child should be stressed (Fig. 3-9).
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FIG 3-9 An older sister lovingly embraces her adopted sister.














Issues of Origin


The task of telling children that they are adopted can be a cause of deep concern and anxiety. There are no clear-cut guidelines for parents to follow in determining when and at what age children are ready for the information. Parents are naturally reluctant to present such potentially unsettling news. However, it is important that parents not withhold the adoption from the child because it is an essential component of the child’s identity (see Critical Thinking Case Study).
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Parenting the Adopted Child


Twelve-month-old Justin was adopted at birth. His parents tell you that they wonder when they should tell Justin that he is adopted. As the nurse, what counseling and advice should you give Justin’s parents?





Questions







1. Evidence—Is there sufficient information to draw any conclusions about this situation?


2. Assumptions—Describe some underlying assumptions about the following:




a. The best time to tell children that they are adopted


b. The manner in which parents should tell their child about adoption


c. Children’s reactions to being told they are adopted





3. What implications for nursing care can be drawn at this time?


4. Does the evidence support your conclusion?











The timing arises naturally as parents become aware of the child’s readiness. Most authorities believe that children should be informed at an age young enough so that, as they grow older, they do not remember a time when they did not know they were adopted. The time is highly individual but must be right for both the parents and the child. It may be when children ask where babies come from, at which time children can also be told the facts of their adoption. If they are told in a way that conveys the idea that they were active participants in the selection process, they will be less likely to feel that they were abandoned victims in a helpless situation. For example, parents can tell children that their personal qualities drew the parents to them. It is wise for parents who have not previously discussed adoption to tell children that they are adopted before the children enter school to avoid having them learn it from third parties. Complete honesty between parents and children strengthens the relationship.


Parents should anticipate behavior changes after the disclosure, especially in older children. Children who are struggling with the revelation that they are adopted may benefit from individual and family counseling. Children may use the fact of their adoption as a weapon to manipulate and threaten parents. Statements such as “My real mother would not treat me like this” or “You don’t love me as much because I’m adopted” hurt parents and increase their feelings of insecurity. Such statements may also cause parents to become overpermissive. Adopted children need the same undemanding love, combined with firm discipline and limit setting, as any other child.














Adolescence


Adolescence may be an especially trying time for parents of adopted children. The normal confrontations of adolescents and parents assume more painful aspects in adoptive families. Adolescents may use their adoption to defy parental authority or as a justification for aberrant behavior. As they attempt to master the task of identity formation, they may begin to have feelings of abandonment by their biologic parents. Gender differences in reacting to adoption may surface.


Adopted children fantasize about their biologic parents and may feel the need to discover their parents’ identities to define themselves and their own identities. It is important for parents to keep the lines of communication open and to reassure their children that they understand the need to search for their identities. In some states, birth certificates are made legally available to adopted children when they come of age. Parents should be honest with questioning adolescents and tell them of this possibility (the parents themselves are unable to obtain the birth certificate; it is the children’s responsibility if they desire it).














Cross-Racial and International Adoption


Adoption of children from racial backgrounds different from that of the family is commonplace. In addition to the problems faced by adopted children in general, children of a cross-racial adoption must deal with physical and sometimes cultural differences. It is advised that parents who adopt children with different ethnic background do everything to preserve the adopted children’s racial heritage.


Although the children are full-fledged members of an adopting family and citizens of the adopted country, if they have a strikingly different appearance from other family members or exhibit distinct racial or ethnic characteristics, challenges may be encountered outside the family. Bigotry may appear among relatives and friends. Strangers may make thoughtless comments and talk about the children as though they are not members of the family. It is vital that family members declare to others that this is their child and a cherished member of the family.


In international adoptions, the medical information the parents receive may be incomplete or sketchy; weight, height, and head circumference are often the only objective information present in the child’s medical record. Many internationally adopted children were born prematurely, and common health problems such as infant diarrhea and malnutrition delay growth and development. Some children have serious or multiple health problems that can be stressful for the parents.




















Parenting and Divorce


Since the mid-1960s, a marked change in the stability of families has been reflected in increased rates of divorce, single parenthood, and remarriage. In 2009, the divorce rate for the United States was 3.4 per 1000 total population (Centers for Disease Control and Prevention, 2010). The divorce rate has changed little since 1987. In the decade before that, the rate increased yearly, with a peak in 1979. Although almost half of all divorcing couples are childless, it is estimated that more than 1 million children experience divorce each year.


The process of divorce begins with a period of marital conflict of varying length and intensity followed by a separation, the actual legal divorce, and the reestablishment of different living arrangements (Box 3-5). Because a function of parenthood is to provide for the security and emotional welfare of children, disruption of the family structure often engenders strong feelings of guilt in the divorcing parents.





Box 3-5


Stages of the Divorce Process





Acute Phase







The married couple makes the decision to separate.


This phase includes the legal steps of filing for dissolution of the marriage and usually the departure of the father from the home.


This phase lasts from several months to more than 1 year and is accompanied by familial stress and a chaotic atmosphere.











Transitional Phase







The adults and children assume unfamiliar roles and relationships within a new family structure.


This phase is often accompanied by a change of residence, a reduced standard of living and altered lifestyle, a larger share of the economic responsibility being shouldered by the mother, and radically altered parent–child relationships.











Stabilizing Phase







The postdivorce family reestablishes a stable, functioning family unit.


Remarriage frequently occurs, with concomitant changes in all areas of family life.








Modified from Wallerstein JS: Children of divorce: stress and developmental tasks. In Garmezy N, Rutter M, editors: Stress, coping, and development in children, New York, 1988, McGraw-Hill.





During a divorce, parents’ coping abilities may be compromised. The parents may be preoccupied with their own feelings, needs, and life changes and be unavailable to support their children. Newly employed parents, usually mothers, are likely to leave children with new caregivers, in strange settings, or alone after school. The parent may also spend more time away from home, searching for or establishing new relationships. Sometimes, however, the adult feels frightened and alone and begins to depend on the child as a substitute for the absent parent. This dependence places an enormous burden on the child.


Common characteristics in the custodial household after separation and divorce include disorder, coercive types of control, inflammable tempers in both parents and children, reduced parental competence, a greater sense of parental helplessness, poorly enforced discipline, and diminished regularity in household routines. Noncustodial parents are seldom prepared for the role of visitor, may assume the role of recreational and “fun” parent, and may not have a residence suitable for children’s visits. They may also be concerned about maintaining the arrangement over the years to follow.








Impact of Divorce on Children


Parental divorce is an additional childhood adversity that contributes to poor mental health outcomes, especially when combined with child abuse. Parental psychopathology may be one possible mechanism to explain the relationships between child abuse, parental divorce, and psychiatric disorders and suicide attempts (Afifi, Boman, Fleisher, and others, 2009). Even when a divorce is amicable and open, children recall parental separation with the same emotions felt by victims of a natural disaster, including loss, grief, and vulnerability to forces beyond their control. A recent study found that by increasing one of children’s most important interpersonal resources, mother–child relationship quality, had a positive impact on coping with the adjustments surrounding divorce (Velez, Wolchik, Tein, and others, 2011).


The impact of divorce on children depends on several factors, including the ages and genders of the children, the outcome of the divorce, and the quality of the parent–child relationship and parental care during the years after the divorce. Family characteristics are more crucial to the child’s well-being than specific child characteristics, such as age or gender. High levels of ongoing family conflict are related to problems of social development, emotional stability, and cognitive skills for the child.


A major problem occurs when children are “caught in the middle” between the divorced parents. They become the message bearer between the parents, are often quizzed about the other parent’s activities, and have to listen to one parent criticize the other. A nurse may be able to help the child get out of the middle by stating “I messages” based on the formula of “I feel (state the feeling) when you (state the source). I would like it if you. . . .” An example of an “I message” is: “I do not feel comfortable when you ask me questions about Mom; maybe you could ask her yourself.” This approach enables the child to feel in control.


Feelings of children toward divorce vary with age (Box 3-6). Previously, researchers believed that divorce had a greater impact on younger children, but recent observations indicate that divorce constitutes a major disruption for children of all ages. The feelings and behaviors of children may be different for various ages and gender, but all children experience stress second only to the stress produced by the death of a parent. Although considerable research has looked at gender differences in children’s adjustments to divorce, the findings are not conclusive.





Box 3-6   Feelings and Behaviors of Children Related to Divorce





Infancy


Effects of reduced mothering or lack of mothering


Increased irritability


Disturbance in eating, sleeping, and elimination


Interference with attachment process








Early Preschool Children (Ages 2–3 Years)


Frightened and confused


Blame themselves for the divorce


Fear of abandonment


Increased irritability, whining, tantrums


Regressive behaviors (e.g., thumb sucking, loss of elimination control)


Separation anxiety








Later Preschool Children (Ages 3–5 Years)


Fear of abandonment


Blame themselves for the divorce; decreased self-esteem


Bewilderment regarding all human relationships


Become more aggressive in relationships with others (e.g., siblings, peers)


Engage in fantasy to seek understanding of the divorce








Early School-Age Children (Ages 5–6 Years)


Depression and immature behavior


Loss of appetite and sleep disorders


May be able to verbalize some feelings and understand some divorce-related changes


Increased anxiety and aggression


Feelings of abandonment by the departing parent








Middle School-Age Children (Ages 6–8 Years)


Panic reactions


Feelings of deprivation—loss of parent, attention, money, and secure future


Profound sadness, depression, fear, and insecurity


Feelings of abandonment and rejection


Fear regarding the future


Difficulty expressing anger at parents


Intense desire for reconciliation of parents


Impaired capacity to play and enjoy outside activities


Decline in school performance


Altered peer relationships—become bossy, irritable, demanding, and manipulative


Frequent crying, loss of appetite, sleep disorders


Disturbed routine, forgetfulness








Later School-Age Children (Ages 8–12 Years)


More realistic understanding of divorce


Intense anger directed at one or both parents


Divided loyalties


Ability to express feelings of anger


Ashamed of parental behavior


Desire for revenge; may wish to punish the parent they hold responsible


Feelings of loneliness, rejection, and abandonment


Altered peer relationships


Decline in school performance


May develop somatic complaints


May engage in aberrant behavior such as lying or stealing


Temper tantrums


Dictatorial attitude








Adolescents (Ages 12–18 Years)


Able to disengage themselves from parental conflict


Feelings of a profound sense of loss—of family, childhood


Feelings of anxiety


Worry about themselves, parents, siblings


Expression of anger, sadness, shame, embarrassment


May withdraw from family and friends


Disturbed concept of sexuality


May engage in acting-out behaviors








Some children feel a sense of shame and embarrassment concerning the family situation. Sometimes children see themselves as different, inferior, or unworthy of love, especially if they feel responsible for the family dissolution. Although the social stigma attached to divorce no longer produces the emotions it did in the past, such feelings may still exist in small towns or in some cultural groups and can reinforce children’s negative self-image. The lasting effects of divorce depend on the children’s and the parents’ adjustment to the transition from an intact family to a single-parent family and, often, to a reconstituted family.


Although most studies have concentrated on the negative effects of divorce on youngsters, some positive outcomes of divorce have been reported. A successful postdivorce family, either a single-parent or a reconstituted family, can improve the quality of life for both adults and children. If conflict is resolved, a better relationship with one or both parents may result, and some children may have less contact with a disturbed parent. Greater stability in the home setting and the removal of arguing parents can be positive outcomes for the child’s long-term well-being.








Telling the Children


Parents are understandably hesitant to tell children about their decision to divorce. Most parents neglect to discuss either the divorce or its inevitable changes with preschool children. Without preparation, even children who remain in the family home are confused by the parental separation. Frequently, children are already experiencing vague, uneasy feelings that are more difficult to cope with than being told the truth about the situation.


If possible, the initial disclosure should include both parents and siblings followed by individual discussions with each child. Sufficient time should be set aside for these discussions, and they should take place during a period of calm, not after an argument. Parents who physically hold or touch their children provide them with feelings of warmth and reassurance. The discussions should include the reason for the divorce, if age appropriate, and reassurance that the divorce is not the fault of the children.


Parents should not fear crying in front of the children because their crying gives the children permission to cry also. Children need to ventilate their feelings. Children may feel guilt, a sense of failure, or that they are being punished for misbehavior. They normally feel anger and resentment and should be allowed to communicate these feelings without punishment. They also have feelings of terror and abandonment. They need consistency and order in their lives. They want to know where they will live, who will take care of them, if they will be with their siblings, and if there will be enough money to live on. Children may also wonder what will happen on special days such as birthdays and holidays, whether both parents will come to school events, and whether they will still have the same friends. Children fear that if their parents stopped loving each other, they could stop loving them. Their need for love and reassurance is tremendous at this time.




















Custody and Parenting Partnerships


In the past, when parents separated, the mother was given custody of the children with visitation agreements for the father. Now both parents and the courts are seeking alternatives. Current belief is that neither fathers nor mothers should be awarded custody automatically. Custody should be awarded to the parent who is best able to provide for the children’s welfare. In some cases, children experience severe stress when living or spending time with a parent. Many fathers have demonstrated both their competence and their commitment to care for their children.


Often overlooked are the changes that may occur in the children’s relationships with other relatives, especially grandparents. Grandparents are increasingly involved in the care of young children (Fergusson, Maughan, and Golding, 2008). Whereas grandparents on the noncustodial side are often kept from their grandchildren, those on the custodial side may be overwhelmed by their adult child’s return to the household with grandchildren.


Two other types of custody arrangements are divided custody and joint custody. Divided, or split, custody means that each parent is awarded custody of one or more of the children, thereby separating siblings. For example, sons might live with the father and daughters with the mother.


Joint custody takes one of two forms. In joint physical custody, the parents alternate the physical care and control of the children on an agreed-on basis while maintaining shared parenting responsibilities legally. This custody arrangement works well for families who live close to each other and whose occupations permit an active role in the care and rearing of the children. In joint legal custody, the children reside with one parent, but both parents are the children’s legal guardians, and both participate in childrearing.


Coparenting offers substantial benefits for the family: children can be close to both parents, and life with each parent can be more normal (as opposed to having a disciplinarian mother and a recreational father). To be successful, parents in these arrangements must be highly committed to providing normal parenting and to separating their marital conflicts from their parenting roles. No matter what type of custody arrangement is awarded, the primary consideration is the welfare of the children.




















Single Parenting


An individual may acquire single-parent status as a result of divorce, separation, death of a spouse, or birth or adoption of a child. Although divorce rates have stabilized, the number of single-parent households continues to rise. In 2009, 34% of children younger than 18 years of age lived in single-parent families, and the majority of single parents were women (Annie E. Casey Foundation, 2011; Kreider and Elliott, 2009). Although some women are single parents by choice, most never planned on being single parents, and many feel pressure to marry or remarry.


Managing shortages of money, time, and energy is often a concern for single parents. Studies repeatedly confirm the financial difficulties of single-parent families, particularly single mothers. In 2009, only one third of mother-headed households reported having received any child support or alimony (Annie E. Casey Foundation, 2011). In fact, the stigma of poverty may be more keenly felt than the discrimination associated with being a single parent. These families are often forced by their financial status to live in communities with inadequate housing and personal safety concerns. Single parents often feel guilty about the time spent away from their children. Divorced mothers from marriages in which the father assumed the role of breadwinner and the mother assumed the household maintenance and parenting roles have considerable difficulty adjusting to their new role of breadwinner. Many single parents have trouble arranging for adequate child care, particularly for a sick child.


Being a teenage parent adds to the financial burden of being a single parent and can have long-term consequences for the mother and child. Poverty is a well-known predictor of adverse effects on a child’s health and well-being. Approximately 78% of children born to teenage mothers who did not marry or graduate high school live in poverty. In contrast, only 9% of children born to women over 20 years of age who marry and finish high school live in poverty (Annie E. Casey Foundation, 2009).


Social supports and community resources needed by single-parent families include health care services that are open on evenings and weekends; high-quality child care; respite child care to relieve parental exhaustion and prevent burnout; and parent enhancement centers for advancing education and job skills, providing recreational activities, and offering parenting education. Single parents need social contacts separate from their children for their own emotional growth and that of their children. Parents Without Partners, Inc.,* is an organization designed to meet the needs of single parents.








Single Fathers


Fathers who have custody of their children have many of the same problems as divorced mothers. They may feel overburdened by the responsibility; depressed; and concerned about their ability to cope with the emotional needs of the children, especially girls. Some fathers lack homemaking skills. They may find it difficult at first to coordinate household tasks, school visits, and other activities associated with managing a household alone.




















Parenting in Reconstituted Families


In the United States, many of the children living in homes where parents have divorced will experience another major change in their lives such as the addition of a stepparent or new siblings (Coehlo, Kaakinen, Hanson, and others, 2009). The entry of a stepparent into a ready-made family requires adjustments for all family members. Some obstacles to the role adjustments and family problem solving include disruption of previous lifestyles and interaction patterns, complexity in the formation of new ones, and lack of social supports. Despite these problems, most children from divorced families want to live in a two-parent home.


Cooperative parenting relationships can allow more time for each set of parents to be alone to establish their own relationship with the children. Under ideal circumstances, power conflicts between the two households can be reduced, and tension and anxiety can be lessened for all family members. In addition, the children’s self-esteem can be increased, and there is a greater likelihood of continued contact with grandparents. Flexibility, mutual support, and open communication are critical in successful relationships in stepfamilies and stepparenting situations.














Parenting in Dual-Earner Families


No change in family lifestyle has had more impact than the large numbers of women moving away from the traditional homemaker role and entering the workplace (Coehlo, Kaakinen, Hanson, and others, 2009). The trend toward increased numbers of dual-earner families is unlikely to diminish significantly. As a result, families are subject to considerable stress as members attempt to meet often competing demands of occupational needs and those regarded as necessary for a rich family life.


Role definitions are frequently altered to arrange a more equitable division of time and labor, as well as to resolve conflict, especially conflict related to traditional cultural norms. Overload is a common source of stress in a dual-earner family, and social activities are significantly curtailed. Time demands and scheduling are major problems for all individuals who work. When the individuals are parents, the demands can be even more intense. Dual-earner couples may increase the strain on themselves to avoid creating stress for their children. Although there is no evidence to indicate that the dual-earner lifestyle is stressful to children, the stress experienced by the parents may affect the children indirectly.








Working Mothers


Working mothers have become the norm in the United States. Maternal employment may have variable effects on preschool children’s health (Mindlin, Jenkins, and Law, 2009). The quality of child care is a persistent concern for all working parents (see Evidence-Based Practice box). Determinants of child care quality are based on health and safety requirements, responsive and warm interaction among staff and children, developmentally appropriate activities, trained staff, limited group size, age-appropriate caregivers, adequate staff-to-child ratios, and adequate indoor and outdoor space. Nurses play an important role in helping families find suitable sources of child care and prepare children for this experience (see Alternate Child Care Arrangements, Chapter 10).





Evidence-Based Practice


Daycare for Preschool Children





Ask the Question





PICOT Question


In preschool children, how does early daycare affect education, health, and welfare in the future?











Search for Evidence





Search Strategies


Search selection criteria included English language published within the past 5 years. Focus on research-based articles on daycare for preschool children.








Databases Used


PubMed, Cochrane Collaboration, MDConsult, Joanna Briggs Institute, AHRQ-National Guideline Clearinghouse, TRIP database Plus, PedsCCM, BestBETS











Critically Analyze the Evidence


A Cochrane Library systematic review found seven randomized control trials and one quasi-randomized study after examining 920 abstracts and 19 books (Zortich, Roberts, and Oakley, 2005). All of the eight studies were conducted in the United States. In these eight studies, a total of 2203 children were randomized to daycare or a control group. All subjects were younger than 4 years old at enrollment. Daycare ranged from 2 hr/wk for 8 months to 7 hr/day, 5 day/wk, for 7 years. All studies examined cognitive development, six studies examined school performance, four studies evaluated behavior, and one study assessed children’s health. Studies found that daycare has beneficial effects on children’s development, school achievement, and potential for future success.


The National Institute of Child Health and Human Development Early Child Care Research Network (Belsky, Vandell, Burchinal, and others, 2007) followed more than 1300 children receiving early child care and found that although parenting was a stronger and more consistent predictor of children’s development than early child care experiences, higher quality care predicted higher vocabulary scores, and higher daycare exposure predicted more teacher-reported problem behaviors through sixth grade.


Bradley and Vandell (2007) evaluated studies of early child care with specific attention to the impact of the child’s age, the time spent in child care, and quality and type of care facility on adaptive functioning. Children who were younger when child care began and were cared for 30 or more hours a week experienced stress-related behaviors. These children had higher language scores. The likelihood of communicable illness and ear infections was increased when six or more children were together.








Apply the Evidence: Nursing Implications


There is strong evidence with strong recommendations (Guyatt, Oxman, Vist, and others, 2008) to consider the following:




• Parenting remains a stronger and more consistent predictor of child development than the early child care experience.


• Out-of-home daycare has beneficial effects for children, enhancing cognitive development and preventing later school failures.


• Out-of-home daycare can have a positive effect on social outcomes for children and their families.
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Knowledge


Differentiate clinical opinion from research and evidence-based summaries.


Discuss current evidence on the influences of early child care on future development.








Skills


Base individualized care plan on patient values, clinical expertise, and evidence.


Integrate evidence into practice by considering the pros and cons of early out-of-home daycare and its influence on cognitive development and school success.








Attitudes


Value the concept of evidence-based practice as integral to determining best clinical practice.


Appreciate strengths and weakness of evidence on the influence of the early child care experience on a child’s development.
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Foster Parenting


The term foster care is defined as 24-hour substitute care for children outside their own homes. The living situation may be nonrelative foster family homes, relative foster homes, group homes, emergency shelters, residential facilities, and preadoptive homes (Child Welfare Information Gateway, 2011). Each state provides a standard for the role of foster parent and a process by which to become one. These “parents” contract with the state to provide a home for children for a limited duration. Most states require about 27 hours of training before being on contract and at least 12 hours of continuing education a year. Foster parents may be required to attend a foster parent support group that is often separate from a state agency. Each state has guidelines regarding the relative health of the prospective foster parents and their families, background checks regarding legal issues for the adults, personal interviews, and a safety inspection of the residence and surroundings (Chamberlain, Price, Leve, and others, 2008).


Foster homes include both kinship and nonrelative placements. Since the 1980s, the proportion of children in out-of-home care placed with relatives has increased rapidly and been accompanied by a decrease in the number of foster families. As with their nonfoster counterparts, much of the child’s adjustment depends on the family’s stability and available resources. Even though foster homes are designed to provide short-term care, it is not unusual for children to stay for many years.


Nurses should be aware that 423,773 children spend time living in foster care in a given year, many of them facing developmental concerns (Annie E. Casey Foundation, 2011; Child Welfare Information Gateway, 2011). Children from lower income, single-mother, and mother–partner families are considerably more likely to be living in foster care (Berger and Waldfogel, 2004). Children in foster care tend to have a higher than normal incidence of acute and chronic health problems and may experience feelings of isolation or confusion (Annie E. Casey Foundation, 2009). Foster children are often at risk because of their previous caretaking environment. Nurses should strive to implement strategies to improve health care for this group of children. In particular, assessment and case management skills are required to involve other disciplines in meeting their needs.














Accommodating Contemporary Parenting Situations


During recent years, both the private and government sectors have identified specific problems of contemporary families. Many of these issues involve working parents. One significant stressor for working single-parent and dual-earner families is when a child becomes ill. The frequency of childhood illness, exclusion practices of most licensed child care programs, and employers’ limited sick-leave policies are other contributing factors. Most authorities agree that a familiar face and place are important components of sick-child care, and some argue that the only place for an ill child is at home with a parent or other relative.


Some employers have become more family focused and provide time off for parents to be with sick children. Increasing numbers are becoming more generous in the amount of time they allow parents (fathers as well as mothers) to remain at home after the birth or adoption of a child. Flexible work schedules and family-oriented legislation can ease the burden of managing family and work responsibilities. The passage of the Family and Medical Leave Act (FMLA) in 1993 set the stage for a greater focus on the issues of contemporary families. FMLA allows eligible employees to take up to 12 weeks of unpaid leave each year to care for newborn or newly adopted children, parents, or spouses who have serious health conditions or to recover from their own serious health condition.




















Key Points







• Because there is no agreement about the definition of family, a family is what an individual considers it to be.


• Three theories that have significant application to pediatric nursing are family systems theory, family stress theory, and developmental theory.


• Although the traditional family structure is nuclear or extended, in recent years, other forms, such as the single-parent family, have become more prominent.


• Family size and position within the family structure have a strong impact on children’s development.


• Interpersonal skills and a basic understanding of childhood growth and development are two essential areas of focus for parents.


• Parental control tends to be predominantly one of three types: authoritarian, permissive, or authoritative.


• Three areas of special concern to adoptive families include the initial attachment process, the task of telling the children they are adopted, and identity formation during adolescence.


• Marital factors within the home significantly influence a child’s development. The impact of divorce on a child depends on the child’s age, the outcome, and the quality of the parent–child relationship and parental care after the divorce.


• Single parenting and stepparenting create adjustment difficulties and add stress to the already demanding parental role. Significant numbers of children will live in a single-parent or reconstituted family at some point.
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*1650 South Dixie Hwy., Suite 402, Boca Raton, FL 33432; 800-637-7974; http://parentswithoutpartners.org.













Chapter 4


Social, Cultural, and Religious Influences on Child Health Promotion


Kim Mooney-Doyle







Chapter Outline





Culture, 43




The Child and Family in North America


Social Roles




Primary- and Secondary-Group Influences, 45


Self-Esteem and Culture, 45





Cultural Shock and Cultural Sensitivity





Subcultural Influences, 46




Ethnicity


Minority-Group Membership


Socioeconomic Class




Communication Skills, 47





Schools




Socialization, 48





Communities


Peer Cultures


Biculture


Mass Media




Reading Materials, 49


Television, 50


New Technology, 50








Socioeconomic Influences, 50




Poverty


Homelessness


Migrant Families





Cultural Influences, 52




Cultural Relativity


Relationships with Health Care Providers


Communication


Food Customs





Health Beliefs and Practices, 54




Health Beliefs




Natural Forces, 55


Supernatural Forces, 55


Imbalance of Forces, 55





Health Practices


Importance of Cultural Competence to Nurses





Cultural Awareness, 57




Religious Influences


Religious Beliefs













Learning Objectives


On completion of this chapter the reader will be able to:


• Define culture, cultural competence, ethnocentrism, and cultural relativity.


• Describe the subcultural influences on child development.


• Discuss the population of minority children in the United States.


• Identify the impact of culture on health.


• Identify the impact socioeconomic influences have on health.


• Identify areas of potential conflict of values and customs for a nurse interacting with different cultural and ethnic groups.
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Case Study—Cultural Considerations


Key Point Summaries


NCLEX-Style Review Questions











Culture


Promoting the health of children requires a nurse to understand social, cultural, and religious influences on children and their families. This in turn depends on a purposeful awareness of the child’s sociocultural context and also of oneself. The purpose of this chapter is to share with nursing students the significance of providing nursing care with a sense of cultural humility as a way to provide optimal care to all children and their families and to further understand the intersection of social, religious, and cultural forces that affect the health of children, their families, and their communities. Why is this important? The U.S. population is constantly evolving; patients experience negative health outcomes when social, cultural, and religious factors are not considered as influencing their health care; families may incorporate other health systems such as Eastern medicine or traditional healing into their lives; and it is required by legislative, regulatory, and credentialing bodies (Tervalon, 2003). Educating health care providers is one way to reduce disparities in health care.


Cultural humility is a “commitment and active engagement in a lifelong process that individuals enter into on an ongoing basis with patients, communities, colleagues, and themselves” (Tervalon and Murray-Garcia, 1998, p. 118). It requires that health care providers participate in a continual process of self-reflection and self-critique that recognizes the power of the health care provider role, that views the patient and family as full members of the health care team, and that does not end after reading one chapter or attending one course but is an evolving aspect of being a health care provider. “Cultural competency is not an abdominal exam” (Kumagai and Lypson, 2009, p. 783). It is not a static endpoint to be checked off the list but an ongoing process that promotes deeper thinking and knowledge of oneself, others, and the world (Kumagai and Lypson, 2009).


Approaching nursing care from a position of cultural humility is important considering the ever-changing population. A sample of the demographic profile of the U.S. 2010 census includes 72.4% non-Hispanic white; 16.3% Hispanic/Latino; 12.6% Black/African American; and 3.6% Asian or American Indian/Alaskan Native (Humes, Jones, and Ramirez, 2011). Interestingly, the 2010 census data reveal that more than half of the population growth in the United States from 2000 to 2010 was attributable to increases in the Hispanic/Latino population. In addition, the population that defines their ethnicity as Asian grew faster than any other group, up 43% from the 2000 census. Children and adolescents 0 to 18 years of age comprised 24.3% of the U.S. population. The demographic profile includes white/non-Hispanic, 55.3%; Black/African American, 15.1%; Asian, 4.3%; Hispanic (any race), 22.5%; and all other, 4.7%. Traditionally, children younger than 5 years of age are highly underreported. This is problematic because the number and demographics of children determines the demand for schools, health care, and other services needed to meet the needs of families.


It is also important to understand nursing’s contribution to culturally congruent care. A holistic view of care was first described by Madeleine Leininger, the recognized founder of transcultural nursing, in her culture care diversity and universality theory (Leininger, 2001; Munoz and Luckmann, 2005). The theory provides an intellectual framework and a research methodology for providing culturally congruent patient care. Nurses must remain aware that every family, child, and health care provider comes to a clinical encounter with a cultural lens through which they see and interpret the world.


Culture is a rich context through which people view and respond to their world (see Cultural Considerations box). It also provides the lens through which all facets of human behavior can be interpreted (Spector, 2009). Culture is composed of individuals who share a set of values, beliefs, practices (e.g., language, dress, diet, health care), social relationships, laws, politics, economics, and norms of behavior that are learned, integrative, social, and satisfying. Culture is an ingrained orientation to life that serves as a frame of reference for individual perception and judgment. Culture is, essentially, the way of life of a group of people that incorporates experiences of the past, influences thought and action in the present, and transmits these traditions to future group members. Families pass their culture on to children, and the children perceive the world through this cultural lens. Culture adapts to the ever-changing world as group members abandon, modify, or assume new patterns of living and behavior to meet the group’s needs.
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Cultural Definitions


Culture characterizes a particular group with its values, beliefs, norms, patterns, and practices that are learned, shared, and transmitted from one generation to another (Leininger, 2001). Culture differs from both race and ethnicity. Race is a term with roots in anthropology, distinguishing variety in humans by physical traits. Ethnicity is the affiliation of a set of persons who share a unique cultural, social, and linguistic heritage. Gender is an individual’s self-identification as man or woman, and sex is the biological designation of male or female. Social class is a complex social construction that usually incorporates levels of education in the family, occupation, income, and access to resources. Socialization is the process by which society communicates its competencies, values, and expectations to children (Trawick-Smith, 2006). Culture is a complex whole in which each part is interrelated. It is an umbrella term that holds together many interrelated yet unique aspects of humanity, including beliefs, tradition, life ways, and heritage. It is much more than a country of origin or a demographic designation such as African American or white.





Material overt, or manifest, culture refers to the observable components of a culture, such as material objects (dress, art, utensils, and other artifacts) and actions. Nonmaterial covert culture refers to those aspects that cannot be observed directly, such as ideas, beliefs, customs, and feelings. Related to the large culture are many subcultures, each with an identity of its own. Children are socialized into a particular subculture rather than into the culture as a whole. Subcultural influences, such as ethnicity and social class, are discussed in more detail later in this chapter.


Cultures and subcultures contribute to the uniqueness of child members in such a subtle way and at such an early age that children grow up to think that their beliefs, attitudes, values, and practices are the “correct” or “normal” ones. By age 5 years, children can identify persons who belong to their cultural background. During later primary years, children can identify those from different cultures (Trawick-Smith, 2006). A set of values learned in childhood is likely to characterize children’s attitudes and behavior for life, influencing their long-range goals and their short-range, impulsive inclinations. Thus, every ongoing society socializes each succeeding generation to its cultural heritage.


The manner and sequence of the growth and development phenomenon are universal and fundamental features of all children; however, children’s varied behavioral responses to similar events are often determined by their culture. Culture plays a critical role in the parenting behaviors that facilitate children’s development (Melendez, 2005). Children acquire the skills, knowledge, beliefs, and values important to their own family and culture. Cultural backgrounds can influence the pace of acquisition of cognitive and motor skills as well as the child’s social and emotional development (Trawick-Smith, 2006).


Cultures may also differ in whether status in a group is based on age or on skill. Even children’s play and their types of games are culturally determined. In some cultures, children play in groups composed of members of the same gender; in others, they play in mixed-gender groups. In some cultures, team games predominate; in others, most play is limited to individual games.


Standards and norms vary from culture to culture and from location to location; a practice that is accepted in one area may meet with disapproval or create tension in another. The extent to which cultures tolerate divergence from the established norm also varies among cultures and subcultural groups. Although conforming to cultural norms provides a degree of security, it is a decided deterrent to change.








The Child and Family in North America


Context provides perspective for nursing care. The health and well-being of the child in the North American family is influenced by two distinct contexts: the context of family and the context of culture. Therefore, understanding these layers of influence on pediatric health is integral to developing a family-centered and culturally competent nursing practice (Thibodeaux and Deatrick, 2007). America’s orientation toward homogenization—“the great melting pot”—is changing because of its increasingly diverse population.


The frontier background of the American culture has contributed to the overall orientation to life and childrearing. Americans have always had a basic optimistic view of the world, a belief that things can be better and that the children can and will be better off than their parents. With this hopeful outlook, a general future orientation, and the possibility of upward social mobility, American culture typically encourages development of self-confidence and autonomy in children. Children are generally permitted a greater degree of freedom than in more tradition-oriented cultures.


Family life in North America is characterized by increasing geographic and economic mobility. Families are less reliant on tradition, are fragmented, and have limited opportunity to transmit and acquire the traditional and accepted customs of a culture. Consequently, young adults rely to a greater extent on the professed experts, peers, and the mass media for acquisition of acceptable patterns of behavior, including childrearing practices. Conflicting information can be a source of confusion and frustration as parents attempt to determine the comparatively stable, essential components of the culture and transmit these to their children.


Children in North America grow up with a number of adults who differ from one another but who all provide input as role models, teachers, and standards for behavior. Most children live in some form of nuclear family located in sharply differentiated neighborhoods determined by income and ethnic status within a highly technical, largely urban society. Class differences in childrearing persist, but they are becoming less divergent.


Early in life, children in minority cultures become aware of their cultural context and the discriminatory attitudes of the majority culture toward their racial or ethnic group. The direct effects of discrimination are anger and low self-esteem, which manifest in a variety of behaviors. The most important influences on development of a positive self-image are warm, understanding parents who actively foster their children’s growth. Parents who accept their children and react positively and constructively rather than in a negative manner will help their children develop feelings of self-worth, self-esteem, and self-acceptance. The more adequate children feel, the more positive their attitudes toward peers in both the majority and the minority groups and the greater their ability to withstand prejudice and intolerance and build lasting relationships.














Social Roles


Much of children’s self-concept comes from their ideas about their social roles. Roles are cultural creations; therefore, the culture prescribes patterns of behavior for persons in a variety of social positions. All persons who hold similar social positions have an obligation to behave in a particular manner. A role prohibits some behaviors and allows others. Because culture outlines and clarifies roles, it has a significant influence on the development of children’s self-concept (i.e., attitudes and beliefs they have about themselves).


A social group consists of a system of roles carried out in both primary and secondary groups. A primary group has intimate, continued, face-to-face contact; mutual support of members; and the ability to order or constrain a considerable proportion of individual members’ behavior. Two such groups are the family and the peer group, both of which have a great deal of influence on the child.


Secondary groups are groups that have limited, intermittent contact and generally less concern for members’ behavior. These groups offer little in terms of support or pressure toward conformity except in rigidly limited areas. Examples of secondary groups are professional associations and social organizations such as church groups.


A concept of social role also depends largely on whether a child is reared in a primary- or secondary-group community. Children are subjected to perceptibly different forms of parental training in these two types of environments.








Primary- and Secondary-Group Influences


Children are raised within a primary-group environment and within a secondary-group environment. The influences, strengths, and limitations of both groups are significant. In a primary-group community (e.g., family; peer group; some contemporary rural, religious, or ethnic communities), all members know each other, most belong to the same subgroups, and all are concerned about each member’s behavior. Community members have a high degree of material and psychologic support and one traditional set of values that the entire group agrees on and supports; thus, there is little conflict of values. In a stable community where the members remain within comparatively defined limits and relatives are likely to live close together, young members have ample opportunity to observe and absorb cultural practices and customs. Any member of the community feels justified in evaluating and censuring the conduct of another member.


Children reared in the relative isolation of secondary-group environmental influences tend to learn that there is only one acceptable way to respond to any given situation. The entire group agrees, and any tendency to deviate is met with collective disapproval. It is the parents’ duty to see that the children learn and follow social roles and modes of behavior defined and strengthened by the views of the community.


The childrearing orientation in a secondary-group environment, such as urban communities, can differ considerably from that of a primary-group environment. The interaction between primary and secondary groups may reinforce values when both groups endorse that value or create confusion or conflict when one group rejects a value accepted by the other. An urban community is dynamic. Many of the traditional behaviors and values may not meet the needs of the changing society. Consequently, parents are often uncertain about what to teach their children. They may wish to rear their children with values consistent with their own, but the differences in experience between the generations are too great. As a result, they often grant their children autonomy in some areas of decision making early in the developmental process, and other secondary groups assume a greater influence. None of the groups is highly dominant in its influence; therefore, the children are exposed to an eclectic set of values and expectations, some in agreement and some in conflict. From these they must ultimately select those that they determine to be best for them and adopt them to form a consistent set of roles and behaviors to incorporate into the self-concept.














Self-Esteem and Culture


Culture influences a child’s sense of self-esteem (Trawick-Smith, 2006). Some cultures are more collective in thought and action. A child from a collective culture will hold an inclusive view of him- or herself. Self-evaluation is related to the accomplishments or competencies of the entire family or community. School experiences that focus on personal achievement may promote positive self-esteem in some children but not in others who are more dependent on the success of a whole family or peer group. Their sense of control may not come from individual self-reliance but rather from a feeling of worth in their family or community (Trawick-Smith, 2006).


Families and culture also influence the criteria children use to evaluate their own abilities. Additionally, cultures vary in whether they instill an internal locus of control (a belief in the ability to regulate one’s own life). Effects on self-esteem are minimal if these beliefs are directed by parents and are in accordance with cultural customs (Trawick-Smith, 2006). Ethnic pride can help children to maintain a positive self-image and counteract the effects of prejudice, which can have a negative impact on emotional health (Trawick-Smith, 2006).




















Cultural Shock and Cultural Sensitivity


Cultural shock is characterized by the inability to respond to or function within a new or strange situation. It can occur when the values and beliefs of a new cultural setting are radically different from those of the person’s native culture (Munoz and Luckmann, 2005). This state of shock or uneasiness can happen to a patient in a hospital or to a nurse caring for patients with different cultural backgrounds. Immigrants to a new country and persons from a subcultural group experience the same cultural shock when they must adjust to the ways of an unfamiliar subgroup or setting.


Numerous factors influence reactions to a new environment. Language barriers, including dialects and jargon specific to a subcultural group, inhibit effective communication. Habits and customs, such as different role behaviors or etiquette, and differences in attitudes and beliefs are puzzling to newcomers in an unfamiliar environment. The child and family experiencing cultural shock can feel an intense sense of isolation, loneliness, and fear.


Nurses are challenged to overcome cultural shock and develop cultural sensitivity, an awareness of cultural similarities and differences. Doing so helps the nurse practice culturally competent care. This requires changing the way people think about, understand, and interact within the world around them (see Critical Thinking Case Study). The development of cultural competence is an ongoing, interactive process that involves six elements (Dunn, 2002):





[image: image] Critical Thinking Case Study


Reducing Cultural Shock


A woman from the Middle East is visiting her child who is hospitalized for a serious illness. Her husband left for home a short time ago to wash and change clothes. She speaks little English. You need to obtain her consent for an emergency procedure. She is hesitant and refuses to sign the consent form. What should you do?




1. Evidence—Are there sufficient data to draw any conclusions about this woman’s actions?


2. Assumptions—Describe any underlying assumptions about each of the following:




a. Arab culture


b. Need for interpreter


c. Approval for emergency procedures


d. Documentation of the need for the emergency procedure





3. What priorities for nursing care should be established at this time?


4. Does the evidence support your nursing intervention(s)?










1. Working on changing one’s world view by examining one’s own values and behaviors and working to reject racism and institutions that support it


2. Becoming familiar with core cultural issues by recognizing these issues and exploring them with patients


3. Becoming knowledgeable about the cultural groups one works with while learning about each individual patient’s unique history


4. Becoming familiar with core cultural issues related to health and illness and communicating in a way that encourages patients to explain what an illness means to them


5. Developing a relationship of trust with patients and creating a welcoming atmosphere in the health care setting


6. Negotiating for mutually acceptable and understandable interventions of care





When minority groups immigrate from another country, a certain degree of cultural and ethnic blending occurs through the involuntary process of acculturation, gradual changes produced in a culture by the influence of another culture that cause one or both cultures to be more similar to each other. However, the changes occur to various degrees in different families and groups. Many groups continue to identify with their traditional heritage while adapting to the ill-defined concept of the “American way.” Acculturation may be referred to as assimilation, which is the process of developing a new cultural identity (Spector, 2009).




















Subcultural Influences


Except in rare situations, children grow and develop in a blend of cultures and subcultures. In a large, complex society such as the United States, different groups have their own set of standards, values, and expectations within the collective ways of the large culture. Most subcultures were formed when groups of people clustered together by preference, external pressures from the majority culture, or geographic isolation. Although many cultural differences are related to geographic boundaries, subcultures are not always restricted by location. Some subcultures are even related to the stages of development and have traditions, games, loyalties, and rules. The behavior of school-age children and adolescents demonstrates age-related subcultures. The culture is handed down by word of mouth from one “generation” to the next, and its rituals and behavior standards are highly resistant to outside influence.


Children’s membership in a cultural subgroup is, for the most part, involuntary. They are each born into a family with a specific ethnic or racial heritage, socioeconomic level, and religious beliefs. Although the complex American society has countless subcultures and considerable variation in the way of life, the subcultures that seem to have the greatest influence on childrearing are ethnicity, social class, and occupational role. In addition, schools and peer-group subcultures are strong influences in the socialization of children.





[image: image] Nursing Alert


American cultures and subcultures can be so diverse that it is essential that nurses be aware of and knowledgeable about the predominant groups in their work community and apply this knowledge in their practice.








[image: image] Nursing Alert


Any generalization made about an ethnic group may not apply to certain groups or individuals.











Ethnicity


Ethnicity is the classification of or affiliation with any of the basic groups or divisions of humankind or any heterogeneous population differentiated by customs, characteristics, language, or similar distinguishing factors. Ethnic differences extend to many areas and include such manifestations as family structure, language, food preferences, moral codes, and expression of emotion. Some standards of behavior (e.g., the traditional role of the father) result from the cultural heritage of the specific ethnic group. Others reflect the interaction between subcultures, most notably between members of the majority culture and a minority subculture. The term ethnic has aroused strong negative feelings, and the general population often rejects this term (Spector, 2009).


To establish their place in the group, children learn to follow a mode of behavior that is in accordance with standards distinctive to the group and learn how they can expect others to behave toward them. They take their cues by observing and imitating those to whom they are exposed. For example, children of a racial minority form a perception of their role as a group member by observing how role models within the subgroup respond to treatment by people outside the subgroup. When they see group members display an attitude of inferiority, they assume this to be the appropriate behavior and incorporate these perceptions into their own self-concept.


In the United States, the cross-cultural lines are becoming blurred as subcultures are assimilated and blended into the larger culture (Fig. 4-1). Although ethnic differences in childrearing are probably diminishing, they remain important. It is particularly difficult for persons to attempt to maintain an identity within a subculture while living and conforming to the requirements of the larger culture.




[image: image]


FIG 4-1 Youngsters from different cultural backgrounds interact within the larger culture. (© 2012 Photos.com, a division of Getty Images. All rights reserved.)








Ethnocentrism is the emotional attitude that one’s own ethnic group is superior to others; that one’s values, beliefs, and perceptions are the correct ones; and that the group’s ways of living and behaving are the best way (Spector, 2009). Ethnic stereotyping or labeling stems from ethnocentric views. Ethnocentrism implies that all other groups are inferior and that their ways are not in the best interests of the group. It is a common attitude among a dominant ethnic group and strongly influences a person’s ability to evaluate objectively the beliefs and behaviors of others. Nurses must overcome the natural tendency to have ethnocentric attitudes when caring for people from different cultures. Culturally competent nurses have empathy for others, maintain an openness to feeling what others feel, and remain curious and willing to ask questions to gain a better understanding. In addition, nurses have a basic respect for themselves and others and acknowledge the intrinsic value of all humans.














Minority-Group Membership


The United States has more racial, ethnic, and religious minority groups than any other country. Ethnic minority groups are becoming increasingly important because these groups are producing children at a faster rate than the majority white population. Consequently, the minority population is increasing. The rapidly emerging U.S. minority population will present special needs and require resources beyond what is currently available (Murdock, 2005).


The U.S. 2010 census revealed more than 300 million people in the United States. The Hispanic population included 16.3% of the total population (Humes, Jones, and Ramirez, 2011). Currently, Hispanics are the fastest growing minority in the United States and have many health needs that are not being met (Murdock, 2005). In 2050, almost 30% of the U.S. population is expected to be Hispanic (Murdock, 2005).














Socioeconomic Class


Family relationships may be stronger in some ethnic or cultural groups than in others. However, the influence of socioeconomic class cannot be overlooked. This relates to the family’s economic and educational levels. Strong family relationships exist among those of lower socioeconomic class who have few resources and must rely on the support of a family network to meet their physical and emotional needs. Middle- and upper-class people often have resources that reach beyond the extended family.








Communication Skills


Any concept that occurs to a person can be expressed in language. However, ease of communication and use of language codes vary among the social classes. Language is much more restricted in the lower classes, and grammar usage differs more than pronunciation. Persons in the middle classes use different grammar from those in the lower classes and are able to express more complicated ideas; persons in the lower classes use very simple grammar and are less likely to offer explanations.


These communication differences are highly significant in relation to school achievement. School is constructed around the elaborate language codes of the middle classes; therefore, children from the lower classes who lack an understanding of these language skills are placed at a decided disadvantage. This is particularly true for bilingual children and children from ethnic groups that have developed a unique dialect.


Historically, schools have participated in devaluing Native American languages, cultures, and traditional ways of learning and knowing. Unfortunately, Native American children have been deficient in their preparation for school (Beaulieu, 2000). Also, children of Native American nations have been at risk for low achievement, overrepresentation in special education, and dropping out (Demmert, 2001). Many regional dialects and variations in language usage must be considered when communicating with persons from these groups. English words that sound like words in a foreign language can cause considerable misunderstanding.




















Schools


When children enter school, their radius of relationships extends to include a wider variety of peers and a new focus of authority. Although parents continue to exert the major influence on children, in the school environment, teachers have the most significant psychologic impact on children’s development and socialization. The teachers’ function is primarily limited to teaching, but similar to parents, they are concerned about the children’s emotional welfare. Both parents and teachers must constrain behavior and enforce standards of conduct.








Socialization


Next to the family, the schools exert the major force in providing continuity between generations by conveying a vast amount of culture from the older members to the young. This prepares children to carry out the traditional social roles they are expected to assume as adults in society. School is the center of cultural diffusion wherein the cultural standards of the larger group are disseminated to the local community. It governs what is taught and, to a large extent, how it is taught. School rules and regulations regarding attendance, authority relationships, and the system of penalties and rewards based on achievement transmit to children the behavioral expectations of the adult world of employment and relationships. School is often the only institution in which children systematically learn about the negative consequences of behaviors that depart from social expectations. In addition, the school provides an opportunity for some children to participate in the larger society in rewarding ways and often provides avenues for social mobility for both students and teachers. Individuals in the lower classes are offered the opportunity for further education and the capacity to move up in the social strata.


Teachers are responsible for transmitting the knowledge and values of the dominant culture (i.e., values on which there is broad consensus). They are expected to stimulate and guide children’s intellectual development, sense of esthetics, and creative problem solving.


Traditionally the socialization process of school began when the child entered kindergarten or first grade. Today, with more than 60% of mothers of preschool children working outside the home, this socialization process begins much earlier for a significant number of children in a variety of child care settings.


Children of some cultural groups fare less well in school. They come from underrepresented groups, including African-American, Mexican American, Puerto Rican, and Native American children (Trawick-Smith, 2006). These cultural variations can be attributed to high rates of poverty, different cognitive styles, ineffective schools, and parents’ views of schools as oppressive to cultural and traditional values (Trawick-Smith, 2006).




















Communities


Surveys of more than 1 million youth in the United States in grades 6 to 12 have shown that persons who experience a higher number of specific assets in their lives are more likely to make healthy choices and avoid high-risk behaviors. These assets offer a framework for positive child and adolescent development. The child or adolescent’s community is made up of family, school, neighborhood, youth organization, and other members.


Four categories of external assets that youth receive from the community are (Search Institute, 2007):




1. Support—Young people need to feel support, care, and love from their families, neighbors, and others. They also need organizations and institutions that offer positive, supportive environments.


2. Empowerment—Young people need to feel valued by their community and be able to contribute to others. They need to feel safe and secure.


3. Boundaries and expectations—Young people need to know what is expected of them and what activities and behaviors are within the community boundaries and what are outside of them.


4. Constructive use of time—Young people need opportunities for growth through constructive, enriching opportunities and through quality time at home.





Internal assets must also be nurtured in the community’s young members. These internal qualities guide choices and create a sense of centeredness, purpose, and focus. The four categories of internal assets are (Search Institute, 2007):




1. Commitment to learning—Young people need to develop a commitment to education and lifelong learning.


2. Positive values—Youth need to have a strong sense of values that direct their choices.


3. Social competencies—Young people need competencies that help them make positive choices and build relationships.


4. Positive identity—Young people need a sense of their own power, purpose, worth, and promise.

















Peer Cultures


Peer groups also have an impact on the socialization of children (Fig. 4-2). Peer relationships become increasingly important and influential as children proceed through school. In school, children have what can be regarded as a culture of their own. This is even more apparent in unsupervised playgroups because the culture in school is partly produced by adults.
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FIG 4-2 Children from a variety of cultural and ethnic backgrounds begin to socialize in the child care setting.








During their lives, children are exposed to value systems such as those of the family, ethnic group, and social class. In peer-group interactions, they confront a variety of these sets of values. The values imposed by the peer group are especially compelling because children must accept and conform to them to be accepted as members of the group. When the peer values are not too different from those of family and teachers, the mild conflict created by these small differences serves to separate children from the adults in their lives and to strengthen the feeling of belonging to the peer group.


The kind of socialization provided by the peer group depends on the subculture that develops from its members’ background, interests, and capabilities. Some groups support school achievement, others focus on athletic prowess, and still others are decidedly against educative goals. Scholastic achievement is strongly related to the peer group’s value system. Many conflicts between teachers and students and between parents and students can be attributed to fear of rejection by peers. What is expected from parents regarding academic achievement and what is expected from the peer culture often conflict, especially during high school. Chapter 19 discusses this in further detail.


Although the peer group has neither the traditional authority of the parents nor the legal authority of the schools for teaching information, it manages to convey a substantial amount of information to its members, especially on taboo subjects such as sex and drugs. Children’s need for the friendship of their peers brings them into an increasingly complex social system. Through peer relationships, children learn to deal with dominance and hostility and to relate with persons in positions of leadership and authority. Other functions of the peer subculture are to relieve boredom and to provide recognition that individual members do not receive from teachers and other authority figures.


The peer-group culture has secrets, mores, and codes of ethics that promote group solidarity and detachment from adults. They have traditions and folkways, including age-related games and other activities, that are transferred from “generation to generation” of schoolchildren and that have a great influence over the behavior of all group members. As children move from one level to the next, they discard the folkways of the younger group as they adopt those of the new group. For example, a school-age child rides a bicycle to school; the high school student prefers a car. As they advance, children are forward oriented only—they look forward with anticipation but may look backward with contempt.














Biculture


Some children are exposed to the values, role relationships, and lifestyles of two or more cultures. This may occur because the child’s parents are from two or more different cultures. In Hawaii, for example, it is common for children to be from four or more cultures. Other children straddle cultures as members of a minority culture within the dominant culture. This biculture is sometimes observed in the playgroup but usually is not a significant factor until children enter school. Then they must unlearn some of the established practices of one culture to become socialized in the other, especially in role relationships. For example, children from Hispanic and Asian cultures are taught to look away when scolded; in U.S. schools, the teacher expects direct eye contact—“Look at me when I speak to you.” Children learn new roles and social behavior more rapidly than their adult counterparts.


This biculture is particularly marked in language differences. Bilingual children are said to be at a disadvantage in school situations of the dominant culture, in which there is controversy over bilingual education. Those supporting bilingual education adhere to the principle that children will understand more readily and perform more realistically (especially in testing situations) if learning is directed in their own language; others contend that children living in a dominant culture should adopt the ways of that culture, including its language. Children face less conflict when the school supports their language and culture even if the dominant language is used.














Mass Media


The media provide children with a means for extending their knowledge about the world in which they live and have helped narrow the differences between groups. However, many people are concerned about the enormous influence the media can have on developing children and on health promotion behaviors. Children and adolescents in the United States spend more than 6 hours per day using entertainment media (Council on Communications and Media, 2009). Increased use of entertainment media has been associated with the epidemic of obesity in children and adolescents and increased aggression in children (Council on Communications and Media, 2009; Jordan, 2004). Anticipatory guidance around media utilization is among the most important a nurse can offer to a family. Because it can influence many areas of concern, such as aggression, sex, drugs, alcohol, obesity, eating disorders, and academic achievement (Strasburger, 2010), two important questions that nurses can ask to open the dialogue are “How much entertainment screen time does your child or teen spend each day?” and “Is there a TV, Internet connection, or wireless connection in the child or teen’s bedroom?”


Researchers have established links between mass media and an increase in the use of tobacco, alcohol, and violent behavior in adolescents (Council on Communications and Media, 2009; Strasburger, 2010). The images of risky behavior presented by the media may serve to establish or reinforce teenagers’ perceptions of their social environment. Also, media content may directly influence risk perception; media protagonists seldom experience the adverse consequences of their behaviors despite their grossly distorted experiences with violence, illness, or crime.


Children may identify closely with people or characters portrayed in reading materials, movies, and television programs and commercials. Pediatric nurses can educate and support parents on the effects of mass media on their children through the following recommendations (Jordan, 2004):




• Be aware of the content of the child’s media and amount of time spent looking at a screen.


• Help young children watching television to find educational programs.


• Remove television, Internet-accessible computers, and video game systems from the bedroom to decrease the amount of time spent using these activities.


• Limit television viewing to 2 hours a day or less.


• Model good practices.


• Watch age-appropriate programs and play age-appropriate games with children.











Reading Materials


The oldest form of mass media—books, newspapers, and magazines—contributes to children’s competence in almost every direction and provides enjoyment. Recognition of the impact that reading matter in schools has on value systems and the socialization process has prompted reevaluation of textbook content in several areas, such as stereotyped male and female role models, the sugar-coated view of life situations, and the biased history of minority groups.


Reading aloud to children is a vital activity in promoting success in reading. It provides cognitive and language stimulation, is a forum for quality parent–child interaction, and may reduce parent stress (Klass, Needlman, and Zuckerman, 2002).














Television


The medium that has the most impact on children in the United States today is television; it has become one of the most significant socializing agents in the lives of young children. Its programs and commercials provide multiple sources for acquiring information, modeling behaviors, and observing value orientations. Besides producing a leveling effect on class differences in general information and vocabulary, TV exposes children to a wider variety of topics and events than they encounter in day-to-day life. Television always has time to talk to children and is a form of access to the adult world. Positive results occur only when viewing is relatively light, yet the average child in the United States older than the age of 8 years spends more time watching television or using a computer and video games (>6 hours/day) than in any other activity except sleeping (Fig. 4-3) (Council on Communications and Media, 2009).
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FIG 4-3 The average child in the United States spends more time watching television than in any other activity except sleeping. (© 2012 Photos.com, a division of Getty Images. All rights reserved.)








Television can offer some beneficial effects on growing children by teaching healthy ideas and habits. Shows like Sesame Street promote school readiness by teaching letters and numbers, as well as teaching children about kindness and tolerance towards people who are different than them (Strasburger, 2010). Unfortunately, there is an imbalance in the availability of healthy and unhealthy media. Most researchers have concluded, however, that protracted television viewing can have negative effects on children. Increased verbal and physical aggressiveness, reduced persistence at problem solving, greater sex-role stereotyping, and reduced creativity have been reported repeatedly. In fairness, no one has yet defined the long-term effects of other electronic factors such as stereo headphones versus conversation, computer games or drills versus active social play, or DVDs versus books. However, clearly, children in the modern electronic environment are constantly stimulated from the outside, which allows them little time to reflect and develop the inner speech that feeds brain development.














New Technology


Internet, cell phones, and social networking sites have added another layer to the mass media that influence children and adolescents. In many ways, this new technology is being used to access older forms of media (television, movies). It has also added a dimension to important social issues that affect children and teens, such as bullying; access to drugs, alcohol, and cigarettes; and partaking in other high-risk behaviors because of the popularity of social networking sites. Nurses must be familiar with potential risks and benefits and how to help families navigate this media. In addition, they must also offer families guidance in talking to their children and teens about proper use of this media.








Social Media


Social media and social networking sites serve as a community for adolescents and have potential to positively or negatively affect their health and well-being. Facebook is the most popular social networking site, with 130 million U.S. visitors (and counting) each year. Other avenues of social media, such as blogs and Twitter, may also be used readily by teens. Some benefits of social media are the sense of community it provides to children who may feel isolated or marginalized, such as children with chronic illnesses. There are important risks to consider, however. First are those mediated by the user themselves, such as what they display on their personal profiles, such as participation in high-risk behaviors or personal information (e.g., school). Second are those risks posed by other people accessing social networking sites, such as cyberbullying or sexual predation and solicitation (Moreno, 2010).

































Socioeconomic Influences



Poverty





A subcultural influence closely related to but different from social class is the condition known as poverty. It is a relative concept and is usually associated with the general standards of a population. The term poverty implies both visible and invisible impoverishment. It is a condition in which families live without adequate resources (Trawick-Smith, 2006). Visible poverty refers to lack of money or material resources, which includes poor nutrition, insufficient clothing, poor sanitation, and deteriorating housing. Invisible poverty refers to social and cultural deprivation such as limited employment opportunities, inferior educational opportunities, lack of or inferior medical services and health care facilities, and an absence of public services.


An absolute standard of poverty attempts to delimit a basic set of resources needed for adequate existence; a relative standard reflects the median standard of living in a society and is the term used in referring to childhood poverty in the United States; that is, what appears to be deprivation in one area may be a standard or norm in another.


An important development affecting American families since the end of World War II is the widening disparity in income status among generations. Children from families with a single mother comprise the largest group of children in poverty in the country (Wertheimer, 2005).


Growth in the number of poor children over the past decade has not been attributable to an increase in the number of welfare-dependent families but to growth in the ranks of the working poor. Approximately 20% of children in the United States live below the national poverty threshold, which is currently estimated at $22,350 for two adults and two children (Annie E. Casey Foundation, 2011). In addition, approximately 20% of children live in neighborhoods where more than 20% of the population currently lives below the federal poverty threshold. The official rate of poverty in 2009 was 14.3%, an increase in 1% since 2008. This is the second statistically significant rate of poverty in the United States since 2004. The poverty rate for children (younger than 18 years of age) increased from 19% to almost 21%. In addition, the poverty rate for individuals 18 to 64 years (the most likely ages of parents of children and adolescents) increased from 11.7% to almost 13%. Taken together, we can see that children and their families are particularly susceptible to negative economic forces across the nation and world (U.S. Census Bureau, 2010).


Such factors illustrate the growing inability of American families to provide economic essentials for their children. Approximately 11.6% (about 8.5 million) of all children in the United States were uninsured in 2002 (Szilagyi, 2005). Uninsured children are more likely to miss school, jeopardizing their education as well as their health (Box 4-1).





Box 4-1


Income, Poverty, and Health Insurance Coverage in the United States


Children, 25% of the U.S. population, represent a disproportionate share of America’s poor, making up 35% of those in poverty. Whereas approximately one-third of black and Hispanic children live in poverty, 10% to 15% of white (non-Hispanic) and Asian children in poverty.


A family is considered impoverished if a family with one adult and two children earned less than $18,530 in annual income. For a family of four (two adults and two children), this amount is $22,350.


Approximately 11 million children do not have health insurance, but more than 14 million are underinsured, meaning that their parents report spending a significant amount of money on out-of-pocket expenses related to their children’s health.


More than 13 million children younger than 18 years, or approximately 18.5% of children, have specialized health care needs (campaign for children’s health care).


From DeNavas-Walt C, Proctor BD, and Smith JC: U.S. Census Bureau, current population reports, P60-239, Income, poverty, and health insurance coverage in the United States: 2010, Washington, DC, 2011, U.S. Government Printing Office.





A high correlation between poverty and illness has long been observed. Impoverished families suffer from poor nutrition; without medical insurance, they have little if any preventive health care, inadequate health maintenance, and limited access to health services. One of the most significant health problems related to poverty is a high infant mortality rate. Although the rate of infant mortality has decreased in the United States, it still remains higher than that of most industrialized nations (Annie E. Casey Foundation, 2011). Day-to-day needs of food, clothing, and lodging take precedence over health care as long as the ailing person feels able to perform activities of daily living.


Poor families may be denied access to some institutions for emergency or other hospital care. Frequently, they must travel long distances to service centers that are willing to assume their care. In an emergency, they must find money for taxi fare, borrow an automobile, or seek other means of transportation. They must find care for dependents, such as other infants and small children, or take them along when taking the ill child for care. Families tend to delay preventive care indefinitely unless health services are relatively accessible. They are more likely to consult folk practitioners or other persons within their community.


Poor nutrition accounts for many health problems in the lower socioeconomic classes. Lack of funds, education, and readily available healthy foods results in a diet that may be seriously lacking in essential food substances, especially protein, vitamins, and iron. This inadequate diet often leads to nutritional deficiency disorders and growth retardation in children. On the other hand, these issues may contribute to pediatric overweight and type 2 diabetes because nonnourishing foods are less expensive and are easier to access in some neighborhoods.


Dental problems are more prevalent because of deficient preventive care. Lack of standard immunizations together with reduced resistance from poor nutrition renders children in poor segments of the population vulnerable to communicable diseases. Poor sanitation and crowded living conditions also contribute to the higher incidence and perpetuation of illness. In general, poor people become ill more frequently and remain ill for longer periods than those in the general population.








Homelessness


One of the most pressing problems in the United States is the growing number of homeless families. Homeless individuals are those persons who lack resources and community ties necessary to provide for their own adequate shelter. In the past the homeless population traditionally included single adults, mostly men. Families with children make up 40% of the homeless population, compared with single men, who make up about 41% of the group (Redlener, 2005). Homeless children have increased in numbers as poverty has become feminized, minorities have become poorer, and low-income housing has become less accessible. Estimates of the number of homeless children in the United States may be as high as 1 million; about 10% of the children living in poverty were homeless (Redlener, 2005). Many homeless children are younger than 5 years and are from minority groups.


Most homelessness is a direct result of an increasing number of people in poverty combined with a lack of decent, affordable housing. Other reasons include job layoffs, low incomes, parental mental illness, domestic conflict, and unexpected family or economic crises.


Another group of homeless children are the “runaway” and “throwaway” adolescents. Approximately 12% of the homeless population consists of adolescents (National Coalition to End Homelessness, 2009). Many runaways are victims of physical and sexual abuse and leave home because of long-term family or school problems. Poor parent–child relationships, extreme family conflict, feelings of alienation from parents, inconsistent supervision, and unpredictability in discipline are other often cited factors. These adolescents and young adults are at risk for violence, exploitation, substance abuse, and sexually transmitted infections (including HIV and AIDS).


Lack of a permanent housing deprives children of the most basic necessities for proper growth and development. Homelessness disrupts children’s friendships and schooling. Homeless children experience physical and mental disorders more often than do poor children who have a permanent residence. Homeless children lack basic health care, including routine immunization and screening for routine problems, and they experience high rates of acute and chronic illnesses (Redlener, 2005).














Migrant Families


Children in migrant farm worker families are medically underserved. Their numbers are staggering; of the 2 million migrant farm workers who labor in the United States, 63% are accompanied by minor children (Gentry, Quandt, Davis, and others, 2007). These children face both acute and chronic health care issues as a result of poverty, parental occupation, and assimilation into American culture. They are often exposed to risks similar to those facing their parents because they may accompany them into the fields. These children frequently live in substandard housing conditions, which are subject to overcrowding and transmission of communicable diseases.


Migrant farm worker families face many obstacles when attempting to interface with the U.S. health care system. Three of every five families live below the federally designated poverty line and may lack insurance. The family’s use of health care may be affected by parental work schedules and access to transportation. Their own limited English proficiency is further exacerbated by health care encounters that lack cultural sensitivity, translation services, and language capability. Cultural expectations of the health care system may differ between the farm worker families and health care providers. This may ultimately have a negative effect on families’ utilization of the health care system. In fact, many families living on the United States–Mexico border seek the majority of care for their children in Mexico regardless of their insurance status. In addition, fewer than 20% of migrant farm worker families use the primary care and health promotion centers that are federally funded through the 1962 Migrant Health Act (Gentry, Quandt, Davis, and others, 2007).


Nurses and other health care providers should be mindful of the persistence of various forms of child labor in the United States (Hindman, 2006). Approximately 50% of 12- to 15-year-old children and teenagers participate in some sort of paid activity each year, and half of this population has jobs in which they are considered employees. Children, adolescents, and young adults may work in a variety of areas, including agriculture, construction, retail, or even street trades or scams. Youth who work on family farms often face the greatest risk of injury and death from handling dangerous or heavy machinery. Youth who work in street trades and scams or traveling sales crews may be subject to physical or verbal abuse or victimization (Hindman, 2006).




















Cultural Influences


[image: image] Nurses need to consider clients’ cultural differences when providing health care. An understanding of the various beliefs regarding the causation of illness and disease, as well as traditional health practices, is essential to successful intervention. The more nurses know about the values, beliefs, and customs of other ethnic groups and how to elicit this information from families, the better they are able to meet the needs of these families and to gain their cooperation and compliance.
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Cultural Relativity


Although clinical characteristics of a disease or condition are essentially the same across cultures, how a child or family interprets or experiences the disease or condition varies. Culture as an influence is one obvious explanation for variance. Cultural relativity is the concept that any behavior must be judged first in the context of the culture in which it occurs. Cultural factors such as belief systems and view of the world influence the patient’s and family’s response to health care. These cultural beliefs and behaviors influence adherence to a treatment plan (Munoz and Luckmann, 2005). Some cultures, for example, may view a chronic illness or disability as affecting only particular aspects of a child’s life, and the child as a whole is viewed as normal. In contrast, other families may describe the illness as having global effects on many aspects of the child’s present and future life. These contrasting views may result in parents having different goals and expectations for their children.


Culture influences the assignment of gender roles, perception of disease, and perception of the side effects of the disease and the treatment the child should receive. For example, the family may expect the mother to be the primary caregiver. This places her at risk for caregiver strain when she is caring for a sick child.


Nurses can often recognize a family’s health-related cultural perceptions and interpretations through discussion and observation. They should explore and consider implications of these perceptions when planning culturally appropriate interventions. Nurses must be comfortable having discussions with families about their cultural beliefs and practices. The conversations can begin easily as, “I want to take the best care of your child and family as possible. Is there anything in particular about your beliefs [cultural, religious, family] that you think I should know?”














Relationships with Health Care Providers


The manner of relating with health care providers differs considerably among cultural groups. For some nurses, one area of conflict is the attitude toward time and waiting that is part of some cultures. The time orientation of Hispanic and African-American ethnic groups is in the present. For example, African Americans are flexible in their time orientation; an African-American family may be late for or miss appointments because other issues take precedence, and they may not communicate this to the health agency. Hispanics, too, have a relaxed view of time. Whereas the dominant culture in the United States says that “time flies,” the Hispanic says that “time walks.”


The Japanese, on the other hand, consider time to be valuable and to be used wisely. They tend to be punctual for medical appointments and persistent in following prescribed regimens. A Vietnamese family will subordinate time to values considered to be more significant, such as propriety. They may be late for an appointment because of an overextended visit by a friend in their home. In general, Asian Americans view the American focus on time as offensive. They spend hours getting to know people and view predetermined, abrupt endings as rude. Introductory small talk is considered good manners.


Navajo Indians view time on a continuum with no beginning and no end. The present-time orientation may cause a Navajo to eat two meals a day today, four meals tomorrow, no meals the next day, and three meals the day after. This becomes an important nursing consideration if a Navajo is told to take medication with meals to ensure three doses per day.


In many cultural groups, the mother assumes the responsibility for health care; in others, both parents are involved equally in relationships with health workers. A somewhat different approach is apparent in some of the Asian cultures. For example, a Vietnamese or Filipino father, as unquestioned head of the family, is traditionally the one who interacts with persons, including health care providers, outside the family unit. In Hispanic families, the father, as head of the house, makes decisions regarding illness and treatment of adult family members, but the grandmother in the extended family is consulted regarding child care. Usually the family confers with other members before reaching a decision regarding treatment or hospitalization of a child. Arab families also rely on others to give advice and guidance in times of crisis. Japanese fathers may appear to be passive and uninvolved but actually are involved according to their own cultural standards.
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In working with families, it is essential for nurses to identify key members and decision makers; failure to include these significant individuals in teaching can seriously hinder adherence to the care plan.





Nurses should learn about any specific attitudes regarding the manner of approach to a child in a given culture. Navajo Indians do not like strangers near their infants. They fear that strangers may “witch” the child and cause the child harm. On the other hand, if a stranger, particularly a woman, lavishes attention on a Hispanic infant but fails to touch the child, some Hispanics believe the infant will develop symptoms of the “evil eye” (see p. 55). Vietnamese and Korean families may become upset if a newborn is admired at length for fear that evil spirits will overhear and desire the infant.


Some groups, such as the Amish, consider a child’s admission to the hospital a family affair, with all members gathering to support and console the child and parents. In other groups, the family is willing to relinquish the care of the child to the hospital authority without interference. Their visits with the child are short but intense, and hospital staff may misinterpret this behavior as disinterest or abandonment.


All ethnic groups are entitled to be treated with dignity and respect. Family members should be addressed by their last names; many groups consider it an affront to be called by their first names. Stereotyping is to be condemned. People are individuals who are evaluated in relation to their cultural standards, needs, and preferences. For example, believing that fathers are never involved in the direct care of their children can result in wrong assumptions about a culture (Fig. 4-4).
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FIG 4-4 Many fathers assume an active parenting role. (Courtesy E. Jacob, Texas Children’s Hospital, Houston.)








Nurses who are members of a majority culture may encounter tension and distrust in a child from a minority culture as a result of the child’s learned conceptions or relationships with other persons in the majority group. Based on these perceptions, minority children may suspect that nurses have hostile feelings toward them and fear ill treatment. When such children are hospitalized, this suspicion increases the feelings of loneliness and helplessness that accompany fearful events and separation from their families. The reverse situation may be encountered by a nurse from a minority culture attempting to meet the needs of a child who has been conditioned to view the nurse’s cultural or ethnic group as inferior. Either situation is more likely to occur if the nurse or the child has had little or no personal contact with the other’s culture. For example, a child from a minority culture from the inner city who lives in a neighborhood and attends school only with children from his or her minority culture may be more suspicious of a nurse from a different culture than would a child from the same minority group who lives in a culturally diverse neighborhood or attends an integrated school. Becoming familiar with cultures different from one’s own and making an effort to know each other as individuals can shatter myths and, with time, build the trust needed to establish rewarding relationships among children, their families, and the nurse.








Communication


Communication is basic to all human relationships, but it may be a source of distress and misunderstanding between persons from different groups, such as speakers of different languages or even between the nurse and patient when the nurse only speaks in scientific, medical or nursing terms. Prejudice is one of the biggest barriers to cross-cultural communication. The Office of Minority Health and Health Disparities of the U.S. Department of Health and Human Services has established national standards on culturally and linguistically appropriate services in health care. Health care organizations must ensure the competence of language assistance provided to persons with limited English proficiency by interpreters and bilingual staff. Family and friends should not be used for interpretation services except on the patient’s request (Shaw-Taylor, 2002). (See Communicating with Families Through an Interpreter, Chapter 6.)


Part of culturally sensitive communication is taking time to assess beliefs and values. In a study on childhood asthma, management researchers discovered that parents who believed asthma to be intermittent rather than a chronic condition provided suboptimal treatment to their children (Yoos, Kitzman, Henderson, and others, 2007). It is vital that the family members fully understand all implications of a child’s care and management before they consent for special procedures or assume responsibility for the child’s medication administration. Some persons with poor or limited language comprehension may simply smile and nod in agreement if they do not understand the questions or directives. It is common for an Asian family to indicate “yes” when in fact they mean “no” in order to avoid social disharmony. They tend to address issues indirectly rather than through confrontation and may become evasive when direct questioning makes them uncomfortable.





Nursing Tip


Helpful communication tools include:




• Ask open-ended questions about cultural needs, health beliefs, and etiquette for communication.


• If a live interpreter is not available, use a language line telephone interpreter.


• Have legal consent forms and explanations of common diagnostic tests available in several languages.


• Keep cards with common greetings, phrases, and names of body parts in the family’s language with the patient’s chart (e.g., miseries [pain] and locked bowels [constipation] for African Americans and caida de la mollera [fallen fontanel from dehydration]; susto [fright]; dolor, duels, or lele [pain]; and la diarrhea [diarrhea] for Hispanics).








Nonverbal communication is a practiced art in many Native American tribes, and the members are highly sensitive to body language. They emphasize periods of silence to formulate thoughts in preparation for speech and often remain silent after listening to others to properly assimilate what has been said. Interruption, interjection, or haste to arrive at a conclusion is perceived as immature behavior.


Different cultures view eye contact differently. European Americans are often advised to look people straight in the eye, but persons in other ethnic groups avoid eye contact and become uncomfortable when conversing with health care workers. In non-Western cultures, a patient may not look directly into the nurse’s eyes as a sign of respect. Some Native Americans make eye contact during the initial greeting but consider continued, unwavering eye contact insulting and disrespectful. Asians may consider eye contact a sign of hostility or impoliteness.


The level of comfort with body space or distance from others varies among cultures. European Americans are generally comfortable at arm’s length, Hispanics tend to get closer, and some Asians prefer a greater distance. Also, gestures may have different meanings. For example, some Asians consider pointing with a finger or foot disrespectful. Some Native Americans consider vigorous handshaking a sign of aggression, but for others, the gesture is a sign of goodwill and strong character.


Families may be reluctant to question or otherwise initiate contact with health professionals. In Asian cultures, for example, it is considered a sign of disrespect to question persons of authority. A Japanese family may wait silently rather than ask or question. They believe the health professionals know best and will meet their needs without being asked. They also think it is important to avoid criticism. Criticism can cause Japanese Americans to “lose face,” or to feel ashamed, which is highly undesirable.


Many families have considered language the biggest barrier to the use of health care services. Often, families may have poor language comprehension, so it is necessary to speak slowly and carefully, not loudly, when conversing with them. Many persons are able to read and write English better than they can speak or understand it. Also, people usually revert to their dominant language in anxiety-provoking situations even if they are able to communicate satisfactorily under ordinary circumstances.


Terms of address and use of first and last names vary among cultures and can create confusion in institutions. For example, in Asian cultures, the family name is given first in respect for the family and the given names follow. Therefore, all siblings in a family have the same first name (or, in some families, the same middle name). The Mennonites refer to children as sons and daughters of a particular parent, such as “Josiah’s son,” rather than by the children’s names.


Although all people share the basic emotions, there are decided ethnic variations in the ways emotions are expressed. People in some cultures (e.g., Italian, Latin, or Jewish background) express emotions openly and are accustomed to sharing their sorrows and joys with their family and friends. Conversely, Nordic and Asian groups are more restrained in expressing their emotions.


Health care providers generally ask questions and use handouts, booklets, and—particularly with children—dolls and pictures as communication aids. This is uncommon in some cultures. For example, Native American healers ask few questions and do not use forms. Nurses need to consider both verbal and nonverbal communication techniques to interact effectively with children and their families from different cultures.




















Food Customs


Food customs and symbolism of various cultural, ethnic, and religious groups are an integral part of their lives. Although in a large country such as the United States most people have adopted the eclectic food habits that have evolved over generations, many still retain ethnic and geographic food traditions and preferences. Special holidays; ceremonies; and life experiences such as births, birthdays, weddings, and death are often marked by special food items or feasts. In many cultures, specific food practices are followed during pregnancy in the belief that certain foods damage or benefit developing fetuses. The distinctive food customs of ethnic groups are a product of their native environment, determined by availability.


A number of restrictions are related to food items. Some have a physiologic origin, such as lack of dairy foods in the diets of some persons of African or Asian ancestry with lactose intolerance. Others are religious restrictions, such as kosher foods and food preparation of the Orthodox Jewish faith and the vegetarian diet of Seventh Day Adventists. (See Vegetarian Diets, Chapter 13.)


Children in a strange environment, such as the hospital, feel much more comfortable when they are served familiar foods. Hospital food often tastes strange and bland, especially to children who enjoy the highly seasoned foods of their culture. Also, the family may be concerned that the child is not receiving foods appropriate to their culture and beliefs. When possible, provide the children’s ethnic foods or allow families to bring favorite foods that are not on the hospital menu. Concern for differences in food habits and patterns projects an attitude of respect for the family’s ethnic or religious heritage (Ohio State University Extension, 2005).


It is also important for nurses and other health care providers to be mindful of the meaning of food and eating within a family or community. Feeding and food preparation are ways in which families nurture and care for one another. This is especially true in the parent–child relationship. Parents and other family members may struggle with this desire to feed and nurture their child in circumstances when the child does not want to eat or cannot tolerate oral intake (i.e., a child receiving chemotherapy). Nurses can encourage families to nurture the sick child in other ways, such as touch, reading, or other enjoyable activities.




















Health Beliefs and Practices


Nurses encounter people of many different racial and ethnic origins in the process of meeting the health needs of children and families. Some of these families have become so enculturated to the majority culture that their health beliefs and practices are consistent with those of the health care system. For many families, however, traditional practices and beliefs are an integral part of their daily lives. Health care workers should be aware that other people might live by different rules and priorities, which decisively influence their health-related behavior.


A model for learning about health traditions that differ from the Western, or modern, health care system is based on three dimensions:




1. What are the physical aspects of caring for the body (e.g., are there special clothes, foods, medicines)?


2. What are the mental parts of caring for health (e.g., feelings, attitudes, rituals, actions)?


3. What are the spiritual aspects of health (who I am, spiritual customs, prayers, healers)?





For each of these dimensions, one must consider the cultural traditions used to maintain health, protect health, and restore health (Spector, 2009).








Health Beliefs


The beliefs related to the cause of illness and the maintenance of health are integral parts of a family’s cultural heritage. Often inseparable from religious beliefs, they influence the way families cope with health problems and respond to health care providers. Predominant among most cultures are beliefs related to natural forces, supernatural forces, and an imbalance between forces.








Natural Forces


The most common natural forces held responsible for ill health if the body is not adequately protected include cold air entering the body and impurities in the air. For example, a Chinese parent may overdress an infant in an effort to keep cold wind from entering the child’s body. The Chinese believe that cold weather, rain, or wind is responsible for “cold” conditions. They also believe that an innate energy called chi enters and leaves the body through the mouth, nose, and ears and flows through the body in definite pathways, or meridians, at specific times and locations. The Chinese believe that a lack of chi and blood causes fatigue, low energy, and a variety of ailments.














Supernatural Forces


Some cultures view evil influences such as voodoo, witchcraft, or evil spirits as causes of illness, especially illnesses that cannot be explained by other means.


A health belief that is common among people from Latin American, Mediterranean, some Asian, and some African societies is the concept of the “evil eye” (Spector, 2009). It is part of the concept of health as a state of balance and illness as a state of imbalance (see following section). Strength and power are associated with the evil eye; therefore, as long as an individual’s strength and weakness remain in balance, he or she is unlikely to become a victim of the evil eye. Weaknesses are not necessarily physical. For example, an excess of some emotion, such as envy, can create weakness. Infants and small children, because of immature development of their internal strength-weakness states, are especially vulnerable to the gaze of the evil eye. Consequently, the evil eye serves to rationalize an inexplicable onset of illness in children who display symptoms such as restlessness, crying, diarrhea, vomiting, and fever (see Complementary and Alternative Therapy box).
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Cultural Health Influences


Cultural traditions used in the protection of health may include protective objects, which may be worn, carried, or hung in the home or room. For example, amulets are objects or charms that are worn on a string or chain to protect the wearer from the evil eye or evil spirits. It is important to allow people to wear these objects in the health care setting. Another cultural practice is the inclusion of substances in the diet that protect health. For example, the ginseng root is used to “build the blood” in the Chinese culture. Religious practices, such as burning candles or prayer, are also traditions used to protect health (Spector, 2009).

















Imbalance of Forces


The concept of balance or equilibrium is widespread throughout the world. One of the most common imbalances is that which exists between “hot” and “cold.” This belief derived from the ancient Greek concept of body humors (Andrews and Boyle, 2008), which states that illness is caused by an imbalance of the four humors: phlegm, blood, black bile, and yellow bile. These are balanced in healthy people and out of balance in those with illnesses. Such imbalance is thought to cause internal damage or altered function. Treatment of the illness is directed at restoring balance. The hot and cold understanding of disease is based in this concept. Diseases, areas of the body, foods, and illnesses are classified as either “hot” or “cold.” Foods and beverages are designated hot or cold based on the effect they exert, not their actual temperature. In Chinese health belief, the forces are termed yin (cold) and yang (hot) (Spector, 2009).


Illness is treated by restoring normal balance through the application of appropriate “hot” or “cold” remedies. A “cold” condition such as a respiratory disease is believed to be caused by exposure to cold weather, rain, or cold wind entering the body; it is treated by administration of “hot” foods, herbs, or drugs. Menstruation is considered a “hot” condition; therefore, women are cautioned against ingesting “hot” foods, which might increase menstrual flow or produce cramping. Ingesting too much of either “hot” or “cold” foods can also be interpreted as a cause of illness.


Health care workers who are aware of this belief are better able to understand why some persons refuse to eat certain foods. It is often useful to discuss the diet with the family to determine their beliefs regarding food choices. It is possible to help families devise a diet that contains the necessary balance of basic food groups prescribed by the medical subculture while conforming to the beliefs of the ethnic subculture.


The “hot–cold” food classification may have adverse effects. For example, in some cultures, newborn infants are often started on evaporated milk formulas. Whereas evaporated milk is considered a “hot” food, whole milk is viewed as a “cold” food. Infants tend to develop rashes, which are believed to be caused by “hot” foods; in such cases, parents may decide to switch to whole milk. However, parents fear that it is dangerous to change too rapidly, so they often feed the child some type of neutralizing substance, which may create additional health problems. The nurse can help avoid such a problem by determining the family’s preference before discharge from the hospital and prescribing a formula that is agreeable to both the family and the practitioner.




















Health Practices


Cultures have numerous similarities regarding prevention and treatment of illness (see Complementary and Alternative Therapy box). The folk healers are powerful persons in their community and can acquire information about an illness without resorting to probing questions. They “speak the language” of the family who seeks help and often combine their rituals and potions with prayer and entreaties to God. They also are able to create an atmosphere conducive to successful management. Furthermore, they exhibit a sincere interest in the family and their problem.
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Spiritual Practices


All cultures have some types of home remedies that they apply before seeking help from other persons. Within various groups, folk healers who are endowed with the ability to “cure” maladies are sought for special situations and when home remedies are unsuccessful. The curandero (male) or curandera (female) of the Mexican-American community is believed to have healing powers that are a gift from God. The Asian family may consult an herbalist, knowledgeable in medicines, or perhaps a specialized practitioner of Asian therapies, including acupuncture (insertion of needles), acupressure (application of pressure), and moxibustion (application of heat). Native Americans consult a variety of healers with specific skills and knowledge. Specialized medicine persons diagnose illness, provide nonsacred treatments (usually by way of massage and herbs), and care for souls. Other specialists perform services or effect cures through the use of spiritual means. Native Hawaiians consult kahunas and practice ho’oponopono to heal family imbalance or disputes.





Some folk remedies are compatible with the medical regimen and are useful to reinforce the treatment plan. For example, aspirin (a “hot” medication) is an appropriate therapy for “cold” diseases such as arthritis. It is common to discover that a folk prescription has a scientific basis. In any case, respect practices that do not harm patients.


In cultures that believe in the concept, overcoming the effect of the evil eye usually requires specialized rituals conducted by the appropriate practitioner. For example, the Latino curandero ascertains that the condition is truly the result of the evil eye by performing an assessment ritual and then performs a curative ritual. Sometimes faith in the folk practitioner delays obtaining needed medical treatment, although the practitioner usually suggests medical care if his or her efforts are unsuccessful.


Health practices of different cultures may also present problems of assessment and interpretation. For example, certain cultural practices or remedies can be mistakenly judged as evidence of child abuse by uninformed professionals (Box 4-2). It is important to keep the lines of communication open with families and approach the situation with a sense of cultural humility.





Box 4-2   Cultural Practices Possibly Considered Abusive By the Dominant Culture


Coining—A Vietnamese practice that may produce weltlike lesions on the child’s back when the edge of a coin is repeatedly rubbed lengthwise on the oiled skin to rid the body of disease


Cupping—An Old World practice (also practiced by the Vietnamese) of placing a container (e.g., tumbler, bottle, jar) containing steam against the skin surface to “draw out the poison” or other evil element. When the heated air within the container cools, a vacuum is created that produces a bruiselike blemish on the skin directly beneath the mouth of the container.


Burning—A practice of some Southeast Asian groups whereby small areas of skin are burned to treat enuresis and temper tantrums


Female genital mutilation (female circumcision)—Removal of or injury to any part of the female genital organ; practiced in Africa, the Middle East, Latin America, India, Asia, North America, Australia, and Western Europe


Forced kneeling—A child discipline measure of some Caribbean groups in which a child is forced to kneel for a long time


Topical garlic application—A practice of Yemenite Jews in which crushed garlic cloves or garlic–petroleum jelly plaster is applied to the wrists to treat infectious disease. The practice can result in blisters or garlic burns.


Traditional remedies that contain lead—Greta and azarcon (Mexico; used for digestive problems), paylooah (Southeast Asia; used for rash or fever), and surma (India; used as a cosmetic to improve eyesight)
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Safety Topics


A health remedy that may be detrimental to a child’s health is the mercury compound azogue (the Spanish name for quicksilver), which is commonly used in Mexico and sometimes sold illegally to low-income Hispanic families in the United States as a remedy for diarrhea. Alert health care workers know that the drug can cause permanent central nervous system damage. A careful history can reveal these practices, but it may require the collaboration of a folk healer to convince a user to stop.





Faith healing and religious rituals are closely allied with many folk-healing practices. Wearing of amulets, medals, and other religious relics believed by the culture to protect the individual and facilitate healing is a common practice. It is important for health workers to recognize the value of this practice and keep the items where the family has placed them or nearby. It offers comfort and support and rarely impedes medical and nursing care. If an item must be removed during a procedure, it should be replaced, if possible, when the procedure is completed. The nurse should explain the reason for its temporary removal to the family to reassure them their wishes will be respected (see Complementary and Alternative Therapy box and Family-Centered Care box).
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Cultural Awareness


A 15-month-old Bosnian girl in status epilepticus was carried in by her parents. They were frightened and spoke little English. I learned that the child had received a measles, mumps, and rubella (MMR) immunization the day before. As I proceeded to unwrap her from the blanket she was in, I quickly assessed the ABCs (airway, breathing, and circulation). I noticed that she was warm (probably a febrile seizure) and that a rag soaked in alcohol was tied around each thigh. Focusing on her potential airway compromise and trying to calm the parents, I proceeded to put an oxygen mask on her, undress her for a full assessment, and remove the alcohol rags. I spoke to the parents all the while in a calm, soothing voice. Once I had established an intravenous line and given her lorazepam (Ativan), the seizures stopped. So did the communication between her parents and me. I noticed that they would no longer give me eye contact, and the mother would not even speak to me after the seizures stopped. It wasn’t until I was returning to the department from admitting her that I realized why they might have stopped communicating with me—I had removed the rags! Had I only thought to replace the rags or asked their permission to remove the rags, things may have been different.


Laura L. Kuensting, MSN(R), RN


Cardinal Glennon Children’s Hospital


St. Louis, Missouri

















Importance of Cultural Competence to Nurses


Nurses are professionally, ethically, morally, and legally obligated to provide care that seeks to understand the varied and numerous cultural influences on the life of a child and family and that is consistent with their values and desires. The challenge for nurses is to gain knowledge about cultural care values, beliefs, and practices and to use this knowledge in the care they provide (Leininger, 2001). To understand and deal effectively with families in a multicultural community, nurses must be aware of their own attitudes and values. Nurses, too, are a product of their own cultural background and education. They are part of the “nursing culture.” Nurses function within the framework of a professional culture with its own values and traditions and, as such, become socialized into that culture by educational programs and later by the work environment and professional associations.


Frequently, nurses and other health care workers are not aware of their own cultural values and how those values influence their thoughts and actions. Nurses can practice self-reflection and critical reflection starting in the undergraduate nursing education. Self-reflection is integral to adjusting one’s “frame of reference, which has been influenced by cultural assimilations and can serve to establish one’s view of the world” (Boutin-Foster, Foster, and Konopasek, 2008, p. 108). A nurse can do this adjustment by thinking about his or her prior assumptions, considering the alternative perspective, and then shifting one’s own perspective as he or she feels necessary. Critical reflection is another approach to self-reflection that encourages the nurse to understand how his or her perceptions of health, illness, and nursing have been formed over time (Boutin-Foster, and others, 2008). Cultural standards, values, and history; the family structure and function; and past experiences with health care influence a family’s feelings and attitudes toward health, their children, and health care delivery systems. Relying only on one’s own values and experiences for guidance can result in frustration and disappointment. It is one thing to know what is needed to deal with a health problem; it is often more difficult to implement a fruitful course of action unless nurses work within the cultural and socioeconomic framework of the family (see Critical Thinking Case Study, p. 46).


It is essential to make an effort to adapt health care practices to the family’s health needs rather than attempt to change longstanding beliefs. Cultural humility is an active, dynamic, and lifelong process. The components of cultural competence outlined demonstrate not only the evolving nature of seeking the understanding of a child and family’s culture but also how the nurse changes as a result (see Cultural Considerations box).
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Five Components of Cultural Competence


Cultural competence includes following five components (Munoz and Luckmann, 2005):




1. Cultural awareness—A cognitive process through which the nurse appreciates and is sensitive to the cultural values of the patient and family


2. Cultural knowledge—The foundation the nurse builds through formal and informal education that includes world views of different cultures, values, beliefs, and perceptions about health and illness


3. Cultural skill—The ability to include cultural data in the nursing assessment through the collection of cultural data in the health interview and observations


4. Cultural encounter—The process through which the nurse seeks opportunities to engage in cross-cultural interactions directly or indirectly


5. Cultural desire—The genuine and sincere motivation to work effectively with minority clients; can only be achieved if the individual wants to engage in the process of acquiring cultural competence


























Cultural Awareness


Cultural and religious rituals are important practices among families from various cultures. An example is the Jewish upsherenish ceremony, which celebrates a boy’s first haircut when he reaches 3 years of age. Any procedure requiring haircutting, such as placement of an intravenous line in a scalp vein, must be discussed with parents to obtain their permission.


Table 4-1 outlines some characteristics of selected cultures. Nurses must assess the cultural and religious practices of families to identify how these practices are similar to and different from those of their own cultural and religious backgrounds.




TABLE 4-1


BROAD CULTURAL CHARACTERISTICS RELATED TO THE HEALTH CARE OF CHILDREN AND FAMILIES










	HEALTH BELIEFS

	HEALTH PRACTICES

	FAMILY RELATIONSHIPS

	COMMUNICATION










	African






	Illness classified as:



Natural—Affected by forces of nature without adequate protection (e.g., cold air, pollution, food and water)


Unnatural—God’s punishment for improper behavior


May see illness as the “will of God”






	



Self-care and folk medicine prevalent


Folk therapies usually religious in origin


Folk therapies often not shared with the medical provider


Prayer as common means for prevention and treatment






	



Strong kinship bonds in extended family; members come to aid of others in crisis


Less likely to view illness as a burden


Place strong emphasis on work and ambition


Elders cared for and respected






	



Alert to any evidence of discrimination


Place importance on nonverbal behavior


Affection shown by touching and hugging


Silence may indicate lack of trust


Initial eye contact to show respect; maintaining eye contact can be viewed as aggressive


Best to use direct but caring approach











	Chinese






	



A healthy body viewed as gift from parents and ancestors and must be cared for


Health seen as one of the results of balance between the forces of yin (cold) and yang (hot)—energy forces that rule the world


Illness caused by an imbalance


Blood believed to be source of life and is not regenerated


Chi is innate energy






	



Goal of therapy is to restore the balance of yin and yang


Acupuncturist needles applied to appropriate meridians identified in terms of yin and yang


Acupressure and tai chi replacing acupuncture in some areas


Moxibustion—Application of heat to skin over specific meridians


Wide use of medicinal herbs procured and applied in prescribed ways


Meals may or may not be planned to balance hot and cold






	



Extended family pattern common


Strong concept of loyalty of young to old


Respect for elders taught at early age—acceptance without questioning or talking back


Children’s behavior a reflection on family


Family and individual honor and “face” important


Self-reliance and self-esteem highly valued; self-expression repressed






	



Open expression of emotions unacceptable


Often smile when they do not comprehend


Eye contact avoided as a sign of respect











	Haitian






	



Illness seen as a punishment


Natural cause (maladi bone die—disease of the Lord) caused by environmental factors, movement of blood within the body, changes between hot and cold, and bone displacement


Supernatural (loa—spirits’ anger)


Good health seen as the maintenance of equilibrium


Prayer and good spiritual habits important






	



Health a personal responsibility


Foods have properties of “hot” or “cold” and “light” or “heavy” and must be in harmony with one’s life cycle and bodily states


Natural illnesses treated by home and folk remedies first


May use religious medallions, rosary beads, or figure of saint to pray with






	



Maintenance of family reputation paramount


Lineal authority supreme; children in a subordinate position in family hierarchy


Children valued for parental security in old age and expected to contribute to family welfare at an early age






	



Recent immigrants and older persons may speak only Haitian Creole


Often smile and nod in agreement when do not understand


Quiet and gentle communication style and lack of assertiveness lead health care providers to falsely believe they comprehend health teaching and are compliant


May not ask questions if health care provider is busy or rushed











	Japanese






	



Shinto religious influence


Human inherently good


Evil caused by outside spirits


Illness caused by contact with polluting agents (e.g., blood, corpses, skin diseases)


Health achieved through harmony and balance between self and society


Disease caused by disharmony with society and not caring for body






	



Energy restored by means of acupuncture, acupressure, massage, and moxibustion along affected meridians


Kampõ medicine—Use of natural herbs


Believe in removal of diseased parts


Trend is to use both Western and Asian healing methods


Care for people with disabilities viewed as family’s responsibility


Take pride in child’s good health


Seek preventive care and medical care for illness






	Close intergenerational relationships
Generational categories:



Issei—First generation to live in United States


Nisei—Second generation


Sansei—Third generation


Yonsei—Fourth generation


Family tends to keep problems to self


Value self-control and self-sufficiency


Concept of haji (shame) imposes strong control; unacceptable behavior of children reflects on family






	



Make significant use of nonverbal communication with subtle gestures and facial expression


Tend to suppress emotions


Will often wait silently











	Mexican American






	



Health controlled by environment, fate, and will of God


Certain illnesses considered “hot” and “cold” states and are treated with food that complements those states


Disease based on imbalance between individual and environment






	



Seek help from curandero or curandera, especially in rural areas


Curandero(a) receives position by birth, apprenticeship, or a “calling” via dream or vision


Treatments involve use of herbs, rituals, and religious artifacts


Practice for severe illness—make promises, visit shrines, offer medals and candles, offer prayers


Adhere to “hot” and “cold” food prescriptions and prohibitions for prevention and treatment of illness






	



Strong kinship—extended families include compadres (godparents) established by ritual kinship


Children valued highly and desired, taken everywhere with family


Elderly treated with respect






	



Spanish speaking or bilingual


May have a strong preference for native language and revert to it in times of stress


May shake hands or engage in introductory embrace


Interpret prolonged eye contact as disrespectful


Relaxed concept of time—may be late to appointments











	Native American






	



Believe health is state of harmony with nature and universe


Respect bodies through proper management


Depend on individual belief in traditional culture


Traditional health beliefs holistic and wellness oriented






	



Distinction made between indigenous health problem requiring native healer or practice and Western disease requiring other medical care


Health practices include self-sufficiency and harmonious living


Participation in religious ceremonies and prayer promotes health






	



Cultures vary in kinship structure


Extended family structure—usually includes relatives from both sides of family


Elder members assume leadership roles






	



Use anecdotes or metaphors to discuss a situation


Long pauses indicate careful consideration


Nonverbal communication


Respect indicated by avoiding eye contact


Individuals usually speak for themselves











	Puerto Rican






	



Subscribe to the “hot–cold” theory of causation of illness


Believe some illness caused by evil forces


Destiny (Si Dios quiere—if God wants) is in control of health






	



Infrequent use of health care system


Seek folk healers (espiritistas)—use of herbs, rituals


Treatment classified as “hot” or “cold”


Many varieties of herbal teas used to treat illness and promote healing






	



Family usually large and home centered—the core of existence


Father has authority in family


Great respect for elders


Children valued—seen as a gift from God


Children taught to obey and respect parents






	



Spanish speaking or bilingual


Strong sense of family privacy—may view questions regarding family as impudent











	Vietnamese






	



Good health considered to be balance between yin and yang


Concept of health based on harmony and balance


Rituals used to prevent illness






	



Family uses all means possible before using outside agencies for health care


Regard health as family responsibility; outside aid sought when resources run out


Use herbal medicine, spiritual practices, and acupuncture


May consider head sacred and feet profane; avoid touching head after feet


May use cupping, coin rubbing, or pinching skin


May inhale aromatic oils, take herbal teas, or wear strings tied on body






	



Family is revered institution


Multigenerational families


Family is chief social network


Children highly valued


Individual needs and interests subordinate to those of a family group


Father is main decision maker


Women taught submission to men


Parents expect respect and obedience from children






	



May hesitate to ask questions


Questioning authority is sign of disrespect; asking questions considered impolite


May avoid eye contact with health professionals as a sign of respect
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Data from Galanti G: Caring for patients from different cultures, ed 3, Philadelphia, 2004, University of Pennsylvania Press; Lipson JG, Dibble SL, Minarik PA: Culture and clinical care: a pocket guide, San Francisco, 2005, UCSF Nursing Press; Purnell LD, Paulanka BJ: Transcultural health care: a culturally competent approach, Philadelphia, 2003, FA Davis; and Spector RE: Cultural diversity in health and illness, ed 6, Upper Saddle River, NJ, 2004, Pearson Prentice Hall.
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These generalizations are presented to help nurses learn the unique beliefs and practices of various groups and are not meant to be stereotypes of any group. It is critical to remember that no cultural group is homogeneous, every racial and ethnic group contains great diversity, and knowledge of a culture may not reflect an individual member’s beliefs (Kleinman and Benson, 2006).





Concepts that come from medical anthropology can provide a framework for addressing health care issues. These concepts can have a direct impact on patient care. They lead the nurse away from an ethnocentric or medicocentric view of the health care encounter into the health care reality as constructed by the patient and family. This is relevant for addressing many of the problems that plague the American health care system, including patient dissatisfaction with the health care they receive, unequal distribution of high-quality health care, and excessive costs (Kleinman and Benson, 2006).


It is also important for nurses to recognize that disease and illness are distinct entities. Clinicians diagnose and treat diseases, abnormalities in the structure and function of body organs and systems. Illness and disease are not interchangeable; illness may occur even when disease is not present, and the course of a disease may vary substantially from the experience of illness.


Illness is culturally constructed; an individual’s culture influences how a sickness is perceived, labeled, and explained. Culture also influences the meaning assigned to the illness, the role the individual with the sickness adopts, and the response of the family and community to the sickness.


Tension may arise when the perception of the illness and disease varies widely among the patient, family, and health care team. Failure of health care providers to recognize these disparities may be partially to blame in cases of noncompliance, delivery of inadequate care, and patient or family dissatisfaction. To begin addressing these issues, it is important for nurses to understand the various domains of health care in which individuals operate in American society, including professional (health care providers and institutions), popular (family, community, and lay literature), and folk (nonprofessional healers). Each domain possesses a method for defining and explaining the sickness and what should be done to address it. The challenge for nurses and other health care providers is to address this disconnect with families and develop mutually agreed on goals. Nurses are in a prime position to assume this role because understanding the human response to disease is central to their role. In addition, collaboration with the child and family is central to the role of the pediatric nurse.


Not all health care providers feel adequately prepared to care for culturally diverse populations. A study of 1700 resident physicians by Betancourt (2007) revealed that 25% to 30% of them did not feel prepared to deal with families who are mistrustful of the health care system, those with limited English proficiency, those whose health perspective differs from a Western-based model, adults who incorporate other family into the decision-making process, or those who bring their spirituality into the health care environment. Unfortunately, the numbers may not be too different for nursing and other health care professionals. Such statistics are a wake-up call for anyone who strives for high-quality patient care.


One method of addressing this disconnect with families and beginning collaboration is by understanding the family’s explanatory model of illness. The questions in Box 4-3 (Kleinman and Benson, 2006) aim to elicit an individual’s beliefs about the disease or illness, the meaning attached to it, goals, and expectations of the outcome and role of the health care provider. Nurses can use these questions to discern areas of discrepancy for further dialogue, negotiation, and collaboration. This discussion, when conducted with a genuine interest in the family and child’s perspective, is a significant step in building trusting relationships, promoting adherence, decreasing disparities, and increasing health care satisfaction.





Box 4-3


Exploring a Family’s Culture, Illness, and Care


What do you think caused your child’s health problem?


Why do you think it started when it did?


How severe is your child’s sickness? Will it have a short or long course?


How do you think your child’s sickness affects your family?


What are the chief problems your child’s sickness has caused?


What kind of treatment do you think your child should receive?


What are the most important results you hope to receive from your child’s treatment?


What do you fear most about your child’s sickness?


Adapted from Kleinman A, Eisenberg L, Good B: Culture, illness, and care: clinical lessons from anthropologic and cross-cultural research, Ann Intern Med 88:251-258, 1978.











Religious Influences


Religion and spirituality also exert a significant influence on the health of children and families and the decisions made around health and illness. Many immigrants came to the United States for religious freedom and established a religious and moral atmosphere that persists today. However, individual differences are part of the general culture.


The family’s religious orientation dictates a code of behavior and influences the family’s attitudes toward education, male and female role identity, and their ultimate destiny. It may also determine the school that the children attend, their companions, and often their mate selection. Religious beliefs are such an integral part of many cultures that it is difficult to distinguish the culture from the religion. In a few instances, such as in the Mennonite and Amish communities, religion is the basis for a common way of life that determines where the children are raised and their lifestyle. It is also important to remember that families that do not subscribe to a particular religion or that are atheist also have beliefs and convictions about family, the surrounding world, and life in general that influence children in these families.














Religious Beliefs


Religious and spiritual dimensions are among the most important influences in many people’s lives (Fig. 4-5). The terms religion and spirituality are often used interchangeably, but this is a mistake. Spirituality is “concerned with the deepest levels of human experiencing, the places of deepest . . . meaning in and for our lives” (Mercer, 2006, p. 7). For children, in particular, spirituality possesses a relational consciousness; it concerns the child in relation to the source of power (God, Allah) that gives meaning to the relationship, other people, and the surrounding world, and within oneself (Mercer, 2006). Religion, on the other hand, is a particular and culturally influenced representation of human spirituality. Nurses promote holistic nursing care through an integration of spiritual and psychosocial care. The care focuses on activities that support a person’s system of beliefs and worship, such as praying, reading religious materials, and performing religious rituals. In addition, it means being attentive and open to the unique spiritual experiences and insight of children. Unfortunately, “such insights may be dismissed as cute or the product of an overactive imagination” (Mercer, 2006, p. 8). Whereas meeting the spiritual needs of the child and family can provide strength, unmet spiritual needs can result in spiritual distress and debilitation. In practice, application of the nursing process for spiritual care (Box 4-4) can enhance the spiritual well-being of the child and family.





Box 4-4


Guidelines for Integrating Spiritual Care Into Pediatric Nursing Practice







• Respect the child and family’s religious beliefs and practices.


• Consider the child’s development when talking about spiritual concerns.


• Contact the institution’s chaplaincy department for patients and families who have symptoms of spiritual distress or ask for specific religious rituals.


• Become knowledgeable about the religious world views of cultural groups found in the patients you care for.


• Encourage visitation with family members, members of the patient’s spiritual community, and spiritual leaders.


• Allow children and families to teach you about the specifics of their religious beliefs.


• Develop awareness of your own spiritual perspective.


• Listen for understanding rather than agreement or disagreement.





Adapted from Brooks B: Spirituality. In Kline N, editor: Essentials of pediatric oncology nursing: a core curriculum, ed 2, Glenview, Ill, 2004, Association of Pediatric Oncology Nurses; Barnes LL, Plotnikoff GA, Fox K, and others: Spirituality, religion, and pediatrics: intersecting worlds of healing, Pediatrics 106(4 suppl):899–908, 2000.







[image: image]


FIG 4-5 Soon after an infant is born, many families have special religious ceremonies.








Religious beliefs that relate to health care and that may be a source of conflict between a family and the health care team remind us of the power of ordinary, daily life experience (e.g., childrearing and food preparation) to bring to life the concept of what is sacred (Mercer, 2006, p. 12). Religion and spirituality influence how individuals view an illness, a treatment regimen, and the role and utility of the health care provider. They also influence actions of food preparation and dietary restrictions and rituals surrounding birth and death (Table 4-2). A key role of nurses is to keep communication between the family and health care team open and ask about such influences.




TABLE 4-2


RELIGIOUS BELIEFS THAT MAY AFFECT NURSING CARE










	BIRTH AND DEATH

	DIET AND FOOD PRACTICES

	MEDICAL CARE










	Buddhist






	



Birth—No baptism


Infant presentation


Death—Last rite chanting is often practiced at bedside soon after death; the deceased’s family or Buddhist priest should be contacted


Organ donation and transplantation—Organ donation is a matter of individual conscience






	



Restrictions on some food combinations; extremes must be avoided


Some sects are strictly vegetarian


Discourage use of alcohol and drugs






	



Illness is believed to be a trial to aid development of soul; illness results from Karmic causes


Surgery is permitted, but extremes must be avoided


Cleanliness is of great importance


Family, community, and Buddhist priest are supportive visitors











	Church of Christ, Scientist (Christian Science)






	



Birth—No baptism


Death—No last rites; autopsy is not permitted except in cases of sudden death; individuals can choose burial or cremation


Organ donation and transplantation—Church takes no specific position on transplantation as distinct from other medical or surgical procedures


Individuals decide on organ donation






	



Abstain from alcohol and some forms of tea and coffee






	



Oppose human intervention with drugs or other therapies; however, accept legally required immunizations


Accept physical and moral healing


Family, friends, and members of spiritual community may visit











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






	



Birth—No baptism


Infant is blessed by church official at first opportunity after birth (in church)


Baptism by immersion at 8 years


Death—Believe that it is proper to bury the dead in the ground; cremation is discouraged


Organ donation and transplantation—Individuals can choose whether to will organs to be used in transplants






	



Prohibit tea (except herbal), coffee, and alcohol


Some individuals avoid chocolate and other products that contain caffeine


Fasting for 24 hours each month






	



Devout adherents believe in divine healing


Medical therapy is not prohibited


Spiritual items—A “garment” (type of underwear) that is considered sacred; person may not want to remove it


Family, friends, and church members are supportive visitors











	Hindu






	



Birth—No baptism


Death—Certain prescribed rites are followed after death; priest may tie thread around neck or wrist to signify blessing; family will wash the body; are particular about who touches their dead; bodies are to be cremated


Organ donation and transplantation—No religious laws prohibiting donation; individual decision






	



Many dietary restrictions


Eating meat is forbidden






	



With an amputation, loss of a limb is believed to represent sins committed in previous life


Accept most modern medical practices; some belief in faith healing


Spiritual item—Person may wear a thread around wrist or body; do not remove it


Family, community members, and priest are supportive visitors











	Islam (Muslim/Moslem)






	



Birth—At birth, the first words said to the infant in his or her right ear are Allah-o-Akbar (Allah is great), and the remainder of the Call for Prayer is recited; an Aqeeqa (party) to celebrate the birth of the child is arranged by the parents; male children are circumcised


Death—At the time of death, specific rituals (e.g., bathing, wrapping the body in cloth) must be done by same-sex Muslim; before moving and handling the body, it is preferable to contact someone from the person’s mosque or the local Islamic Society to perform these rituals


Organ donation and transplantation—Individual decides






	



Prohibit all pork products and alcohol


Fasting is practiced during the ninth month of the Islamic year (Ramadan)






	



Believers are encouraged in the Qu’ran to seek treatment; it is taught that only Allah cures; however, Muslims are taught not to refuse treatment in the belief that Allah will take care of them because he also chooses at times to work through the efforts of humans


Other practices—Right hand is used for eating; left hand is for hygiene


Family and friends are supportive visitors











	Jehovah’s Witnesses






	



Birth—No baptism


Death—No official last rites are practiced when death occurs


Organ donation and transplantation—Organ donation is forbidden






	



No tobacco; moderate alcohol permissible






	



Blood or blood products are not allowed; volume expanders are permissible if not derived from blood











	Judaism (Orthodox and Conservative)






	



Birth—No baptism


Ritual circumcision of male infants on eighth day; performed by mohel (ritual circumciser familiar with Jewish law and aseptic technique)


Death—According to tradition, during last moments of life, relatives and close friends remain with the deceased


Amputated limbs or surgically removed tissues should be made available to family for burial


Cremation not allowed


Organ donation and transplantation—A complex issue; sometimes they are practiced






	



Numerous dietary kosher laws exist; followers are allowed only meat from animals that are vegetable eaters and are ritually slaughtered; predatory fowl, shellfish, and pork are prohibited


Milk products served first can be followed by meat in a few minutes, but milk may not be consumed for several hours after eating meat


Fasting is part of Yom Kippur observance


Matzo replaces leavened bread during Passover week






	



May resist surgical procedures during Sabbath, which extends from sundown Friday until sundown Saturday


Illness is grounds for violating dietary laws


Spiritual items—Men may wear prayer shawl, yarmulke (cap) while praying


Family, friends, and rabbi are supportive visitors











	Roman Catholic






	



Birth—Infant baptism; especially urgent if poor prognosis, when it may be performed by anyone


Death—Sacrament of the Sick is performed if prognosis is poor while patient is alive


Organ donation and transplantation—Transplantation of organs is viewed by Catholics as ethically and morally acceptable to the Vatican; organ donation is viewed as an act of charity






	



Abstaining from meat is practiced on Ash Wednesday, Good Friday, and Fridays during Lent (as a rule)






	



Encourage anointing of the sick


Spiritual items—Rosary beads, crucifix


Traditional church teaching does not approve of contraceptives or abortion
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Data from Galanti G: Caring for patients from different cultures, ed 3, Philadelphia, 2004, University of Pennsylvania Press; Lipson JG, Dibble SL, Minarik PA: Culture and clinical care: a pocket guide, San Francisco, 2005, UCSF Nursing Press; Purnell LD, Paulanka BJ: Transcultural health care: a culturally competent approach, Philadelphia, 2003, FA Davis; Spector RE: Cultural diversity in health and illness, ed 6, Upper Saddle River, NJ, 2004, Pearson Prentice Hall.








Nursing Tip


Children rarely voice a need for spiritual support. Listen closely for indirect references.





Respecting these rituals is especially important during a physical examination or preparation for surgery. An important role of the nurse is to be aware of families’ spiritual needs and convey an attitude of concern for this important element of the child’s care. Religion, which offers families understanding and spiritual support, is a valuable asset to health care. Table 4-2 outlines characteristics of selected religions with beliefs that affect health care.


In some instances, the rights of the family and the responsibility of the state may be in conflict. For example, Jehovah’s Witnesses refuse blood transfusions for themselves and for their children. Parents, by law, have the primary obligation to care for and make decisions about their minor children. However, the legal principle of parens patriae says that the state has an overriding interest in the health and welfare of its citizens. Parents’ refusal of medical treatment for their child that is deemed essential can be interpreted as neglect. In addition to advocating for the child and family, the nurse’s role may include assuming the role of consultant to the staff and family regarding new, alternative methods of transfusion and, if necessary, coordinating with officials to petition juvenile or family court for temporary guardianship of the child.




















Key Points







• Culture is the pattern of assumptions, beliefs, and practices encompassing other products of human work and thoughts specific to members of an intergenerational group, community, or population.


• Nurses have a responsibility to understand the influences of culture, race, and ethnicity on the development of social and emotional relationships, childrearing practices, and attitudes toward health.


• A child’s self-concept evolves from ideas about his or her social roles.


• Primary groups are characterized by intimate contact, mutual support, and behavior constraint among members.


• Secondary groups have limited, intermittent contact; little mutual support; and no pressure for conformity.


• Culture influences a child’s self-esteem.


• Important subcultural influences on children include ethnicity, social class, occupation, schools, peers, biculture, and mass media.


• A trend that has significantly influenced the American family is increasing geographic and economic mobility.


• The demographics of the U.S. population are shifting and demonstrate more racial and ethnic diversity. As of the 2010 census, the percentage of individuals who identify as Hispanic and African American has increased.


• Socioeconomic influences play a major role in opportunities for health promotion and wellness.


• Religious practices greatly influence health promotion beliefs in families.


• A child’s physical characteristics and susceptibility to health problems are related to ethnic and cultural variations of hereditary and socioeconomic forces.


• Groups of children with greater physical and mental health problems are those living in poverty, those who are homeless, and those who have migrant families.


• Drug response, food sensitivity, disease resistance, physical characteristics, and disease states may demonstrate ethnic or cultural variations.


• Because verbal and nonverbal communication is an important cultural consideration, nurses need to acknowledge and respect their patients’ practices for productive interaction to occur.


• Cultural beliefs related to cause of illness and maintenance of health may focus on natural forces, supernatural forces, or an imbalance of forces.


• The practice of cultural humility is continual and an important concept in the nursing process. Nurses can facilitate this process by recognizing cultural differences, integrating cultural knowledge, being aware of their own beliefs and practices, and acting in a culturally appropriate manner.


• No cultural group is homogeneous; every racial and ethnic group contains great diversity.
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Learning Objectives


On completion of this chapter the reader will be able to:


• Describe major trends in growth and development.


• Explain the alterations in the major body systems that take place during the process of growth and development.


• Discuss the development and relationships of personality, cognition, language, morality, spirituality, and self-concept.


• Describe the role of play in the growth and development of children.


• Demonstrate an understanding of the role of innate and environmental factors in the physical and emotional development of children.
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Key Point Summaries


NCLEX-Style Review Questions












Growth and Development



Foundations of Growth and Development





Growth and development, usually referred to as a unit, express the sum of the numerous changes that take place during the lifetime of an individual. The entire course is a dynamic process that encompasses several interrelated dimensions:




Growth—an increase in number and size of cells as they divide and synthesize new proteins; results in increased size and weight of the whole or any of its parts


Development—a gradual change and expansion; advancement from lower to more advanced stages of complexity; the emerging and expanding of the individual’s capacities through growth, maturation, and learning


Maturation—an increase in competence and adaptability; aging; usually used to describe a qualitative change; a change in the complexity of a structure that makes it possible for that structure to begin functioning; to function at a higher level


Differentiation—processes by which early cells and structures are systematically modified and altered to achieve specific and characteristic physical and chemical properties; sometimes used to describe the trend of mass to specific; development from simple to more complex activities and functions





All of these processes are interrelated, simultaneous, and ongoing; none occurs apart from the others. The processes depend on a sequence of endocrine, genetic, constitutional, environmental, and nutritional influences (Seidel, Ball, Dains, and others, 2007). The child’s body becomes larger and more complex; the personality simultaneously expands in scope and complexity. Very simply, growth can be viewed as a quantitative change and development as a qualitative change.








Stages of Development


Most authorities in the field of child development conveniently categorize child growth and behavior into approximate age stages or in terms that describe the features of a developmental age period. The age ranges of these stages are admittedly arbitrary and because they do not take into account individual differences, cannot be applied to all children with any degree of precision. However, categorization affords a convenient means to describe the characteristics associated with the majority of children at periods when distinctive developmental changes appear and specific developmental tasks must be accomplished. (A developmental task is a set of skills and competencies peculiar to each developmental stage that children must accomplish or master to deal effectively with their environment.) It is also significant for nurses to know that there are characteristic health problems peculiar to each major phase of development. The sequence of descriptive age periods and subperiods that are used here and elaborated in subsequent chapters is listed in Box 5-1.





Box 5-1   Developmental Age Periods





Prenatal Period—Conception to Birth


Germinal—Conception to ≈2 weeks


Embryonic—2 to 8 weeks


Fetal—8 to 40 weeks (birth)


A rapid growth rate and total dependency make this one of the most crucial periods in the developmental process. The relationship between maternal health and certain manifestations in the newborn emphasizes the importance of adequate prenatal care to the health and well-being of the infant.








Infancy Period—Birth to 12 Months


Neonatal—Birth to 27 or 28 days


Infancy—1 to ≈12 months


The infancy period is one of rapid motor, cognitive, and social development. Through mutuality with the caregiver (parent), the infant establishes a basic trust in the world and the foundation for future interpersonal relationships. The critical first month of life, although part of the infancy period, is often differentiated from the remainder because of the major physical adjustments to extrauterine existence and the psychologic adjustment of the parent.








Early Childhood—1 to 6 Years


Toddler—1 to 3 years


Preschool—3 to 6 years


This period, which extends from the time children attain upright locomotion until they enter school, is characterized by intense activity and discovery. It is a time of marked physical and personality development. Motor development advances steadily. Children at this age acquire language and wider social relationships, learn role standards, gain self-control and mastery, develop increasing awareness of dependence and independence, and begin to develop a self-concept.








Middle Childhood—6 to 11 or 12 Years


Frequently referred to as the school age, this period of development is one in which the child is directed away from the family group and centered around the wider world of peer relationships. There is steady advancement in physical, mental, and social development with emphasis on developing skill competencies. Social cooperation and early moral development take on more importance with relevance for later life stages. This is a critical period in the development of a self-concept.








Later Childhood—11 to 19 Years


Prepubertal—10 to 13 years


Adolescence—13 to ≈18 years


The tumultuous period of rapid maturation and change known as adolescence is considered to be a transitional period that begins at the onset of puberty and extends to the point of entry into the adult world—usually high school graduation. Biologic and personality maturation are accompanied by physical and emotional turmoil, and there is redefining of the self-concept. In the late adolescent period, the young person begins to internalize all previously learned values and to focus on an individual, rather than a group, identity.




















Patterns of Growth and Development


There are definite and predictable patterns in growth and development that are continuous, orderly, and progressive. These patterns, or trends, are universal and basic to all human beings, but each human being accomplishes these in a manner and time unique to that individual.








Directional Trends


Growth and development proceed in regular, related directions or gradients and reflect the physical development and maturation of neuromuscular functions (Fig. 5-1). The first pattern is the cephalocaudal, or head-to-tail, direction. Whereas the head end of the organism develops first and is large and complex, the lower end is small and simple and takes shape at a later period. The physical evidence of this trend is most apparent during the period before birth, but it also applies to postnatal behavior development. Infants achieve structural control of the heads before they have control of their trunks and extremities, hold their backs erect before they stand, use their eyes before their hands, and gain control of their hands before they have control of their feet.
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FIG 5-1 Directional trends in growth.








Second, the proximodistal, or near-to-far, trend applies to the midline-to-peripheral concept. A conspicuous illustration is the early embryonic development of limb buds, which is followed by rudimentary fingers and toes. In infants, shoulder control precedes mastery of the hands, the whole hand is used as a unit before the fingers can be manipulated, and the central nervous system develops more rapidly than the peripheral nervous system.


These trends or patterns are bilateral and appear symmetric—each side develops in the same direction and at the same rate as the other. For some of the neurologic functions, this symmetry is only external because of unilateral differentiation of function at an early stage of postnatal development. For example, by the age of approximately 5 years, children have demonstrated a decided preference for the use of one hand over the other, although previously either one had been used.


The third trend, differentiation, describes development from simple operations to more complex activities and functions. From broad, global patterns of behavior, more specific, refined patterns emerge. All areas of development (physical, mental, social, and emotional) proceed in this direction. Through the process of development and differentiation, early embryonal cells with vague, undifferentiated functions progress to an immensely complex organism composed of highly specialized and diversified cells, tissues, and organs. Generalized development precedes specific or specialized development; gross, random muscle movements take place before fine muscle control.














Sequential Trends


In all dimensions of growth and development, there is a definite, predictable sequence, with each child normally passing through every stage. Children crawl before they creep, creep before they stand, and stand before they walk. Later facets of the personality are built on the early foundation of trust. The child babbles, then forms words, and finally sentences; writing emerges from scribbling.














Developmental Pace


Although development has a fixed, precise order, it does not progress at the same rate or pace. There are periods of accelerated growth and periods of decelerated growth in both total body growth and the growth of subsystems. Not all areas of development occur at the same pace. When a spurt occurs in one area such as gross motor, minimal advances may take place in language, fine motor, or social skills. After the gross motor skill has been achieved, development focus will shift to another area. The rapid growth before and after birth gradually levels off throughout early childhood. Growth is relatively slow during middle childhood, markedly increases at the beginning of adolescence, and levels off in early adulthood. Each child grows at his or her own pace. Distinct differences are observed among children as they reach developmental milestones.





Nursing Tip


Research suggests that normal growth, particularly height in infants, may occur in brief (possibly even 24-hour) bursts that punctuate long periods in which no measurable growth takes place. The researchers noted sex differences, with girls growing in length during the week they gained weight and boys growing in the week after a significant weight gain. Sex-specific growth hormone pulse patterns may coordinate body composition, weight gain, and linear growth (Lampl, Johnson, and Frongillo, 2001; Lampl, Thompson, and Frongillo, 2005). Furthermore, findings indicate a stuttering or saltatory pattern of growth that follows no regular cycle and can occur after “quiet” periods that last as long as 4 weeks. Mothers reported that their children were usually fussy and voraciously hungry a day or two before the growth spurt.

















Sensitive Periods


There are limited times during the process of growth when the organism interacts with a particular environment in a specific manner. Periods termed critical, sensitive, vulnerable, and optimal are the times in the lifetime of an organism when it is more susceptible to positive or negative influences.


The quality of interactions during these sensitive periods determines whether the effects on the organism will be beneficial or harmful. For example, physiologic maturation of the central nervous system is influenced by the adequacy and timing of contributions from the environment such as stimulation and nutrition. The first 3 months of prenatal life are sensitive periods for physical growth of fetuses.


Psychologic development also appears to have sensitive periods when an environmental event has maximal influence on the developing personality. For example, primary socialization occurs during the first year when the infant makes the initial social attachments and establishes a basic trust in the world. A warm relationship with a parent figure is fundamental to a healthy personality. The same concept might be applied to readiness for learning skills such as toilet training or reading. In these instances, there appears to be an opportune time when the skill is best learned.




















Individual Differences


Each child grows in his or her own unique and personal way. Great individual variation exists in the age at which developmental milestones are reached. The sequence is predictable; the exact timing is not. Rates of growth vary, and measurements are defined in terms of ranges to allow for individual differences. Some children are fast growers, others are moderate, and some are slower to reach maturity. Periods of fast growth, such as the pubescent growth spurt, may begin earlier or later in some children than in others. Children may grow fast or slowly during the spurt and may finish sooner or later than other children. Gender is an influential factor because girls seem to be more advanced in physiologic growth at all ages.














Biologic Growth and Physical Development


As children grow, their external dimensions change. These changes are accompanied by corresponding alterations in structure and function of internal organs and tissues that reflect the gradual acquisition of physiologic competence. Each part has its own rate of growth, which may be directly related to alterations in the size of the child (e.g., the heart rate). Skeletal muscle growth approximates whole body growth; brain, lymphoid, adrenal, and reproductive tissues follow distinct and individual patterns (Fig. 5-2). When growth deficiency has a secondary cause, such as severe illness or acute malnutrition, recovery from the illness or the establishment of an adequate diet will produce a dramatic acceleration of the growth rate that usually continues until the child’s individual growth pattern is resumed.
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FIG 5-2 Growth rates for the body as a whole and three types of tissues. Lymphoid: thymus, lymph nodes, and intestinal lymph masses. Neural: brain, dura, spinal cord, optic apparatus, and head dimensions. General: body as a whole; external dimension; and respiratory, digestive, renal, circulatory, and musculoskeletal systems (Jackson, Patterson, and Harris, 1930).














External Proportions


Variations in the growth rate of different tissues and organ systems produce significant changes in body proportions during childhood. The cephalocaudal trend of development is most evident in total body growth as indicated by these changes. During fetal development, the head is the fastest growing body part, and at 2 months of gestation, the head constitutes 50% of total body length. During infancy, growth of the trunk predominates; the legs are the most rapidly growing part during childhood; in adolescence, the trunk again elongates. In newborn infants, the lower limbs are one third the total body length but only 15% of the total body weight; in adults, the lower limbs constitute half of the total body height and 30% or more of the total body weight. As growth proceeds, the midpoint in head-to-toe measurements gradually descends from a level even with the umbilicus at birth to the level of the symphysis pubis at maturity.














Biologic Determinants of Growth and Development


The most prominent feature of childhood and adolescence is physical growth (Fig. 5-3). Throughout development, various tissues in the body undergo changes in growth, composition, and structure. In some tissues, the changes are continuous (e.g., bone growth and dentition); in others, significant alterations occur at specific stages (e.g., appearance of secondary sex characteristics). When these measurements are compared with standardized norms, a child’s developmental progress can be determined with a high degree of confidence (Table 5-1). Growth in children with Down syndrome differs from that in other children. They have slower growth velocity between 6 months and 3 years and then again in adolescence. Puberty occurs earlier, and they achieve shorter stature. This population of patients is frequent users of the health care system, often with multiple providers, and benefit from the use of the Down syndrome growth chart to monitor their growth (Cronk, Crocker, Pueschel, and others, 1988; Myrelid, Gustafsson, Ollars, and others, 2002).




TABLE 5-1


GENERAL TRENDS IN HEIGHT AND WEIGHT GAIN DURING CHILDHOOD










	AGE GROUP

	WEIGHT*


	HEIGHT*











	Infants






	Birth–6 months

	Weekly gain—140–200 g (5–7 oz)

	Monthly gain—2.5 cm (1 inch)






	Birth weight doubles by end of first 4–7 months†







	6–12 months

	Weight gain—85–140 g (3–5 ounces)
Birth weight triples by end of first year

	Monthly gain—1.25 cm (0.5 inch)






	Birth length increases by ≈50% by end of first year






	Toddlers

	Birth weight quadruples by age 2.5 years

	Height at age 2 years is ≈50% of eventual adult height






	Gain during second year—about 12 cm (4.7 inches)






	Gain during third year—about 6–8 cm (2.4–3.1 inches)






	Preschoolers

	Yearly gain—2–3 kg (4.5–6.5 pounds)

	Birth length doubles by age 4 years






	Yearly gain—5–7.5 cm (2–3 inches)






	School-age children

	Yearly gain—2–3 kg (4.5–6.5 pounds)

	Yearly gain after age 7 years—5 cm (2 inches)






	 

	 

	Birth length triples by about age 13 years






	Pubertal growth spurt






	Females—10–14 years

	Weight gain—7–25 kg (15.5–55 pounds)
Mean—17.5 kg (38.5 pounds)

	Height gain—5–25 cm (2–10 inches); ≈95% of mature height achieved by onset of menarche or skeletal age of 13 years






	Mean—20.5 cm (8 inches)






	Males—11–16 years

	Weight gain—7–30 kg (15.5–66 pounds)
Mean—23.7 kg (52.2 pounds)

	Height gain—10–30 cm (4–12 inches); ≈95% of mature height achieved by skeletal age of 15 years






	Mean—27.5 cm (11 inches)
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*Yearly height and weight gains for each age group represent averaged estimates from a variety of sources.


†Jung and Czajka-Narins, 1985.
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FIG 5-3 Changes in body proportions occur dramatically during childhood.








Linear growth, or height, occurs almost entirely as a result of skeletal growth and is considered a stable measurement of general growth. Growth in height is not uniform throughout life but ceases when maturation of the skeleton is complete. The maximum rate of growth in length occurs before birth, but newborns continue to grow at a rapid, although slower, rate.





Nursing Tip


Double the child’s height at the age of 2 years to estimate how tall he or she may be as an adult.





At birth, weight is more variable than height and is, to a greater extent, a reflection of the intrauterine environment. The average newborn weighs from 3175 to 3400 g (7–7.5 pounds). In general, the birth weight doubles by 4 to 7 months of age and triples by the end of the first year. By the age of 2 to 2.5 years, the birth weight usually quadruples. After this point, the “normal” rate of weight gain, just as the growth in height, assumes a steady annual increase of approximately 2 to 2.75 kg (4.4–6 pounds) per year until the adolescent growth spurt.


Both bone age determinants and state of dentition are used as indicators of development. Because both are discussed elsewhere, neither is elaborated here (see next section for bone age; see also Chapters 10 and 12 for dentition).














Skeletal Growth and Maturation


The most accurate measure of general development is skeletal or bone age, the radiologic determination of osseous maturation. Skeletal age appears to correlate more closely with other measures of physiologic maturity (e.g., onset of menarche) than with chronologic age or height. Bone age is determined by comparing the mineralization of ossification centers and advancing bony form to age-related standards.


Bone formation begins during the second month of fetal life when calcium salts are deposited in the intercellular substance (matrix) to form calcified cartilage first and then true bone. Bone formation exhibits some differences. In small bones, the bone continues to form in the center, and cartilage continues to be laid down on the surfaces. In long bones, the ossification begins in the diaphysis (the long central portion of the bone) and continues in the epiphysis (the end portions of the bone). Between the diaphysis and the epiphysis, an epiphyseal cartilage plate (or growth plate) unites with the diaphysis by columns of spongy tissue, the metaphysis. Active growth in length takes place in the epiphyseal growth plate. Interference with this growth site by trauma or infection can result in deformity.


The first centers of ossification appear in 2-month-old embryos, and at birth, the number is approximately 400, about half the number at maturity. New centers appear at regular intervals during the growth period and provide the basis for assessment of bone age. Postnatally, the earliest centers to appear (at 5–6 months of age) are those of the capitate and hamate bones in the wrist. Therefore, radiographs of the hand and wrist provide the most useful areas for screening to determine skeletal age, especially before age 6 years. These centers appear earlier in girls than in boys.


Nurses must understand that the growing bones of children possess many unique characteristics. Bone fractures occurring at the growth plate may be difficult to discover and may significantly affect subsequent growth and development (Urbanski and Hanlon, 1996). Factors that may influence skeletal muscle injury rates and types in children and adolescents include (Caine, DiFiori, and Maffulli, 2006; Kaczander, 1997):




• Less protective sports equipment for children


• Less emphasis on conditioning, especially flexibility


• In adolescents, fractures that are more common than ligamentous ruptures because of the rapid growth rate of the physeal (segment of tubular bone that is concerned mainly with growth) zone of hypertrophy

















Neurologic Maturation


In contrast to other body tissues, which grow rapidly after birth, the nervous system grows proportionately more rapidly before birth. Two periods of rapid brain cell growth occur during fetal life, a dramatic increase in the number of neurons between 15 and 20 weeks of gestation and another increase at 30 weeks, which extends to 1 year of age. The rapid growth of infancy continues during early childhood and then slows to a more gradual rate during later childhood and adolescence.


Postnatal growth consists of increasing the amount of cytoplasm around the nuclei of existing cells, increasing the number and intricacy of communications with other cells, and advancing their peripheral axons to keep pace with expanding body dimensions. This allows for increasingly complex movement and behavior. Neurophysiologic changes also provide the foundation for language, learning, and behavior development. Neurologic or electroencephalographic development is sometimes used as an indicator of maturational age in the early weeks of life.














Lymphoid Tissues


Lymphoid tissues contained in the lymph nodes, thymus, spleen, tonsils, adenoids, and blood lymphocytes follow a growth pattern unlike that of other body tissues. These tissues are small in relation to total body size, but they are well developed at birth. They increase rapidly to reach adult dimensions by 6 years of age and continue to grow. At about age 10 to 12 years, they reach a maximum development that is approximately twice their adult size. This is followed by a rapid decline to stable adult dimensions by the end of adolescence.














Development of Organ Systems


All tissues and organ systems undergo changes during development. Some are striking; others are subtle. Many have implications for assessment and care. Because the major importance of these changes relates to their dysfunction, the developmental characteristics of various systems and organs are discussed throughout the book as they relate to these areas. Physical characteristics and physiologic changes that vary with age are included in age-group descriptions.




















Physiologic Changes


Physiologic changes that take place in all organs and systems are discussed as they relate to dysfunction. Other changes such as pulse and respiratory rates and blood pressure are an integral part of physical assessment (see Chapter 6). In addition, there are changes in basic functions, including metabolism, temperature, and patterns of sleep and rest.








Metabolism


The rate of metabolism when the body is at rest (basal metabolic rate, or BMR) demonstrates a distinctive change throughout childhood. Highest in newborn infants, the BMR closely relates to the proportion of surface area to body mass, which changes as the body increases in size. In both sexes, the proportion decreases progressively to maturity. The BMR is slightly higher in boys at all ages and further increases during pubescence over that in girls.


The rate of metabolism determines the caloric requirements of the child. The basal energy requirement of infants is about 108 kcal/kg of body weight and decreases to 40 to 45 kcal/kg at maturity. Water requirements throughout life remain at approximately 1.5 ml/calorie of energy expended. Children’s energy needs vary considerably at different ages and with changing circumstances. The energy requirement to build tissue steadily decreases with age following the general growth curve; however, energy needs vary with the individual child and may be considerably higher. For short periods (e.g., during strenuous exercise) and more prolonged periods (e.g., illness), the needs can be very high.





Nursing Tip


Each degree of fever increases the basal metabolism 10%, with a correspondingly increased fluid requirement.

















Temperature


Body temperature, reflecting metabolism, decreases over the course of development (see inside back cover). Thermoregulation is one of the most important adaptation responses of infants during the transition from intrauterine to extrauterine life. In healthy neonates, hypothermia can result in several negative metabolic consequences such as hypoglycemia, elevated bilirubin levels, and metabolic acidosis. Skin-to-skin care, also referred to as kangaroo care, is an effective way to prevent neonatal hypothermia in infants. Unclothed, diapered infants are placed on the parent’s bare chest after birth, promoting thermoregulation and attachment (Galligan, 2006). After the unstable regulatory ability in the neonatal period, heat production steadily declines as the infant grows into childhood. Individual differences of 0.5° F to 1° F are normal, and occasionally a child normally displays an unusually high or low temperature. Beginning at approximately 12 years of age, girls display a temperature that remains relatively stable, but the temperature in boys continues to fall for a few more years. Females maintain a temperature slightly above that of males throughout life.


Even with improved temperature regulation, infants and young children are highly susceptible to temperature fluctuations. Body temperature responds to changes in environmental temperature and is increased with active exercise, crying, and emotional stress. Infections can cause a higher and more rapid temperature increase in infants and young children than in older children. In relation to body weight, an infant produces more heat per unit than adolescents. Consequently, during active play or when heavily clothed, an infant or small child is likely to become overheated.














Sleep and Rest


Sleep, a protective function in all organisms, allows for repair and recovery of tissues after activity. As in most aspects of development, there is wide variation among individual children in the amount and distribution of sleep at various ages. As children mature, there is a change in the total time they spend in sleep and the amount of time they spend in deep sleep.


Newborn infants sleep much of the time that is not occupied with feeding and other aspects of their care. As infants grow older, the total time spent in sleep gradually decreases, they remain awake for longer periods, and they sleep longer at night. For example, the length of a sleep cycle increases from approximately 50 to 60 minutes in newborn infants to approximately 90 minutes in adolescents (Anders, Sadeh, and Appareddy, 2005). During the latter part of the first year, most children sleep through the night and take one or two naps during the day. By the time they are 12 to 18 months old, most children have eliminated the second nap. After age 3 years, children have usually given up daytime naps except in cultures in which an afternoon nap or siesta is customary. Sleep time declines slightly from ages 4 to 10 years and then increases somewhat during the pubertal growth spurt.


The quality of sleep changes as children mature. As children develop through adolescence, their need for sleep does not decline, but their opportunity for sleep may be affected by social, activity, and academic schedules. The time spent in deep, restful sleep increases from 50% in infancy to 80% in older children.




















Nutrition


Nutrition is probably the single most important influence on growth. Dietary factors regulate growth at all stages of development, and their effects are exerted in numerous and complex ways. During the rapid prenatal growth period, poor nutrition may influence development from the time of implantation of the ovum until birth. During infancy and childhood, the demand for calories is relatively great, as evidenced by the rapid increase in both height and weight. At this time, protein and caloric requirements are higher than at almost any period of postnatal development. As the growth rate slows, with its concomitant decrease in metabolism, there is a corresponding reduction in caloric and protein requirements.


Growth is uneven during the periods of childhood between infancy and adolescence, when there are plateaus and small growth spurts. Children’s appetites fluctuate in response to these variations until the turbulent growth spurt of adolescence, when adequate nutrition is extremely important but may be subjected to numerous emotional influences. Adequate nutrition is closely related to good health throughout life, and an overall improvement in nourishment is evidenced by the gradual increase in size and early maturation of children in this century (see Community Focus box).
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Healthy Food Choices


Current research indicates that new lower fat recipes in school lunch programs are well accepted by children (Matvienko, 2007). However, less-healthy foods are still more readily available than more-healthy foods in our nation’s schools (Delva, O’Malley, and Johnston, 2007).

















Temperament


Temperament is defined as “the manner of thinking, behaving, or reacting characteristic of an individual” (Chess and Thomas, 1999) and refers to the way in which a person deals with life. From the time of birth, children exhibit marked individual differences in the way they respond to their environment and the way others, particularly the parents, respond to them and their needs. A genetic basis has been suggested for some differences in temperament. Nine characteristics of temperament have been identified through interviews with parents (Box 5-2). Temperament refers to behavioral tendencies, not to discrete behavioral acts. There are no implications of good or bad. Most children can be placed into one of three common categories based on their overall pattern of temperamental attributes:





Box 5-2   Attributes of Temperament


Activity—Level of physical motion during activity such as sleep, eating, play, dressing, and bathing


Rhythmicity—Regularity in the timing of physiologic functions such as hunger, sleep, and elimination


Approach-withdrawal—Nature of initial responses to a new stimulus such as people, situations, places, foods, toys, and procedures. (Approach responses are positive and are displayed by activity or expression; withdrawal responses are negative expressions or behaviors.)


Adaptability—Ease or difficulty with which the child adapts or adjusts to new or altered situations


Threshold of responsiveness (sensory threshold)—Amount of stimulation, such as sounds or light, required to evoke a response in the child


Intensity of reaction—Energy level of the child’s reactions regardless of quality or direction


Mood—Amount of pleasant, happy, friendly behavior compared with unpleasant, unhappy, crying, unfriendly behavior exhibited by the child in various situations


Distractibility—Ease with which a child’s attention or direction of behavior can be diverted by external stimuli


Attention span and persistence—Length of time a child pursues a given activity (attention) and the continuation of an activity despite obstacles (persistence)







The easy child—Easygoing children are even tempered, are regular and predictable in their habits, and have a positive approach to new stimuli. They are open and adaptable to change and display a mild to moderately intense mood that is typically positive. Approximately 40% of children fall into this category.


The difficult child—Difficult children are highly active, irritable, and irregular in their habits. Negative withdrawal responses are typical, and they require a more structured environment. These children adapt slowly to new routines, people, and situations. Mood expressions are usually intense and primarily negative. They exhibit frequent periods of crying, and frustration often produces violent tantrums. This group represents about 10% of children.


The slow-to-warm-up child—Slow-to-warm-up children typically react negatively and with mild intensity to new stimuli and, unless pressured, adapt slowly with repeated contact. They respond with only mild but passive resistance to novelty or changes in routine. They are inactive and moody but show only moderate irregularity in functions. Fifteen percent of children demonstrate this temperament pattern.





Thirty-five percent of children either have some, but not all, of the characteristics of one of the categories or are inconsistent in their behavioral responses. Many normal children demonstrate this wide range of behavioral patterns.








Significance of Temperament


Observations indicate that children who display the difficult or slow-to-warm-up patterns of behavior are more vulnerable to the development of behavior problems in early and middle childhood. Any child can develop behavior problems if there is dissonance between the child’s temperament and the environment. Demands for change and adaptation that are in conflict with the child’s capacities can become excessively stressful. However, authorities emphasize that it is not the temperament patterns of children that place them at risk; rather, it is the degree of fit between children and their environment, specifically their parents, that determines the degree of vulnerability. The potential for optimum development exists when environmental expectations and demands fit with the individual’s style of behavior and the parents’ ability to navigate this period (Chess and Thomas, 1999) (see Growth Failure [Failure to Thrive], Chapter 11).


Early identification of temperament provides a useful tool for caregivers in anticipating probable areas of difficulty or risk associated with development. For example, “difficult” children may be prone to colic in infancy, active children require more vigilance to prevent injury, and school entry requires different approaches for children with different temperaments.


Research indicates that irritable and unadaptable infants can raise doubts in mothers about their competence (Beck, 1996). Additional research indicates that a child’s temperament can affect parent–child interactions and can influence the parents’ self-esteem, marital harmony, mood, and overall satisfaction as parents (Carey, 1998). Studies on the relationship between temperament and the ability to perform a task successfully (mastery motivation) have found that infants with high mastery are more cooperative and less difficult (Morrow and Camp, 1996). Principles that can be used by nurses in direct patient care and in providing anticipatory guidance are listed in Box 5-3.





Box 5-3


Activities to Promote Mastery Motivation







• Encourage unobtrusive assistance during play.


• Share pleasure with infant in accomplishments.


• Don’t give immediate assistance during tasks.


• Don’t interrupt infant during tasks.


• Let infant initiate activities.


• Limit controlling feedback during play.


• Provide audio and visually responsive toys.


• Provide early kinesthetic stimulation (picking up, rocking).





From Morrow JD, Camp BW: Mastery motivation and temperament of 7-month-old infants, Pediatr Nurs 22(3):211–217, 1996.





























Development of Personality and Mental Function


Personality and cognitive skills develop in much the same manner as biologic growth—new accomplishments build on previously mastered skills. Many aspects depend on physical growth and maturation. This is not a comprehensive account of the multiple facets of personality and behavior development. Many aspects are integrated with the child’s emotional and social development in later discussion of various age groups. Table 5-2 summarizes some of the developmental theories.




TABLE 5-2


SUMMARY OF PERSONALITY, COGNITIVE, AND MORAL DEVELOPMENT THEORIES










	PSYCHOSEXUAL (FREUD)

	PSYCHOSOCIAL (ERIKSON)

	COGNITIVE (PIAGET)

	MORAL JUDGMENT (KOHLBERG)

	SPIRITUAL (FOWLER)










	I. Infancy—Birth–1 Year






	Oral

	Trust vs mistrust

	Sensorimotor (birth–2 years)

	 

	Undifferentiated






	II. Toddlerhood—1–3 Years






	Anal

	Autonomy vs shame and doubt

	Preoperational thought, preconceptual phase (transductive reasoning [e.g., specific to specific]) (2–4 years)

	Preconventional (premoral) level

	Intuitive-projective






	Punishment and obedience orientation






	III. Early Childhood—3–6 Years






	Phallic

	Initiative vs guilt

	Preoperational thought, intuitive phase (transductive reasoning) (4–7 years)

	Preconventional (premoral) level

	Mythical-literal






	Naive instrumental orientation






	IV. Middle Childhood—6–12 Years






	Latency

	Industry vs inferiority

	Concrete operations (inductive reasoning and beginning logic) (7–11 years)

	Conventional level

	Synthetic-convention






	Good-boy, nice-girl orientation






	Law-and-order orientation






	V. Adolescence—12–18 Years






	Genital

	Identity vs role confusion

	Formal operations (deductive and abstract reasoning) (11–15 years)

	Postconventional or principled level

	Individuating-reflexive






	Social-contract orientation
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Theoretic Foundations of Personality Development



Psychosexual Development (Freud)





According to Freud, all human behavior is energized by psychodynamic forces, and this psychic energy is divided among three components of personality: the id, ego, and superego (Freud, 1933). The id, the unconscious mind, is the inborn component that is driven by instincts. The id obeys the pleasure principle of immediate gratification of needs, regardless of whether the object or action can actually do so. The ego, the conscious mind, serves the reality principle. It functions as the conscious or controlling self that is able to find realistic means for gratifying the instincts while blocking the irrational thinking of the id. The superego, the conscience, functions as the moral arbitrator and represents the ideal. It is the mechanism that prevents individuals from expressing undesirable instincts that might threaten the social order.


Freud considered the sexual instincts to be significant in the development of the personality (Freud, 1964). However, he used the term psychosexual to describe any sensual pleasure. During childhood, certain regions of the body assume a prominent psychologic significance as the source of new pleasures and new conflicts gradually shifts from one part of the body to another at particular stages of development:




Oral stage (birth–1 year)—During infancy, the major source of pleasure seeking is centered on oral activities such as sucking, biting, chewing, and vocalizing. Children may prefer one of these over the others, and the preferred method of oral gratification can provide some indication of the personality they develop.


Anal stage (1–3 years)—Interest during the second year of life centers in the anal region as sphincter muscles develop and children are able to withhold or expel fecal material at will. At this stage, the climate surrounding toilet training can have lasting effects on children’s personalities.


Phallic stage (3–6 years)—During the phallic stage, the genitalia become an interesting and sensitive area of the body. Children recognize differences between the sexes and become curious about the dissimilarities. This is the period around which the controversial issues of the Oedipus and Electra complexes, penis envy, and castration anxiety are centered.


Latency period (6–12 years)—During the latency period, children elaborate on previously acquired traits and skills. Physical and psychic energy are channeled into acquisition of knowledge and vigorous play.


Genital stage (age 12 years and older)—The last significant stage begins at puberty with maturation of the reproductive system and production of sex hormones. The genital organs become the major source of sexual tensions and pleasures, but energies are also invested in forming friendships and preparing for marriage.











Psychosocial Development (Erikson)


The most widely accepted theory of personality development is that advanced by Erikson (1963). Although built on Freudian theory, it is known as psychosocial development and emphasizes a healthy personality as opposed to a pathologic approach. Erikson also uses the biologic concepts of critical periods and epigenesis, describing key conflicts or core problems that the individual strives to master during critical periods in personality development. Successful completion or mastery of each of these core conflicts is built on the satisfactory completion or mastery of the previous stage.


Each psychosocial stage has two components—the favorable and the unfavorable aspects of the core conflict—and progress to the next stage depends on resolution of this conflict. No core conflict is ever mastered completely but remains a recurrent problem throughout life. No life situation is ever secure. Each new situation presents the conflict in a new form. For example, when children who have satisfactorily achieved a sense of trust encounter a new experience (e.g., hospitalization), they must again develop a sense of trust in those responsible for their care in order to master the situation. Erikson’s life-span approach to personality development consists of eight stages; however, only the first five relating to childhood are included here:




Trust versus mistrust (birth–1 year)—The first and most important attribute to develop for a healthy personality is basic trust. Establishment of basic trust dominates the first year of life and describes all of the child’s satisfying experiences at this age. Corresponding to Freud’s oral stage, it is a time of “getting” and “taking in” through all the senses. It exists only in relation to something or someone; therefore, consistent, loving care by a mothering person is essential for development of trust. Mistrust develops when trust-promoting experiences are deficient or lacking or when basic needs are inconsistently or inadequately met. Although shreds of mistrust are sprinkled throughout the personality, from a basic trust in parents stems trust in the world, other people, and oneself. The result is faith and optimism.


Autonomy versus shame and doubt (1–3 years)—Corresponding to Freud’s anal stage, the problem of autonomy can be symbolized by the holding on and letting go of the sphincter muscles. The development of autonomy during the toddler period is centered on children’s increasing ability to control their bodies, themselves, and their environment. They want to do things for themselves using their newly acquired motor skills of walking, climbing, and manipulating and their mental powers of selecting and decision making. Much of their learning is acquired by imitating the activities and behavior of others. Negative feelings of doubt and shame arise when children are made to feel small and self-conscious, when their choices are disastrous, when others shame them, or when they are forced to be dependent in areas in which they are capable of assuming control. The favorable outcomes are self-control and willpower.


Initiative versus guilt (3–6 years)—The stage of initiative corresponds to Freud’s phallic stage and is characterized by vigorous, intrusive behavior; enterprise; and a strong imagination. Children explore the physical world with all their senses and powers (Fig. 5-4). They develop a conscience. No longer guided only by outsiders, they have an inner voice that warns and threatens. Children sometimes undertake goals or activities that are in conflict with those of parents or others, and being made to feel that their activities or imaginings are bad produces a sense of guilt. Children must learn to retain a sense of initiative without impinging on the rights and privileges of others. The lasting outcomes are direction and purpose.




[image: image]


FIG 5-4 The stage of initiative is characterized by physical activity and imagination while children explore the physical world around them.








Industry versus inferiority (6–12 years)—The stage of industry is the latency period of Freud. Having achieved the more crucial stages in personality development, children are ready to be workers and producers. They want to engage in tasks and activities that they can carry through to completion; they need and want real achievement. Children learn to compete and cooperate with others, and they learn the rules. It is a decisive period in their social relationships with others. Feelings of inadequacy and inferiority may develop if too much is expected of them or if they believe that they cannot measure up to the standards set for them by others. The ego quality developed from a sense of industry is competence.


Identity versus role confusion (12–18 years)—Corresponding to Freud’s genital period, the development of identity is characterized by rapid and marked physical changes. Previous trust in their bodies is shaken, and children become overly preoccupied with the way they appear in the eyes of others compared with their own self-concept. Adolescents struggle to fit the roles they have played and those they hope to play with the current roles and fashions adopted by their peers, to integrate their concepts and values with those of society, and to come to a decision regarding an occupation. An inability to solve the core conflict results in role confusion. The outcome of successful mastery is devotion and fidelity to others and to values and ideologies.























Theoretic Foundations of Intellectual Development


The term cognition refers to the process by which developing individuals become acquainted with the world and the objects it contains. Children are born with inherited potentials for intellectual growth, but they must develop that potential through interaction with the environment. By assimilating information through the senses, processing it, and acting on it, they come to understand relationships between objects and between themselves and their world. With cognitive development, children acquire the ability to reason abstractly, to think in a logical manner, and to organize intellectual functions or performances into higher order structures. Language, morals, and spiritual development emerge as cognitive abilities advance.








Cognitive Development (Piaget)


Cognitive development consists of age-related changes that occur in mental activities. The best-known theory regarding children’s thinking, and a more comprehensive developmental theory than those already described, was developed by the Swiss psychologist Jean Piaget (1969). According to Piaget, intelligence enables individuals to make adaptations to the environment that increase the probability of survival, and through their behavior, individuals establish and maintain equilibrium with the environment.


Piaget (1969) proposed three stages of reasoning: (1) intuitive, (2) concrete operational, and (3) formal operational. When they enter the stage of concrete logical thought at about age 7 years, children are able to make logical inferences, classify, and deal with quantitative relationships about concrete things. Not until adolescence are they able to reason abstractly with any degree of competence. Each stage is derived from and builds on the accomplishments of the previous stage in a continuous, orderly process. The course of intellectual development is both maturational and invariant and is divided into the following stages (ages are approximate):




Sensorimotor (birth–2 years)—The sensorimotor stage of intellectual development consists of six substages (see pp. 319 and 380) that are governed by sensations in which simple learning takes place. Children progress from reflex activity through simple repetitive behaviors to imitative behavior. They develop a sense of cause and effect as they direct behavior toward objects. Problem solving is primarily by trial and error. They display a high level of curiosity, experimentation, and enjoyment of novelty and begin to develop a sense of self as they are able to differentiate themselves from their environment. They become aware that objects have permanence—that an object exists even though it is no longer visible. Toward the end of the sensorimotor period, children begin to use language and representational thought.


Preoperational (2–7 years)—The predominant characteristic of the preoperational stage of intellectual development is egocentrism, which in this sense does not mean selfishness or self-centeredness, but the inability to put oneself in the place of another. Children interpret objects and events not in terms of general properties but in terms of their relationships or their use to them. They are unable to see things from any perspective other than their own; they cannot see another’s point of view, nor can they see any reason to do so (see Cognitive Development, Chapter 13).


Preoperational thinking is concrete and tangible. Children cannot reason beyond the observable, and they lack the ability to make deductions or generalizations. Thought is dominated by what they see, hear, or otherwise experience. However, they are increasingly able to use language and symbols to represent objects in their environment. Through imaginative play, questioning, and other interactions, they begin to elaborate concepts and to make simple associations between ideas. In the latter stage of this period, their reasoning is intuitive (e.g., the stars have to go to bed just as they do), and they are only beginning to deal with problems of weight, length, size, and time. Reasoning is also transductive—because two events occur together, they cause each other, or knowledge of one characteristic is transferred to another (e.g., all women with big bellies have babies).


Concrete operations (7–11 years)—At this age, thought becomes increasingly logical and coherent. Children are able to classify, sort, order, and otherwise organize facts about the world to use in problem solving. They develop a new concept of permanence—conservation (see Cognitive Development [Piaget], Chapter 16); that is, they realize that physical factors such as volume, weight, and number remain the same even though outward appearances are changed. They are able to deal with a number of different aspects of a situation simultaneously. They do not have the capacity to deal in abstraction; they solve problems in a concrete, systematic fashion based on what they can perceive. Reasoning is inductive. Through progressive changes in thought processes and relationships with others, thought becomes less self-centered. They can consider points of view other than their own. Thinking has become socialized.


Formal operations (11–15 years)—Formal operational thought is characterized by adaptability and flexibility. Adolescents can think in abstract terms, use abstract symbols, and draw logical conclusions from a set of observations. For example, they can solve the following question: If A is larger than B and B is larger than C, which symbol is the largest? (The answer is A.) They can make hypotheses and test them; they can consider abstract, theoretic, and philosophic matters. Although they may confuse the ideal with the practical, most contradictions in the world can be dealt with and resolved.

















Language Development


Children are born with the mechanism and capacity to develop speech and language skills. However, they do not speak spontaneously. The environment must provide a means for them to acquire these skills. Speech requires intact physiologic structure and function (including respiratory, auditory, and cerebral) plus intelligence, a need to communicate, and stimulation.


The rate of speech development varies from child to child and is directly related to neurologic competence and cognitive development. Gesture precedes speech, and in this way, a small child communicates satisfactorily. As speech develops, gesture recedes but never disappears entirely. Research suggests that infants can learn sign language before vocal language and that it may enhance the development of vocal language (Thompson, Cotner-Bichelman, McKerchar, and others, 2007). At all stages of language development, children’s comprehension vocabulary (what they understand) is greater than their expressed vocabulary (what they can say), and this development reflects a continuing process of modification that involves both the acquisition of new words and the expanding and refining of word meanings previously learned. By the time they begin to walk, children are able to attach names to objects and persons.


The first parts of speech used are nouns, sometimes verbs (e.g., “go”), and combination words (e.g., “bye-bye”). Responses are usually structurally incomplete during the toddler period, although the meaning is clear. Next they begin to use adjectives and adverbs to qualify nouns followed by adverbs to qualify nouns and verbs. Later, pronouns and gender words are added (e.g., “he” and “she”). By the time children enter school, they are able to use simple, structurally complete sentences that average five to seven words.














Moral Development (Kohlberg)


Children also acquire moral reasoning in a developmental sequence. Moral development, as described by Kohlberg (1968), is based on cognitive developmental theory and consists of the following three major levels, each of which has two stages:




Preconventional level—The preconventional level of moral development parallels the preoperational level of cognitive development and intuitive thought. Culturally oriented to the labels of good/bad and right/wrong, children integrate these in terms of the physical or pleasurable consequences of their actions. At first, children determine the goodness or badness of an action in terms of its consequences. They avoid punishment and obey without question those who have the power to determine and enforce the rules and labels. They have no concept of the basic moral order that supports these consequences. Later, children determine that the right behavior consists of that which satisfies their own needs (and sometimes the needs of others). Although elements of fairness, give and take, and equal sharing are evident, they are interpreted in a practical, concrete manner without loyalty, gratitude, or justice.


Conventional level—At the conventional stage, children are concerned with conformity and loyalty. They value the maintenance of family, group, or national expectations regardless of consequences. Behavior that meets with approval and pleases or helps others is considered good. One earns approval by being “nice.” Obeying the rules, doing one’s duty, showing respect for authority, and maintaining the social order are the correct behaviors. This level is correlated with the stage of concrete operations in cognitive development.


Postconventional, autonomous, or principled level—At the postconventional level, the individual has reached the cognitive stage of formal operations. Correct behavior tends to be defined in terms of general individual rights and standards that have been examined and agreed on by the entire society. Although procedural rules for reaching consensus become important, with emphasis on the legal point of view, there is also emphasis on the possibility for changing law in terms of societal needs and rational considerations.





The most advanced level of moral development is one in which self-chosen ethical principles guide decisions of conscience. These are abstract and ethical but universal principles of justice and human rights with respect for the dignity of persons as individuals. It is believed that few persons reach this stage of moral reasoning.














Spiritual Development (Fowler)


Spiritual beliefs are closely related to the moral and ethical portion of the child’s self-concept and, as such, must be considered as part of the child’s basic needs assessment. Children need to have meaning, purpose, and hope in their lives. Also, the need for confession and forgiveness is present, even in very young children. Extending beyond religion (an organized set of beliefs and practices), spirituality affects the whole person, including the mind, body, and spirit. Fowler (1981) has identified seven stages in the development of faith, many of which are closely associated with and parallel cognitive and psychosocial development in childhood:




Stage 0: Undifferentiated—This stage of development encompasses the period of infancy during which children have no concept of right or wrong, no beliefs, and no convictions to guide their behavior. However, the beginnings of a faith are established with the development of basic trust through their relationships with the primary caregiver.


Stage 1: Intuitive-projective—Toddlerhood is primarily a time of imitating the behavior of others. Children imitate the religious gestures and behaviors of others without comprehending any meaning or significance to the activities. During the preschool years, children assimilate some of the values and beliefs of their parents. Parental attitudes toward moral codes and religious beliefs convey to children what they consider to be good and bad. Children still imitate behavior at this age and follow parental beliefs as part of their daily lives rather than through an understanding of their basic concepts.


Stage 2: Mythical-literal—Through the school-age years, spiritual development parallels cognitive development and is closely related to children’s experiences and social interaction. Most children have a strong interest in religion during the school-age years. They accept the existence of a deity, and petitions to an omnipotent being are important and expected to be answered; good behavior is rewarded, and bad behavior is punished. Their developing conscience bothers them when they disobey. They have a reverence for thoughts and matters and are able to articulate their faith. They may even question the validity of their faith.


Stage 3: Synthetic-convention—As children approach adolescence, however, they become increasingly aware of spiritual disappointments. They recognize that prayers are not always answered (at least on their own terms) and may begin to abandon or modify some religious practices. They begin to reason, to question some of the established parental religious standards, and to drop or modify some religious practices.


Stage 4: Individuating-reflexive—Adolescents become more skeptical and begin to compare the religious standards of their parents with those of others. They attempt to determine which standards to adopt and incorporate into their own set of values. They also begin to compare religious standards with the scientific viewpoint. It is a time of searching rather than reaching. Adolescents are uncertain about many religious ideas but will not achieve profound insights until late adolescence or early adulthood.























Development of Self-Concept


Self-concept is how an individual describes him- or herself. The term self-concept includes all of the notions, beliefs, and convictions that constitute an individual’s self-knowledge and that influence that individual’s relationships with others. It is not present at birth but develops gradually as a result of unique experiences within the self, significant others, and the realities of the world. However, an individual’s self-concept may or may not reflect reality.


In infancy, the self-concept is primarily an awareness of one’s independent existence learned in part as a result of social contacts and experiences with others. The process becomes more active during toddlerhood as children explore the limits of their capacities and the nature of their impact on others. School-age children are more aware of differences among people, are more sensitive to social pressures, and become more preoccupied with issues of self-criticism and self-evaluation. During early adolescence, children focus more on physical and emotional changes taking place and on peer acceptance. Self-concept is crystallized during later adolescence as young people organize their self-concept around a set of values, goals, and competencies acquired throughout childhood.








Body Image


A vital component of self-concept, body image refers to the subjective concepts and attitudes that individuals have toward their own bodies. It consists of the physiologic (the perception of one’s physical characteristics), psychologic (values and attitudes toward the body, abilities, and ideals), and social nature of one’s image of self (the self in relation to others). All three of the components interrelate with one another. Body image is a complex phenomenon that evolves and changes during the process of growth and development. Any actual or perceived deviation from the “norm” (no matter how this is interpreted) is cause for concern. The extent to which a characteristic, defect, or disease affects children’s body image is influenced by the attitudes and behavior of those around them.


The significant others in their lives exert the most important and meaningful impact on children’s body image. Labels that are attached to them (e.g., “skinny,” “pretty,” or “fat”) or body parts (e.g., “ugly mole,” “bug eyes,” or “yucky skin”) are incorporated into the body image. Because they lack the understanding of deviations from the physical standard or norm, children notice prominent differences in others and unwittingly make rude or cruel remarks about such minor deviations as large or widely spaced front teeth, large or small eyes, moles, or extreme variations in height.


Infants receive input about their bodies through self-exploration and sensory stimulation from others. As they begin to manipulate their environment, they become aware of their bodies as separate from others. Toddlers learn to identify the various parts of their bodies and are able to use symbols to represent objects. Preschoolers become aware of the wholeness of their bodies and discover the genitalia. Exploration of the genitalia and the discovery of differences between the sexes become important. At this age, children have only a vague concept of internal organs and function (Stuart and Laraia, 2000).


School-age children begin to learn about internal body structure and function and become aware of differences in body size and configuration. They are highly influenced by the cultural norms of society and current fads. Children whose bodies deviate from the norm are often criticized or ridiculed. Adolescence is the age when children become most concerned about the physical self. The unfamiliar body changes, and the new physical self must be integrated into the self-concept. Adolescents face conflicts over what they see and what they visualize as the ideal body structure. Body image formation during adolescence is a crucial element in the shaping of identity, the psychosocial crisis of adolescence.














Self-Esteem


Self-esteem is the value that an individual places on oneself and refers to an overall evaluation of oneself (Willoughby, King, and Polatajko, 1996). Whereas self-esteem is described as the affective component of the self, self-concept is the cognitive component; however, the two terms are almost indistinguishable and are often used interchangeably.


The term self-esteem refers to a personal, subjective judgment of one’s worthiness derived from and influenced by the social groups in the immediate environment and individuals’ perceptions of how they are valued by others. Self-esteem changes with development. Highly egocentric toddlers are unaware of any difference between competence and social approval. On the other hand, preschool and early school-age children are increasingly aware of the discrepancy between their competencies and the abilities of more advanced children. Being accepted by adults and peers outside the family group becomes more important to them. Positive feedback enhances their self-esteem; they are vulnerable to feelings of worthlessness and are anxious about failure.


As children’s competencies increase and they develop meaningful relationships, their self-esteem rises. Their self-esteem is again at risk during early adolescence when they are defining an identity and sense of self in the context of their peer group. Unless children are continually made to feel incompetent and of little worth, a decrease in self-esteem during vulnerable times is only temporary. Children assess the following aspects of themselves in forming an overall evaluation of their self-esteem (Sieving and Zirbel-Donisch, 1990):




Competence—How adequate are my cognitive, physical, and social skills?


Sense of control—How well can I complete tasks needed to produce desired actions? Is someone or something specific versus luck or chance responsible for my successes and failures?


Moral worth—How closely do my actions and behaviors meet moral standards that have been set?


Worthiness of love and acceptance—How worthy am I of love and acceptance from parents, other significant adults, siblings, and peers?





Factors that influence the formation of a child’s self-esteem include (1) the child’s temperament and personality, (2) abilities and opportunities available to accomplish age-appropriate developmental tasks, (3) how significant others interact with the child, and (4) social roles assumed and the expectations of these roles (see also Psychosocial History, Chapter 6).


























Role of Play in Development


Through the universal medium of play, children learn what no one can teach them. They learn about their world and how to deal with this environment of objects, time, space, structure, and people. They learn about themselves operating within that environment—what they can do, how to relate to things and situations, and how to adapt themselves to the demands society makes on them. Play is the work of children. In play, children continually practice the complicated, stressful processes of living, communicating, and achieving satisfactory relationships with other people.








Classification of Play


From a developmental point of view, patterns of children’s play can be categorized according to content and social character. In both there is an additive effect; each builds on past accomplishments, and some element of each is maintained throughout life. At each stage in development, the new predominates.














Content of Play


The content of play involves primarily the physical aspects of play, although social relationships cannot be ignored. The content of play follows the directional trend of the simple to the complex:




Social-affective play—Play begins with social-affective play, wherein infants take pleasure in relationships with people. As adults talk, touch, nuzzle, and in various ways elicit responses from an infant, the infant soon learns to provoke parental emotions and responses with such behaviors as smiling, cooing, or initiating games and activities. The type and intensity of the adult behavior with children vary among cultures.


Sense-pleasure play—Sense-pleasure play is a nonsocial stimulating experience that originates from without. Objects in the environment—light and color, tastes and odors, textures and consistencies—attract children’s attention, stimulate their senses, and give pleasure. Pleasurable experiences are derived from handling raw materials (water, sand, food), body motion (swinging, bouncing, rocking), and other uses of senses and abilities (smelling, humming) (Fig. 5-5).
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FIG 5-5 Children derive pleasure from handling raw materials. (Paints in this picture are nontoxic.)










Skill play—After infants have developed the ability to grasp and manipulate, they persistently demonstrate and exercise their newly acquired abilities through skill play, repeating an action over and over again. The element of sense-pleasure play is often evident in the practicing of a new ability, but all too frequently, the determination to conquer the elusive skill produces pain and frustration (e.g., putting paper in and taking it out of a toy car) (Fig. 5-6).
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FIG 5-6 After infants develop new skills to grasp and manipulate, they begin to conquer new abilities such as putting paper in and taking it out of a toy car.








Unoccupied behavior—In unoccupied behavior, children are not playful but focusing their attention momentarily on anything that strikes their interest. Children daydream, fiddle with clothes or other objects, or walk aimlessly. This role differs from that of onlookers, who actively observe the activity of others.


Dramatic, or pretend, play—One of the vital elements in children’s process of identification is dramatic play, also known as symbolic or pretend play. It begins in late infancy (11–13 months) and is the predominant form of play in preschool children. After children begin to invest situations and people with meanings and to attribute affective significance to the world, they can pretend and fantasize almost anything. By acting out events of daily life, children learn and practice the roles and identities modeled by the members of their family and society. Children’s toys, replicas of the tools of society, provide a medium for learning about adult roles and activities that may be puzzling and frustrating to them. Interacting with the world is one way children get to know it. The simple, imitative, dramatic play of toddlers, such as using the telephone, driving a car, or rocking a doll, evolves into more complex, sustained dramas of preschoolers, which extend beyond common domestic matters to the wider aspects of the world and the society, such as playing police officer, storekeeper, teacher, or nurse. Older children work out elaborate themes, act out stories, and compose plays.


Games—Children in all cultures engage in games alone and with others. Solitary activity involving games begins as very small children participate in repetitive activities and progress to more complicated games that challenge their independent skills such as puzzles, solitaire, and computer or video games. Very young children participate in simple, imitative games such as pat-a-cake and peek-a-boo. Preschool children learn and enjoy formal games, beginning with ritualistic, self-sustaining games such as ring-around-a-rosy and London Bridge. With the exception of some simple board games, preschool children do not engage in competitive games. Preschoolers hate to lose and try to cheat, want to change rules, or demand exceptions and opportunities to change their moves. School-age children and adolescents enjoy competitive games, including cards, checkers, and chess, and physically active games such as baseball.

















Social Character of Play


The play interactions of infancy are between the child and an adult. Children continue to enjoy the company of adults but are increasingly able to play alone. As age advances, interaction with age-mates increases in importance and becomes an essential part of the socialization process. Through interaction, highly egocentric infants, unable to tolerate delay or interference, ultimately acquire concern for others and the ability to delay gratification or even to reject gratification at the expense of another. A pair of toddlers will engage in considerable combat because their personal needs cannot tolerate delay or compromise. By the time they reach age 5 or 6 years, children are able to arrive at compromises or make use of arbitration, usually after they have attempted but failed to gain their own way. Through continued interaction with peers and the growth of conceptual abilities and social skills, children are able to increase participation with others in the following types of play:




Onlooker play—During onlooker play, children watch what other children are doing but make no attempt to enter into the play activity. There is an active interest in observing the interaction of others but no movement toward participating. Watching an older sibling bounce a ball is a common example of the onlooker role.


Solitary play—During solitary play, children play alone with toys different from those used by other children in the same area. They enjoy the presence of other children but make no effort to get close to or speak to them. Their interest is centered on their own activity, which they pursue with no reference to the activities of the others.


Parallel play—During parallel activities, children play independently but among other children. They play with toys similar to those the children around them are using but as each child sees fit, neither influencing nor being influenced by the other children. Each plays beside, but not with, other children (Fig. 5-7). There is no group association. Parallel play is the characteristic play of toddlers, but it may also occur in other groups of any age. Individuals who are involved in a creative craft with each person separately working on an individual project are engaged in parallel play.
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FIG 5-7 Parallel play at the beach.








Associative play—In associative play, children play together and are engaged in a similar or even identical activity, but there is no organization, division of labor, leadership assignment, or mutual goal. Children borrow and lend play materials, follow each other with wagons and tricycles, and sometimes attempt to control who may or may not play in the group. Each child acts according to his or her own wishes; there is no group goal (Fig. 5-8). For example, two children play with dolls, borrowing articles of clothing from each other and engaging in similar conversation, but neither directs the other’s actions or establishes rules regarding the limits of the play session. There is a great deal of behavioral contagion: when one child initiates an activity, the entire group follows the example.
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FIG 5-8 Associative play.










Cooperative play—Cooperative play is organized, and children play in a group with other children (Fig. 5-9). They discuss and plan activities for the purposes of accomplishing an end—to make something, attain a competitive goal, dramatize situations of adult or group life, or play formal games. The group is loosely formed, but there is a marked sense of belonging or not belonging. The goal and its attainment require organization of activities, division of labor, and role playing. The leader–follower relationship is definitely established, and the activity is controlled by one or two members who assign roles and direct the activity of the others. The activity is organized to allow one child to supplement another’s function to complete the goal.
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FIG 5-9 Cooperative play.
























Functions of Play



Sensorimotor Development





Sensorimotor activity is a major component of play at all ages and is the predominant form of play in infancy. Active play is essential for muscle development and serves a useful purpose as a release for surplus energy. Through sensorimotor play, children explore the nature of the physical world. Infants gain impressions of themselves and their world through tactile, auditory, visual, and kinesthetic stimulation. Toddlers and preschoolers revel in body movement and exploration of objects in space. With increasing maturity, sensorimotor play becomes more differentiated and involved. Whereas very young children run for the sheer joy of body movement, older children incorporate or modify the motions into increasingly complex and coordinated activities such as races, games, roller skating, and bicycle riding.








Intellectual Development


Through exploration and manipulation, children learn colors, shapes, sizes, textures, and the significance of objects. They learn the significance of numbers and how to use them; they learn to associate words with objects; and they develop an understanding of abstract concepts and spatial relationships, such as up, down, under, and over. Activities such as puzzles and games help them develop problem-solving skills. Books, stories, films, and collections expand knowledge and provide enjoyment as well. Play provides a means to practice and expand language skills. Through play, children continually rehearse past experiences to assimilate them into new perceptions and relationships. Play helps children comprehend the world in which they live and distinguish between fantasy and reality.














Socialization


From very early infancy, children show interest and pleasure in the company of others. Their initial social contact is with the mothering person, but through play with other children, they learn to establish social relationships and solve the problems associated with these relationships. They learn to give and take, which is more readily learned from critical peers than from more tolerant adults. They learn the sex role that society expects them to fulfill, as well as approved patterns of behavior and deportment. Closely associated with socialization is development of moral values and ethics. Children learn right from wrong, the standards of the society, and to assume responsibility for their actions.














Creativity


In no other situation is there more opportunity to be creative than in play. Children can experiment and try out their ideas in play through every medium at their disposal, including raw materials, fantasy, and exploration. Creativity is stifled by pressure toward conformity; therefore, striving for peer approval may inhibit creative endeavors in school-age or adolescent children. Creativity is primarily a product of solitary activity, yet creative thinking is often enhanced in group settings where listening to others’ ideas stimulates further exploration of one’s own ideas. After children feel the satisfaction of creating something new and different, they transfer this creative interest to situations outside the world of play.














Self-Awareness


Beginning with active explorations of their bodies and awareness of themselves as separate from their mothers, the process of developing a self-identity is facilitated through play activities. Children learn who they are and their place in the world. They become increasingly able to regulate their own behavior, to learn what their abilities are, and to compare their abilities with those of others. Through play, children are able to test their abilities, assume and try out various roles, and learn the effects their behavior has on others. They learn the sex role that society expects them to fulfill, as well as approved patterns of behavior and deportment.














Therapeutic Value


Play is therapeutic at any age (Fig. 5-10). In play, children can express emotions and release unacceptable impulses in a socially acceptable fashion. Children are able to experiment and test fearful situations and can assume and vicariously master the roles and positions that they are unable to perform in the world of reality. Children reveal much about themselves in play. Through play, children are able to communicate to the alert observer the needs, fears, and desires that they are unable to express with their limited language skills. Throughout their play, children need the acceptance of adults and their presence to help them control aggression and to channel their destructive tendencies.
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FIG 5-10 Play is therapeutic at any age and provides a means for release of tension and stress.




















Morality


Although children learn at home and at school those behaviors considered right and wrong in the culture, the interaction with peers during play contributes significantly to their moral training. Nowhere is the enforcement of moral standards as rigid as in the play situation. If they are to be acceptable members of the group, children must adhere to the accepted codes of behavior of the culture (e.g., fairness, honesty, self-control, consideration for others). Children soon learn that their peers are less tolerant of violations than are adults and that to maintain a place in the play group, they must conform to the standards of the group (Fig. 5-11).
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FIG 5-11 Peers become increasingly important as children develop friendships outside the family group.


























Toys


The type of toys chosen by or provided for children can support and enhance children’s development in the areas just described. Although no scientific evidence shows that any toy is necessary for optimal learning, toys offer an opportunity to bring children and parents together. Research has indicated that a positive parent–child interaction can enhance early childhood brain development (American Academy of Pediatrics, 2003). Toys that are small replicas of the culture and its tools help children assimilate into their culture. Toys that require pushing, pulling, rolling, and manipulating teach them about physical properties of the items and help develop muscles and coordination. Rules and the basic elements of cooperation and organization are learned through board games.


Because they can be used in a variety of ways, raw materials with which children can exercise their own creativity and imaginations are sometimes superior to ready-made items. For example, building blocks can be used to construct a variety of structures, count, and learn shapes and sizes.




















Developmental Assessment


One of the most essential components of a complete health appraisal is assessment of developmental function. Screening procedures are designed to identify quickly and reliably children whose developmental level is below normal for their age and who therefore require further investigation. They also provide a means of recording objective measurements of present developmental function for future reference. Since the passage of Public Law 99-457, the Education of the Handicapped Act Amendments of 1986, much greater emphasis is placed on developmental assessment of children with disabilities, and nurses can play a vital role in providing this service. It is estimated that 16% of children are affected by developmental disabilities, but fewer than 30% of these children are identified before kindergarten (Wagner, Jenkins, and Smith, 2006). All the procedures discussed in this section can be administered in a variety of settings: home, school, daycare center, hospital, practitioner’s office, or clinic.








Denver II


The most widely used developmental screening tests for young children are the series of tests developed by William Frankenburg and his colleagues (1994a). The oldest and best known—the Denver Developmental Screening Test (DDST) and its revision, the DDST-R—have been revised, restandardized, and renamed the Denver II. Before administering the Denver II, the examiner should be trained by and receive certification from a master instructor who has been trained by the Denver faculty.* The Denver II differs from the DDST in items, test form, interpretation, and referral. The previous total of 105 items has been increased to 125, including an increase from 21 DDST to 39 Denver II language items. Previous items that were difficult to administer or interpret have been either modified or eliminated. Many items that were previously tested by parental report now require observation by the examiner.


Each item was evaluated to determine whether significant differences exist on the basis of sex, ethnic group, maternal education, and place of residence. Items for which clinically significant differences exist were replaced or, if retained, are discussed in the technical manual. When evaluating children delayed on one of these items, the examiner can look up norms for the subpopulations to consider whether the delay may be caused by sociocultural or environmental differences.


The items on the test form are arranged in the same format as the DDST-R. The norms for the distribution bars were updated with the new standardization data but retain the 25th, 50th, 75th, and 90th percentile divisions. The test form contains a place to rate the child’s behavioral characteristics (compliance, interest in surroundings, fearfulness, and attention span).


To determine relative areas of advancement and delay, enough items should be administered to establish the basal and ceiling levels in each sector. By scoring appropriate items as “pass,” “fail,” “refusal,” or “no opportunity” and relating such scores to the child’s age, the examiner can interpret each item as described in Box 5-4. To identify “cautions,” all items intersected by the age line are administered. To screen solely for developmental delays, only the items located totally to the left of the child’s age line are administered. Criteria for referral are based on the availability of resources in the community.





Box 5-4   Denver II Scoring





Interpretation of Denver II Scores


Advanced—Passed an item completely to the right of the age line (passed by less than 25% of children)


OK—Passed, failed, or refused an item intersected by the age line between the 25th and 75th percentiles


Caution—Failed or refused items intersected by the age line on or between the 75th and 90th percentiles


Delay—Failed an item completely to the left of the age line; refusals to the left of the age line may also be considered delays because the reason for the refusal may be inability to perform the task








Interpretation of Test


Normal—No delays and a maximum of one caution


Suspect—One or more delays or two or more cautions


Untestable—Refusals on one or more items completely to the left of the age line or on more than one item intersected by the age line in the 75th to 90th percentile area








Recommendations for Referral for Suspect and Untestable Results


Rescreen in 1 to 2 weeks to rule out temporary factors.


If rescreen is suspect or untestable, use clinical judgment based on the following: number of cautions and delays, which items are cautions and delays, rate of past development, clinical examination and history, and availability of referral resources.








Research on the Denver II’s validity and accuracy continues. One study found that it identified most children with even subtle developmental problems. However, almost half the children without developmental problems received suspect scores, resulting in a high rate of overreferrals (Glascoe, Byrne, Ashford, and others, 1992). To minimize overreferrals, a decision for referral depends not only on the results of the Denver II but also on the practitioner’s clinical judgment after considering the child’s developmental history; general health status; and social, cultural, and emotional environment, as well as the availability of local resources for diagnosis and treatment (Frankenburg, 1994a, 1994b).


Although it is not the purpose of this discussion to detail the instruction manual, some points concerning preparation, administration, and interpretation of the Denver II are important to stress. Before beginning the screening, ask whether the child was born preterm and correctly calculate the adjusted age. Up to 24 months of age, allowances are made for preterm infants by subtracting the number of weeks of missed gestation from their present age and testing them at the adjusted age. For example, a 16-week-old infant who was born 4 weeks early is tested at a 12-week adjusted age level.


Explain to the parents and child, if appropriate, that the screenings are not intelligence tests but rather are a method of showing what the child can do at a particular age. Emphasize that the child is not expected to perform each item on the test. Tell the parent before the screening begins that the results of the child’s performance will be explained after all of the items have been concluded. It is the nurse’s responsibility to properly inform the parents of any testing or screening procedure before its administration so they are fully aware of its purpose and intent.


Prepare toddlers and preschoolers for the procedure by presenting it as a game. Frequently, the Denver II is an excellent way to begin a health appraisal because it is nonthreatening, requires no painful or unfamiliar procedures, and capitalizes on the child’s natural activity of play. Because children are easily distracted, perform each item quickly and present only one toy from the kit at a time. After that toy’s purpose is concluded, such as building a tower of blocks or identifying its color, replace the toy in the bag and take out another one. Temporary factors that may interfere with the child’s performance include fatigue, illness, fear, hospitalization, separation from the parent, or general unwillingness to perform the activities. In addition, undiagnosed mental retardation, hearing loss, vision loss, or neurologic impairment or a familial pattern of slow development greatly influences the child’s performance.


After completion of the Denver II, ask the parent whether the child’s performance was typical of behavior at other times. If the parent replies affirmatively and the child’s cooperation was satisfactory, explain the results, emphasizing all successful items first, then the items the child failed but was not expected to pass, and finally the items that represent delays. If the parent replies that the child’s performance was not typical of usual behavior, it is best to defer any scoring or discussion of results, especially if the refusals yield a suspect score. In this situation, reschedule testing for a time when the child is more likely to cooperate.


In explaining a normal score, focus on how well the child performed and reinforce the parents’ efforts in satisfactorily stimulating their child. In addition to assessing the child’s present developmental level, the Denver II can be used to guide parents toward activities that are appropriate, although not necessarily expected, for the child’s age. By testing for items to the right of the age line (ones the child is not expected to perform), the examiner can identify children with advanced development, who may be gifted.


In explaining delays, carefully note the parent’s response, especially casual acceptance such as “He’ll catch up” or questions such as “Does this mean my child is retarded?” Be aware of personal anxieties during these situations and refrain from giving glib reassurances such as “I’m sure he will do better next time.” Rather, respond honestly to parents’ questions, yet with appropriate flexibility and concern, stressing the need for further developmental testing.














Denver II Prescreening Developmental Questionnaire


The Prescreening Developmental Questionnaire (PDQ II) is a further revision of the PDQ and the R-PDQ. This version uses the norms (90th and 75th percentiles) from the Denver II. The PDQ II is a parent-answered prescreen consisting of 91 questions from the Denver II, although only a subset of questions is asked for each age group. The form may need to be read to parents and caregivers who are less educated.


Four different forms are available and are selected based on age: orange (0–9 months), purple (9–24 months), cream (2–4 years), and white (4–6 years). The caregiver answers questions until (1) three “nos” are circled (they do not have to be consecutive) or (2) all the questions on both sides of the form have been answered. Scoring is based on the number of delays or cautions (see Box 5-4). Children who have no delays or cautions are considered to be developing normally. If a child has one delay or two cautions, the caregiver is provided with age-appropriate developmental activities to pursue with the child, and a rescreen with the PDQ II is done 1 month later. If on rescreening the child has one or more delays, the Denver II is administered as soon as possible. If a child has two or more delays or three or more cautions on the first screening with the PDQ II, the Denver II is administered as soon as possible.


Several additional parent report developmental screening tools meet the standards for screening test accuracy. Some of the most common include the Ages and Stages Questionnaires (ASQ), Parents’ Evaluation of Developmental Status (PEDS), Child Development Inventory, and the Pediatric Symptom Checklist. Although it is beyond the scope of this chapter to describe each screening tool, using a tool can aid the nurse in providing anticipatory guidance and appropriate referral (Wagner, Jenkins, and Smith, 2006).





















Genetic Factors That Influence Development



Overview of Genetics and Genomics





Nurses and other health care providers are increasingly faced with incorporating genetic and genomic information into their practice. In response to this need, the Consensus Panel on Genetic/Genomic Nursing Competencies was established in 2006. This independent panel of nurse leaders from clinical, research, and academic settings established essential minimal competencies necessary for nurses to deliver competent genetic- and genomic-focused nursing care. Subsequently, the American Association of Colleges of Nursing published the revised The Essentials of Baccalaureate Education for Professional Nursing Practice (2008, http://www.aacn.nche.edu/education/pdf/BaccEssentials08.pdf) and The Essentials of Master’s Education in Nursing (2011, http://www.aacn.nche.edu/education/pdf/Master’sEssentials11.pdf) both of which identified genetics and genomics as strong forces influencing the role of nurses in patient care. This brief overview identifies key terms and concepts and highlights essential genetics and genomics competencies for all nurses (2008, http://www.genome.gov/Pages/Careers/HealthProfessionalEducation/geneticscompetency.pdf).








Genes, Genetics, and Genomics


Genes are segments of DNA that specify for proteins, segments of proteins or strands of RNA necessary to control physiologic functions or characteristics. These segments are often referred to as sites or loci, indicating a physical or “geographic” location on a chromosome. Variant forms of a gene commonly occur within a population. When referring to a particular form of a gene, the term allele is used. Specific differences within a gene are called mutations if they are rare within a population or are called polymorphisms if they are found within more than 1% of a particular population. Mutations and polymorphisms can be inherited or acquired. Variant alleles caused by mutations or polymorphisms may lead to no measureable or observable differences, may cause the person to be susceptible to clinically recognizable pathology within specific environmental contexts, may cause a clinically recognized disease or disorder, or may prove advantageous within a particular environmental context. Whereas genetics is the study of individual genes and the impact of their variant forms on relatively rare single gene disorders, genomics is the study of combinations of multiple genes, their interactions with each other, the environment, and other psychosocial and cultural factors (Guttmacher and Collins, 2002).


In earlier times, human diseases were thought to be either clearly genetic or typically environmental. However, the observation that some genetic disorders are congenital (present at birth) but others are expressed later in life has led scientists to conclude that many, if not most, diseases are caused by a genetic predisposition that can be activated by an environmental trigger. Examples of such interactions are found in single-gene disorders, such as phenylketonuria (PKU) and sickle cell disease, and multifactorial conditions, such as cancer and neural tube defects (NTDs). PKU is a disorder resulting from the (genetically determined) absence of an enzyme that metabolizes the amino acid phenylalanine. However, the deleterious effects in the infant are expressed only after sufficient ingestion of phenylalanine-containing substances, such as milk (environmental trigger). Even in the case of a “classic” genetic condition, such as sickle cell disease, its acute symptoms are precipitated by certain conditions such as lowered oxygen tension, infection, or dehydration.


Cancer is another example of genetic–environment interplay and explains the difference between inherited conditions and somatic cell genetic disorders. A normal somatic cell (any body cell other than the ova and sperm) may become a cancer cell after acquiring a series of gene changes. This process is the typical “genetic” cause of cancer. In a small subset of families, a mutation in a gene normally involved in regulation of cell growth, DNA repair, or cell death (apoptosis) is transmitted through the germ cells (ova and sperm). Children who inherit the genetic mutation will have it in all of their somatic cells, making them more susceptible to subsequent genetic changes in one or more cells that may transform into cancer cells. Beyond the genetic component of cancer, there is little dispute that environmental insult, such as tobacco smoking, sun exposure, and radiation, can be carcinogenic. Such environmental triggers are capable of spontaneously creating noninherited mutations in genes that regulate cell growth and cell response to cell abnormalities that can eventually lead to malignant transformation.


Evidence is growing that genes play an important role in human susceptibility and resistance to infection even in cases with a clear environmental cause of the infectious disease. Evidence for this genetic element in resistance gained heightened recognition during the first decade of the acquired immunodeficiency (AIDS) epidemic. Researchers discovered that adults with a specific deletion in both copies of their CCR5 genes did not become infected with human immunodeficiency virus (HIV) despite repeated exposure. Later it was found that children exposed in utero to HIV typically had a significantly delayed onset of disease if at least one of their CCR5 genes had the specific mutation (Romiti, Colognesi, Cancrini, and others, 2000). Understanding the mechanism of resistance associated with CCR5 mutation led to a novel molecular therapy (Wilkin, Su, Kuritzkes, and others, 2007).














Congenital Anomalies


Embryogenesis and fetal development are an intricate and precisely timed series of events in which all parts must be properly integrated to ensure a coordinated whole. Insults during development or abnormalities in differentiation or in the proper timing of organogenesis may result in a variety of congenital anomalies. Congenital anomalies, or birth defects, occur in 2% to 4% of all live-born children and are often classified as deformations, disruptions, dysplasias, or malformations. Deformations are often caused by extrinsic mechanical forces on normally developing tissue. Club foot is an example of a deformation often caused by uterine constraint. Disruptions result from the breakdown of previously normal tissue. Congenital amputations caused by amniotic bands (fibrous strands of amnion that wrap around different body parts during development) are examples of disruption anomalies. Dysplasias result from abnormal organization of cells into a particular tissue type. Congenital abnormalities of the teeth, hair, nails, or sweat glands may be manifestations of one of the more than 100 different ectodermal dysplasia syndromes (National Foundation for Ectodermal Dysplasia, 2010). Malformations are abnormal formations of organs or body parts resulting from an abnormal developmental process. Most malformations occur before 12 weeks of gestation. Cleft lip, an example of a malformation, occurs at approximately 5 weeks of gestation when the developing embryo naturally has two clefts in the area. Normally, between 5 and 7 weeks, cells rapidly divide and migrate to fill in those clefts. If there is an abnormality in this developmental process, the embryo is left with either a unilateral or bilateral cleft lip that may also involve the palate.


The types of anomalies that can result from genetic or prenatal environmental causes can be major structural abnormalities with serious medical, surgical, or quality-of-life consequences, or they can be minor anomalies or normal variants with no serious consequences, such as a sacral dimple, an extra nipple, or a café-au-lait spot. Congenital anomalies can occur in isolation, such as congenital heart defect, or multiple anomalies may be present. A recognized pattern of anomalies resulting from a single specific cause is called a syndrome (e.g., Down syndrome, fetal alcohol syndrome). A nonrandom pattern of malformations for which a cause has not been determined is called an association (e.g., VACTERL [vertebral defects, anal atresia, cardiac defect, tracheoesophageal fistula, and renal and limb defects] association). When a single anomaly leads to a cascade of additional anomalies, the pattern of defects is referred to as a sequence. Pierre Robin sequence begins with the abnormal development of the mandible, resulting in abnormal placement of the tongue during development. The normal developmental process for the palate is prevented because the tongue obstructs the migration of the palatal shelves toward the midline, and a cleft palate remains. Consequently, infants born with Pierre Robin sequence have a recessed mandible and an abnormally placed tongue and are at risk for obstructive apnea. NTDs, cleft lip and palate, deafness, congenital heart defects, and cognitive impairment are examples of congenital malformations that can occur in isolation or as part of a syndrome, association, or sequence and can have different causes, such as single-gene or chromosome abnormalities, prenatal exposures, or multifactorial causes.














Disorders of the Intrauterine Environment


The intrauterine environment can have a profound and permanent effect on developing fetuses with or without chromosome or single-gene abnormalities. Intrauterine growth restriction, for example, can occur with many genetic syndromes, such as Down, Russell-Silver, Prader-Willi, and Turner syndromes (Rimoin, Connor, Pyeritz, and others, 2002), or it can be caused by nongenetic factors such as maternal alcohol ingestion. Placental abnormalities are increasingly being found to be the etiologic factor in neurodevelopmental disorders (e.g., cerebral palsy and cognitive impairment) that were previously attributed to asphyxia during delivery (Bos, Einspieler, Prechtl, and others, 2001).


Teratogens, agents that cause birth defects when present in the prenatal environment, account for the majority of adverse intrauterine effects not attributable to genetic factors. Types of teratogens include drugs (phenytoin [Dilantin], warfarin [Coumadin], isotretinoin [Accutane]), chemicals (ethyl alcohol, cocaine, lead), infectious agents (rubella, cytomegalovirus), physical agents (maternal ionizing radiation, hyperthermia), and metabolic agents (maternal PKU). Many of these teratogenic exposures and the resulting effects are completely preventable, such as ingestion of alcohol resulting in fetal alcohol syndrome or fetal alcohol effects, which causes severe birth defects, including cognitive impairment. The incidence of fetal alcohol syndrome is estimated at 5.2 per 10,000 live births (American Academy of Pediatrics, 2000).














Genetic Disorders


Genetic disorders can be caused by chromosome abnormalities as seen in Turner syndrome, Down syndrome, or velocardiofacial syndrome (VCFS); single-gene mutations as seen in sickle cell anemia, neurofibromatosis, or Duchenne muscular dystrophy; a combination of genetic and environmental factors as seen in NTDs or maturity-onset diabetes in the young; and mitochondrial DNA (mtDNA) mutations as seen in nonsyndromic deafness susceptibility caused by aminoglycoside sensitivity.


Both numeric and large structural abnormalities of autosomes (all chromosomes except the X and Y chromosomes) account for a variety of syndromes usually characterized by cognitive deficiencies. Nurses often note dysmorphic facial features, behavioral characteristics such as an unusual cry and poor feeding behavior, and other neurologic manifestations such as hypotonia or abnormal reflex responses, which may alert them to these and other chromosome abnormalities.


Somatic cells contain 44 autosomes (the 22 pairs of chromosomes that do not greatly influence sex determination at conception) and two sex chromosomes, XX in females and XY in males. For the purpose of cytogenetic studies, chromosomes are usually displayed in a karyotype, the laboratory-made arrangement of specially prepared chromosomes according to their size and centromere position. Numeric chromosome abnormalities occur whenever entire chromosomes are added or deleted. Down syndrome is an example of a condition caused by having an extra autosome, chromosome 21. Turner syndrome is the only example of a condition compatible with life that is caused by the absence of a chromosome. Children with Turner syndrome have one X chromosome. Chromosomes are subject to structural alterations resulting from breakage and rearrangement. A chromosome deletion occurs when chromosome breakage results in loss of the broken fragment at a chromosome’s terminal end or within the chromosome. Some structural chromosome abnormalities are too small to reliably visualize under a light microscope but are still clinically relevant. Fragile, or weak, sites associated with expanded triplet repeats have been identified on both the autosomes and the X chromosome. A classic example is fragile X syndrome. Contiguous gene syndromes are disorders characterized by a microdeletion or microduplication of smaller chromosome segments, which may require special analysis techniques or molecular testing to detect (Bar-Shira, Rosner, Rosner, and others, 2006).


Chromosome anomalies typically affect large numbers of genes; however, a single-gene disorder is caused by an abnormality within a gene or in a gene’s regulatory region. Single-gene disorders can affect all body systems and may have mild to severe expressions. Single-gene disorders display a Mendelian pattern of dominant or recessive inheritance that was first delineated in the mid-nineteenth century by Gregor Mendel’s experiments with plants.


Mendelian inheritance laws allow for risk prediction in single-gene disorders; however, phenotypic expression may be altered by incomplete penetrance or variable expressivity of the responsible allele. An allele is said to have reduced or incomplete penetrance in a population when a proportion of persons who possess that allele do not express the phenotype. An allele is said to have variable expressivity when individuals possessing that allele display the features of the syndrome in various degrees, from mild to severe. If a person expresses even the mildest possible phenotype, the allele is penetrant in that individual.














Role of Nurses in Genetics


All nurses need to be prepared to use genetic and genomic information and technology when providing care. Nearly 50 nursing organizations endorsed essential minimum competencies necessary for nurses to deliver competent genetic and genomic focused nursing care (Consensus Panel on Genetic/Genomic Nursing Competencies, 2006). The professional practice domains include applying and integrating genetic knowledge into nursing assessment; identifying and referring clients who may benefit from genetic information or services; identifying genetics resources and services to meet clients’ needs; and providing care and support before, during, and after providing genetic information and services. Often a nurse is the first one to recognize the need for genetic evaluation by identifying an inherited disorder in a family history or by noting physical, cognitive, or behavioral abnormalities when performing a nursing assessment (Box 5-5).





Box 5-5


Pediatric Indications for Genetic Consultation





Family History







• Family history of hereditary diseases, birth defects, or developmental problems


• Family history of sudden cardiac death or early-onset cancer


• Family history of mental illness











Medical History







• Abnormal newborn screen


• Abnormal genetic test result ordered by a nongenetics professional who lacks the knowledge and experience to discuss the implications of results


• Excessive bleeding or excessive clotting


• Progressive neurologic condition


• Recurrent infection or immunodeficiency











Developmental History







• Behavioral disorders


• Cognitive impairment or autism


• Development and speech delays or loss of developmental milestones











Physical Assessment







• Major congenital anomaly


• Minor anomalies and dysmorphic features


• Growth abnormalities


• Skeletal abnormalities


• Visual or hearing problems


• Metabolic disorder (unusual odor of breath, urine, or stool)


• Sexual development abnormalities or delayed puberty


• Skin disorders or abnormalities








Parental Requests That Child be Evaluated by a Genetics Professional


Adapted from Pletcher BA, Toriello HV, Noblin SJ, and others: Indications for genetic referral: a guide for healthcare providers, Genet Med 9(6):385–389, 2007.

















Nursing Assessment: Applying and Integrating Genetic and Genomic Knowledge


Family health history is an important tool to identify individuals and families at increased risk for disease, risk factors for disease (e.g., obesity), and inheritance patterns of diseases. Because of its importance, all nurses need to be able to elicit family history information and document the collected information in pedigree format.


When eliciting a family health history, nurses should collect information about all family members within a minimum of three generations. This process usually takes 20 to 30 minutes. When possible, it is best to include both parents in the interview to elicit information about relatives on both sides of the family. Medical records, birth and death records, family Bibles, and photograph albums are helpful resources, and persons being interviewed should be instructed to bring such items if they are available. It may be necessary to consult other members of the family. The level of education and the degree of understanding vary widely among informants and influence their reliability. The informants may be reticent, particularly if they view the disorder as something to be ashamed of or in some way threatening. Sometimes true relationships may be concealed, such as adoption or misattributed paternity.


In addition to family history, nurses caring for children and families need to collect pregnancy, labor and delivery, perinatal, medical, and developmental histories. Although it is common for genetics nurses to obtain all of these histories before or during an initial genetics consultation, not all nurses are expected to obtain all of these assessment data from each patient during a pediatric visit. Electronic medical records are making it more practical to construct a comprehensive set of histories even when many health care professionals contribute only a portion of the total history.


All nurses are taught to perform physical assessments, but they are seldom taught to recognize minor anomalies and dysmorphology that may suggest a genetic disorder. Yet nurses are keen in recognizing delays in development, behavior differences, and global appearances that raise concern that a newborn, infant, child, or adolescent needs further evaluation. Although dysmorphology is beyond the scope of this chapter, readers are encouraged to review the January 2009 issue of American Journal of Medical Genetics (Carey, Cohen, Curry, and others, 2009). Drawings and photographs of normal and abnormal morphologic characteristics are provided for the head, face, and extremities together with accepted dysmorphology terminology. Nurses knowledgeable in dysmorphology are able to articulate specific concerns about a child’s appearance rather than relying on the outdated and offensive phrase “funny looking kid.” When a major anomaly is identified, nurses should raise suspicion that the child could have additional congenital anomalies. When three or more minor anomalies are identified, nurses should suspect the possibility of an underlying syndrome. However, it is important to consider the biologic parents’ physical appearance, development, and behavior when considering the relevance of the child’s combination of minor anomalies.














Identification and Referral


It is nurses’ responsibility to learn basic genetic principles, to be alert to situations in which families could benefit from genetic evaluation and counseling, to know about special services that can help manage and support affected children, and to be familiar with facilities in their areas where these services are available. In this way, nurses are able to direct individuals and families to needed services and be active participants in the genetic evaluation and counseling process. A regularly updated resource for locating genetics clinics can be found at www.genetests.org (click on Clinic Directory tab). Contact information for specific genetics professionals can be found at the following websites: geneticists, www.acmg.net (click on Find a Geneticist); genetics nurses, www.isong.org (call or e-mail office); and genetic counselors, www.nsgc.org (click on Find a Counselor). In addition, state health departments either offer services or can help identify health professionals with specialty training in genetics.


Early identification of a genetic disorder allows anticipation of associated conditions and implementation of available preventive measures and therapy to avoid potential complications and to enhance the child’s health. It may also prevent the unexpected birth of another affected child in the immediate or extended family. Nurses have an important role in identifying patients and families who have or are at risk for developing or transmitting a genetic condition (see Box 5-5). When facilitating genetics consultations, nurses should share with the genetics professional the findings in the histories they collected that triggered the consultation. Nurses can also help the referral process by determining and communicating the family’s initial concerns, their state of knowledge about the reason for referral, and their attitudes and beliefs concerning genetics.


Genetic evaluation for diagnostic purposes may occur at any point in the life span. In the newborn period, birth defects and abnormal newborn screen results are obvious reasons for referral. Beyond the newborn period, indicators for referral include metabolic disorders, developmental delays, growth delays, behavioral problems, cognitive delays, abnormal or delayed sexual development, and medical problems known to be associated with genetic diseases. For example, a preschooler with hyperactivity and autistic-like behaviors may need evaluation for fragile X syndrome, and a 17-year-old girl with primary amenorrhea and short stature should be evaluated for Turner syndrome.


With so many recent advances in genetic testing, it is not unusual for a child or adult with longstanding medical problems, including cognitive impairment, to be referred for reevaluation of his or her condition as a possible genetic disorder that might not have been diagnosable a few years earlier, such as microdeletion disorders or single-gene mutations. If a genetic diagnosis is made, the patient is usually referred back to the primary care physician with recommendations for routine management.














Providing Education, Care, and Support


Maintaining contact with the family or making a referral to a health care practice or an agency that can provide a sustained relationship is critical. It is becoming more common for genetics health care professionals to provide regular follow up and management, particularly for children with rare genetic disorders. However, some families choose not to have follow-up visits with genetic experts.


Regardless of whether families choose to receive continued care with a genetics center, clinic, or professional, nurses can help patients and families process and clarify the information they receive during a genetics visit. Misunderstanding of this information can have many causes, including cultural differences, the disparity of knowledge between the counselor and the family, and the heightened emotion surrounding genetic counseling. Family members have difficulty absorbing all of the information presented during a genetics evaluation and counseling session. Knowing this, genetics professionals write and send clinic summary letters to families. The nurse may need to help the family understand terminology in the letter, help them identify and articulate remaining questions or areas of clarification, and coach them through the process of accessing genetics health professionals to get remaining questions and concerns answered. Information often needs to be repeated several times before the family understands the content and its implications.


Nurses must assess for and address parents’ feelings of guilt about carrying “bad genes” or having “made my child sick.” Depending on the type of cytogenetic disorder, the nurse may be able to absolve the parents of guilt by explaining the random nature of segregation during both gamete formation and fertilization, and that those errors in cell division unique to the pregnancy in question are not likely to happen again and are not inherited. If the condition is a Mendelian-inherited or mitochondrial disorder, it is important to assess parents’ understanding of recurrence risk, help them understand the chances that a subsequent pregnancy will not be affected, and ensure they have been given information about their options for future children (preimplantation diagnosis, use of donor egg or sperm, prenatal diagnosis, or adoption). Families often try to reason that some unrelated event caused the abnormality (e.g., a fall, a urinary tract infection, or “one glass of wine”) before the mother was aware that she was pregnant. These misconceptions need to be assessed and dispelled.


After a genetics visit, and sometimes before the visit, parents often use the Internet to find answers to their questions. During the initial genetics evaluation, a diagnosis may not be possible. Instead, findings in medical, developmental, and family histories lead the professional to order genetic tests and other diagnostic procedures. Diagnoses under consideration are discussed briefly with the parents. Some parents are satisfied with the brief information and do not care to find out more until the actual diagnosis is established. Other parents go home and seek as much information as they can about the diagnoses under consideration. The information they find can be terrifying and overwhelming and inaccurate or misleading. Nurses can play an important role in helping parents identify reliable, accurate resources for information at whatever time they desire it. It is also important to stress that everything that is described for a genetic condition may not be relevant to their child. Before the follow-up genetics visit when test and procedure results are discussed, nurses can help parents identify and write down the questions and concerns they need addressed before leaving the clinic.


After a genetics diagnosis is made or a genetic predisposition to a delayed-onset disorder is identified, nurses need to have frequent contact with patients and families as they attempt to incorporate recommended therapies or disease-prevention strategies into their daily lives. For example, a disorder such as PKU requires conscientious diet management; therefore, it is important to make certain that the family understands and follows instructions and is able to navigate the health care system to access the essential formula and low-phenylalanine food products. An infant evaluated for cleft palate and cardiac defect and subsequently found to have VCFS requires surgical intervention for the congenital malformations. Such an infant also benefits from early intervention services and eventually an individualized education plan in school because developmental delays and eventual learning problems are common.


Initial and ongoing assessment of the family’s coping abilities, resources, and support systems is vital to determine their need for additional assistance and support. As with any family who has a child with chronic health care needs, nurses must teach the family to become the child’s advocate. Nurses can help families locate agencies and clinics specializing in a specific disorder or its consequences that can provide services (e.g., equipment, medication, and rehabilitation), educational programs, and parent support groups. Referral to local and national support groups or contact with a local family that has a child with the same condition can be helpful for new parents. Privacy and confidentiality are imperative, and both families must give permission before their contact information is given. Nurses can also be instrumental in helping parents start a support group when none is available.


Parental attachment and adjustment to the baby can be supported and facilitated by nursing interventions. Assessing the parents’ understanding of the child’s disorder and providing simple and truthful explanations can help them begin to understand their child’s health issues. Guiding the parents in recognizing their child’s cues, responses, and strengths can be helpful even for experienced parents. A caring attitude conveys the value of their child and, by extension, their value as parents. The nurse can help the parents identify their strengths as a family and identify support that is available to them.


Giving birth to and raising a child with a genetic disorder is not necessarily a lifetime burden. It is important for nurses to ask parents to describe their experience raising their child with a particular genetic condition. What has been the impact on their family? Although parents may initially experience negative outcomes, such as shock, emotional distress, and grief, families can adapt and thrive. Resources for managing stress and restoring balance in the lives of families affected by a genetic condition can help. Van Riper’s (2007) research has identified nursing interventions that can promote resilience and adaptation in families of children with Down syndrome. Van Riper’s recommendations are useful for families of children with any type of genetic disorder:




• Recognize multiple stressors, strains, and transitions in their lives (e.g., unmet family needs).


• Discuss and implement strategies for reducing family demands (e.g., setting priorities and reducing the number of outside activities family members are involved in).


• Identify and use individual, family, and community resources (e.g., humor, family flexibility, supportive extended family, respite care, local support groups, and Internet resources).


• Expand the range and efficacy of their coping strategies (e.g., increase the use of active strategies such as reframing, mobilize their ability to acquire and accept help, and decrease the use of passive appraisal).


• Encourage the use of an affirming style of family problem-solving communication (e.g., one that conveys support and caring and exerts a calming influence).





Some families do struggle after learning their child has a genetic disorder. Families may feel ashamed of a hereditary disorder and seek to blame their partner for transmitting a faulty gene or chromosome. Intrafamilial strife, hostility, and marital or couple disharmony, sometimes to the point of family disintegration, can occur. Nurses should be alert for evidence of risk factors that indicate poor adjustment (e.g., child abuse, divorce, or other maladaptive behaviors). Referral to psychosocial professionals for crisis intervention may be necessary.




















Key Points







• Growth is a change in quantity and occurs when cells divide and synthesize new proteins.


• Maturation, a qualitative change, is the aging process or an increase in competence and adaptability.


• Differentiation is a biologic description of the processes by which early cells and structures are modified and altered to achieve specific and characteristic physical and chemical properties.


• Development involves change from a lower to a more advanced stage of complexity.


• The five major developmental periods are prenatal, infancy, early childhood, middle childhood, and later childhood (pubescence and adolescence).


• Growth and development proceed in predictable patterns of direction, sequence, and pace.


• The directional trends in growth and development are cephalocaudal, proximodistal, and mass to specific.


• Physical development includes increase in height and weight and changes in body proportion, dentition, and some body tissues.


• The three broad classifications of child temperament are the easy child, the difficult child, and the slow-to-warm-up child.


• The developmental theories most widely used in explaining child growth and development are Freud’s psychosexual stages, Erikson’s stages of psychosocial development, Piaget’s stages of cognitive development, Kohlberg’s stages of moral development, and Fowler’s stages of spiritual development.


• To develop a positive self-concept, children need recognition for their achievements and the approval of others.


• Through play, children learn about their world and how to relate to objects, people, and situations.


• Play provides a means of development in the areas of sensorimotor and intellectual progress, socialization, creativity, self-awareness, and moral behavior; it serves as a means for release of tension and expression of emotions.


• Growth and development are affected by a variety of conditions and circumstances, including heredity, physiologic function, gender, disease, physical environment, nutrition, and interpersonal relationships.


• Children’s vulnerability and reaction to stress depend to a large extent on their age, coping behaviors, and support systems.


• Developmental screening tools are valuable in identifying infants and children who are at risk for developmental delays.


• Genetic mutations and polymorphisms can be inherited or acquired. Mutations are rare while polymorphisms occur in greater than 1% of a population.


• All nurses should be familiar with genetic or genomic information as it relates to the care of their patient.
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Learning Objectives


On completion of this chapter the reader will be able to:


• Identify communication strategies for interviewing parents.


• Formulate guidelines for using an interpreter.


• Identify communication strategies for communicating with children of different age groups.


• Describe four communication techniques that are useful with children.


• State the components of a complete health history.


• List three areas that are evaluated as part of nutritional assessment.


• Prepare a child for a physical examination based on his or her developmental needs.


• Perform a comprehensive physical examination in a sequence appropriate to the child’s age.


• Recognize expected normal findings for children at various ages.


• Record the physical examination according to the head-to-toe format.
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Guidelines for Communication and Interviewing


The most widely used method of communicating with parents on a professional basis is the interview process. Unlike social conversation, interviewing is a specific form of goal-directed communication. As nurses converse with children and adults, they focus on individuals to determine the kind of persons they are, their usual mode of handling problems, whether they need help, and the ways they react to counseling. Developing interviewing skills requires time and practice, but following some guiding principles can facilitate this process. An organized approach is most effective when using interviewing skills in patient teaching.









Establishing a Setting for Communication



Appropriate Introduction





Introduce yourself and ask the name of each family member who is present. Address parents or other adults by their appropriate titles, such as “Mr.” and “Mrs.,” unless they specify a preferred name. Record the preferred name on the medical record. Using formal address or their preferred names, rather than using first names or “mother” or “father,” conveys respect and regard for the parents or other caregivers (Seidel, Ball, Dains, and others, 2011).


At the beginning of the visit, include children in the interaction by asking them their names, ages, and other information. Nurses often direct all questions to adults even when children are old enough to speak for themselves. This only terminates one extremely valuable source of information: the patient. When including the child, follow the general rules for communicating with children given in the Nursing Care Guidelines box on p. 91.








Assurance of Privacy and Confidentiality


The place where the nurse conducts the interview is almost as important as the interview itself. The physical environment should allow for as much privacy as possible with distractions, such as interruptions, noise, or other visible activity, kept to a minimum. At times, it is necessary to turn off a television, radio, or cellular telephone. The environment should also have some play provision for young children to keep them occupied during the parent–nurse interview (Fig. 6-1). Parents who are constantly interrupted by their children are unable to concentrate fully and tend to give brief answers to finish the interview as quickly as possible.
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FIG 6-1 Child plays while nurse interviews parents.








Confidentiality is another essential component of the initial phase of the interview. Because the interview is usually shared with other members of the health team care or the teacher (in the case of students), be certain to inform the family of the limits regarding confidentiality. If confidentiality is a concern in a particular situation, such as when talking to a parent suspected of child abuse or a teenager contemplating suicide, deal with this directly and inform the person that in such instances, confidentiality cannot be ensured. However, the nurse judiciously protects information of a confidential nature.




















Computer Privacy and Applications in Nursing


The use of computer technology to store and retrieve health information has become widespread. The health care community is increasingly concerned about the privacy and security of this health information. Any person accessing confidential health information is charged with managing safeguards for disclosure because violations might incur civil damages.


Many institutions use computer and information applications in nursing (nursing informatics), such as electronic medical records, to record care and access information. Two important health care applications are record transmission, including facsimile (fax), electronic mail (e-mail), and telemedicine. The telemedicine application is capable of two-way video conferencing, transmission of radiographs, and clinical consultation between remote sites and centralized resources.*

















Telephone Triage and Counseling


Nurses are increasingly responsible for assessing children’s symptoms and applying clinical judgment for further medical care (triage) via telephone report. Most often, health problems are assessed and prioritized according to urgency, and nurses provide treatment via telephone services. A well-designed telephone triage program is essential for safe, prompt, and consistent-quality health care (Beaulieu and Humphreys, 2008; Marklund, Ström, Månsson, and others, 2007). Telephone triage is more than “just a phone call” because a child’s life is a high price to pay for poorly managed or incompetent telephone assessment skills. Typically, guidelines for telephone triage include asking screening questions; determining when to immediately refer to emergency medical services (dial 911); and determining when to refer to same-day appointments, appointments in 24 to 72 hours, appointments in 4 days or more, or home care (Box 6-1). Successful outcomes are based on the consistency and accuracy of the information provided. Telephone triage care management has increased access to high-quality health care services and empowered parents to participate in their children’s medical care. Consequently, patient satisfaction has significantly improved. Unnecessary emergency department and clinic visits have decreased, saving medical costs and time (with less absence from work) for families in need of health care.





Box 6-1   Telephone Triage Guidelines







Date and time


Background




• Name, age, sex


• Chronic illness


• Allergies, current medications, treatments, or recent immunizations





Chief complaint


General symptoms




• Severity


• Duration


• Other symptoms


• Pain





Systems review


Steps taken




• Advised to call emergency medical services (911)


• Advised to see practitioner


• Advised regarding home care


• Advised to call back if symptoms worsen or fail to improve











Resources for Telephone Triage Protocols







Beaulieu R, Jumphreys J: Evaluation of a telephone advice nurse in a nursing faculty managed pediatric community clinic, J Pediatr Health Care 22(3):175–181, 2008.


Marklund B, Ström M, Månsson J, and others: Computer-supported telephone nurse triage: an evaluation of medical quality and costs, J Nurs Manage 15:180–187, 2007.


Simonsen SM: Telephone assessment: guidelines for practice, ed 2, St. Louis, 2001, Mosby.






























Communicating with Families



Communicating with Parents





Although the parent and the child are separate and distinct individuals, the nurse’s relationship with the child is frequently mediated by the parent, particularly with younger children. For the most part, nurses acquire information about the child by direct observation or through communication with the parents. Usually it can be assumed that because of the close contact with the child, the parent gives reliable information. Assessing the child requires input from the child (verbal and nonverbal), information from the parent, and the nurse’s own observations of the child and interpretation of the relationship between the child and the parent. When children are old enough to be active participants in their own health maintenance, the parent becomes a collaborator in health care.








Encouraging the Parents to Talk


Interviewing parents not only offers the opportunity to determine the child’s health and developmental status but also offers information about factors that influence the child’s life. Whatever the parent sees as a problem should be a concern of the nurse. These problems are not always easy to identify. Nurses need to be alert for clues and signals by which a parent communicates worries and anxieties. Careful phrasing with broad, open-ended questions such as “What is Jimmy eating now?” provides more information than several single-answer questions, such as “Is Jimmy eating what the rest of the family eats?”


Sometimes the parent will take the lead without prompting. At other times, it may be necessary to direct another question on the basis of an observation, such as “Connie seems unhappy today” or “How do you feel when David cries?” If the parent appears to be tired or distraught, consider asking, “What do you do to relax?” or “What help do you have with the children?” A comment such as “You handle the baby very well. What kind of experience have you had with babies?” to new parents who appear comfortable with their first child gives positive reinforcement and provides an opening for questions they might have on the infant’s care. Often all that is required to keep parents talking is a nod or saying “yes” or “uh-huh.”














Directing the Focus


Directing the focus of the interview while allowing maximum freedom of expression is one of the most difficult goals in effective communication. One approach is the use of open-ended or broad questions followed by guiding statements. For example, if the parent proceeds to list the other children by name, say, “Tell me their ages, too.” If the parent continues to describe each child in depth, which is not the purpose of the interview, redirect the focus by stating, “Let’s talk about the other children later. You were beginning to tell me about Paul’s activities at school.” This approach conveys interest in the other children but focuses the assessment on the patient.














Listening and Cultural Awareness


Listening is the most important component of effective communication. When the purpose of listening is to understand the person being interviewed, it is an active process that requires concentration and attention to all aspects of the conversation—verbal, nonverbal, and abstract. Major blocks to listening are environmental distraction and premature judgment.





[image: image] Cultural Considerations


Interviewing Without Judgment


It is easy to inject one’s own attitudes and feelings into an interview. Often nurses’ own prejudices and assumptions, which may include racial, religious, and cultural stereotypes, influence their perceptions of a parent’s behavior. What the nurse may interpret as a parent’s passive hostility or lack of interest may be shyness or an expression of anxiety. For example, in Western cultures, eye contact and directness are signs of paying attention. However, in many non-Western cultures, including that of Native Americans, directness (e.g., looking someone in the eye) is considered rude. Children are taught to avert their gaze and to look down when being addressed by an adult, especially one with authority (Seidel, Ball, Dains, and others, 2011). Therefore, nurses must make judgments about “listening,” as well as verbal interactions, with an appreciation of cultural differences.





Although it is necessary to make some preliminary judgments, listen with as much objectivity as possible by clarifying meanings and attempting to see the situation from the parent’s point of view. Effective interviewers consciously control their reactions, responses, and the techniques they use (see Cultural Considerations box).


Careful listening relies on the use of clues, verbal leads, or signals from the interviewee to move along the interview. Frequent references to an area of concern, repetition of certain key words, or a special emphasis on something or someone serve as cues to the interviewer for the direction of inquiry. Concerns and anxieties are often mentioned in a casual, offhand manner. Even though they are casual, they are important and deserve careful scrutiny to identify problem areas. For example, a parent who is concerned about a child’s habit of bedwetting may casually mention that the child’s bed was “wet this morning.”














Using Silence


Silence as a response is often one of the most difficult interviewing techniques to learn. The interviewer requires a sense of confidence and comfort to allow the interviewee space in which to think without interruptions. Silence permits the interviewee to sort out thoughts and feelings and search for responses to questions. Silence can also be a cue for the interviewer to go more slowly, reexamine the approach, and not push too hard (Seidel, Ball, Dains, and others, 2011).


Sometimes it is necessary to break the silence and reopen communication. Do this in a way that encourages the person to continue talking about what is considered important. Breaking a silence by introducing a new topic or by prolonged talking essentially terminates the interviewee’s opportunity to use the silence. Suggestions for breaking the silence include statements such as: “Is there anything else you wish to say?” “I see you find it difficult to continue; how may I help?” or “I don’t know what this silence means. Perhaps there is something you would like to put into words but find difficult to say.”














Being Empathic


Empathy is the capacity to understand what another person is experiencing from within that person’s frame of reference; it is often described as the ability to put oneself in another’s shoes. The essence of empathic interaction is accurate understanding of another’s feelings (Mathiasen, 2006). Empathy differs from sympathy, which is having feelings or emotions similar to those of another person, rather than understanding those feelings (Mathiasen, 2006).














Providing Anticipatory Guidance


The ideal way to handle a situation is to deal with it before it becomes a problem. The best preventive measure is anticipatory guidance. Traditionally, anticipatory guidance focused on providing families information on normal growth and development and nurturing childrearing practices. For example, one of the most significant areas in pediatrics is injury prevention. Beginning prenatally, parents need specific instructions on home safety. Because of the child’s maturing developmental skills, parents must implement home safety changes early to minimize risks to the child.


Unprepared parents can be disturbed by many normal developmental changes, such as a toddler’s diminished appetite, negativism, altered sleeping patterns, and anxiety toward strangers. The chapters on health promotion provide nurses with information for counseling parents. However, anticipatory guidance should extend beyond giving general information during brief visits to empowering families to use the information as a means of building competence in their parenting abilities (Magar, Dabova-Missova, and Gjerdingen, 2006). To achieve this level of anticipatory guidance, the nurse should:




• Base interventions on needs identified by the family, not by the professional.


• View the family as competent or as having the ability to be competent.


• Provide opportunities for the family to achieve competence.

















Avoiding Blocks to Communication


A number of blocks to communication can adversely affect the quality of the helping relationship. The interviewer introduces many of these blocks, such as giving unrestricted advice or forming prejudged conclusions. Another type of block occurs primarily with the interviewees and concerns information overload. When individuals receive too much information or information that is overwhelming, they often demonstrate signs of increasing anxiety or decreasing attention. Such signals should alert the interviewer to give less information or to clarify what has been said. Box 6-2 lists some of the more common blocks to communication, including signs of information overload.





Box 6-2   Blocks to Communication





Communication Barriers (Nurse)







Socializing


Giving unrestricted and sometimes unasked for advice


Offering premature or inappropriate reassurance


Giving overready encouragement


Defending a situation or opinion


Using stereotyped comments or clichés


Limiting expression of emotion by asking directed, closed-ended questions


Interrupting and finishing the person’s sentence


Talking more than the interviewee


Forming prejudged conclusions


Deliberately changing the focus











Signs of Information Overload (Patient)







Long periods of silence


Wide eyes and fixed facial expression


Constant fidgeting or attempting to move away


Nervous habits (e.g., tapping, playing with hair)


Sudden interruptions (e.g., asking to go to the bathroom)


Looking around


Yawning, eyes drooping


Frequently looking at a watch or clock


Attempting to change the topic of discussion











The nurse can correct communication blocks by careful analysis of the interview process. One of the best methods for improving interviewing skills is audiotape or videotape feedback. With supervision and guidance, the interviewer can recognize the blocks and consciously avoid them.














Communicating with Families Through an Interpreter


Sometimes communication is impossible because two people speak different languages. In this case, it is necessary to obtain information through a third party, the interpreter. When using an interpreter, the nurse follows the same interviewing guidelines. Specific guidelines for using an adult interpreter are given in the Nursing Care Guidelines box.
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Using an Interpreter







• Explain to interpreter the reason for the interview and the type of questions that will be asked.


• Clarify whether a detailed or brief answer is required and whether the translated response can be general or literal.


• Introduce the interpreter to family and allow some time before the interview for them to become acquainted.


• Communicate directly with family members when asking questions to reinforce interest in them and to observe nonverbal expressions but do not ignore interpreter.


• Pose questions to elicit only one answer at a time, such as “Do you have pain?” rather than “Do you have any pain, tiredness, or loss of appetite?”


• Refrain from interrupting family members and the interpreter while they are conversing.


• Avoid commenting to the interpreter about family members because they may understand some English.


• Be aware that some medical words, such as allergy, may have no similar word in another language; avoid medical jargon whenever possible.


• Be aware that cultural differences may exist regarding views on sex, marriage, or pregnancy.


• Allow time after the interview for the interpreter to share something that he or she thought could not be said earlier; ask about the interpreter’s impression of nonverbal clues to communication and family members’ reliability or ease in revealing information.


• Arrange for the family to speak with the same interpreter on subsequent visits whenever possible.








Communicating with families through an interpreter requires sensitivity to cultural, legal, and ethical considerations (see Cultural Considerations box). For example, in some cultures, using a child as an interpreter is considered an insult to an adult because children are expected to show respect by not questioning their elders. In some cultures, class differences between the interpreter and the family may cause the family to feel intimidated and less inclined to offer information. Therefore, it is important to choose the translator carefully and provide time for the interpreter and family to establish rapport.


Legal and ethical concerns may also arise. For example, in obtaining informed consent through an interpreter, the nurse should fully inform the family of all aspects of the particular procedure to which they are consenting. Issues of confidentiality may arise when family members related to another patient are asked to interpret for the family, thus revealing sensitive information that may be shared with other families on the unit. With increased sensitivity toward patient rights and confidentiality, many institutions now require consent forms produced in the patient’s primary language.





[image: image] Cultural Considerations


Using Children as Translators


When no one else is available to translate, children within the family are often asked to assume this role. In this situation, it is important to stress literal translation of parent responses. To ensure correct translations, it may be necessary to interrupt the parent and ask the child to translate every few sentences. When using children as interpreters, ask questions directed at specific answers and assess the interpreted translation in terms of nonverbal expressions of communication. Note that some institutions prohibit or discourage the use of children as interpreters; check institutional policy for compliance.
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When using translated materials, such as a health history form, be certain the informant is literate in the foreign language.

















Communicating with Children


Although the greatest amount of verbal communication is usually carried out with the parent, do not exclude the child during the interview. Pay attention to infants and younger children through play or by occasionally directing questions or remarks to them. Include older children as active participants.


In communication with children of all ages, the nonverbal components of the communication process convey the most significant messages. It is difficult to disguise feelings, attitudes, and anxiety when relating to children. They are alert to their surroundings and attach meaning to every gesture and move that is made; this is particularly true of very young children.


Active attempts to make friends with children before they have had an opportunity to evaluate an unfamiliar person tend to increase their anxiety. Continue to talk to the child and parent but go about activities that do not involve the child directly, thus allowing the child to observe from a safe position. If the child has a special toy or doll, “talk” to the doll first. Ask simple questions, such as “Does your teddy bear have a name?” to ease the child into conversation. Other guidelines for communicating with children are in the Nursing Care Guidelines box. Specific guidelines for preparing children for procedures, a common nursing function, are provided in Chapter 22.
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Communicating with Children







• Allow children time to feel comfortable.


• Avoid sudden or rapid advances, broad smiles, extended eye contact, and other gestures that may be seen as threatening.


• Talk to the parent if the child is initially shy.


• Communicate through transition objects such as dolls, puppets, and stuffed animals before questioning a young child directly.


• Give older children the opportunity to talk without the parents present.


• Assume a position that is at eye level with the child (Fig. 6-2).




[image: image]


FIG 6-2 Nurse assumes position at child’s level.








• Speak in a quiet, unhurried, and confident voice.


• Speak clearly, be specific, and use simple words and short sentences.


• State directions and suggestions positively.


• Offer a choice only when one exists.


• Be honest with children.


• Allow children to express their concerns and fears.


• Use a variety of communication techniques.














Communication Related to Development of Thought Processes


The normal development of language and thought offers a frame of reference for communicating with children. Thought processes progress from sensorimotor to perceptual to concrete and finally to abstract, formal operations. An understanding of the typical characteristics of these stages provides the nurse with a framework to facilitate social communication (Box 6-3).





Box 6-3


Characteristics of Communicative Development in Young Children





Perlocutionary Stage (0 to 8–9 Months)







Child is reflexive to stimuli.


Child shows increasing purpose in action.











Emerging Illocutionary Stage (8–9 to 12–15 Months)







Child communicates intentionally with signals and gestures.











Conventional Illocutionary–Emerging Locutionary Stage (12–15 to 18–24 Months)







Child communicates intentionally with gestures, vocalizations, and verbalizations.








Modified from Hoge DR, Parette HP: Facilitating communicative development in young children with disabilities, Transdisc J 5(2):113–130, 1995.
















Infancy


Because they are unable to use words, infants primarily use and understand nonverbal communication. Infants communicate their needs and feelings through nonverbal behaviors and vocalizations that can be interpreted by someone who is around them for a sufficient time. Infants smile and coo when content and cry when distressed. Crying is provoked by unpleasant stimuli from inside or outside, such as hunger, pain, body restraint, or loneliness. Adults interpret this to mean that an infant needs something and consequently try to alleviate the discomfort and reduce tension. Crying (or the desire to cry) persists as a part of everyone’s communication repertoire.


Infants respond to adults’ nonverbal behaviors. They become quiet when they are cuddled, patted, or receive other forms of gentle physical contact. They receive comfort from the sound of a voice even though they do not understand the words that are spoken. Until infants reach the age at which they experience stranger anxiety, they readily respond to any firm, gentle handling and quiet, calm speech. Loud, harsh sounds and sudden movements are frightening.














Early Childhood


Children younger than 5 years of age are egocentric. They see things only in relation to themselves and from their point of view. Therefore, focus communication on them. Tell them what they can do or how they will feel. Experiences of others are of no interest to them. It is futile to use another child’s experience in an attempt to gain the cooperation of small children. Allow them to touch and examine articles they will come in contact with. A stethoscope bell will feel cold; palpating a neck might tickle. Although they have not yet acquired sufficient language skills to express their feelings and wants, toddlers can effectively use their hands to communicate ideas without words. They push an unwanted object away, pull another person to show them something, point, and cover the mouth that is saying something they do not wish to hear.


Everything is direct and concrete to small children. They are unable to work with abstractions and interpret words literally. Analogies escape them because they are unable to separate fact from fantasy. For example, they attach literal meaning to such common phrases as “two-faced,” “sticky fingers,” and “coughing your head off.” Children who are told they will get “a little stick in the arm” may not be able to envision an injection (Fig. 6-3). Therefore, avoid using a phrase that might be misinterpreted by a small child (see Table 22-1).
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FIG 6-3 A young child may take the expression “a little stick in the arm” literally.




















School-Age Years


Younger school-age children rely less on what they see and more on what they know when faced with new problems. They want explanations and reasons for everything but require no verification beyond that. They are interested in the functional aspect of all procedures, objects, and activities. They want to know why an object exists, why it is used, how it works, and the intent and purpose of its user. They need to know what is going to take place and why it is being done to them specifically. For example, to explain a procedure such as taking blood pressure (BP), show the child how squeezing the bulb pushes air into the cuff and makes the “silver” in the tube go up. Let the child operate the bulb. An explanation for the procedure might be as simple as, “I want to see how far the silver goes up when the cuff squeezes your arm.” Consequently, the child becomes an enthusiastic participant.


School-age children have a heightened concern about body integrity. Because of the special importance they place on their body, they are sensitive to anything that constitutes a threat or suggestion of injury to it. This concern extends to their possessions, so they may appear to overreact to loss or threatened loss of treasured objects. Helping children voice their concerns enables the nurse to provide reassurance and to implement activities that reduce their anxiety. For example, if a shy child dislikes being the center of attention, ignore that particular child by talking and relating to other children in the family or group. When children feel more comfortable, they will usually interject personal ideas, feelings, and interpretations of events.














Adolescence


As children move into adolescence, they fluctuate between child and adult thinking and behavior. They are riding a current that is moving them rapidly toward a maturity that may be beyond their coping ability. Therefore, when tensions rise, they may seek the security of the more familiar and comfortable expectations of childhood. Anticipating these shifts in identity allows the nurse to adjust the course of interaction to meet the needs of the moment. No single approach can be relied on consistently, and encountering cooperation, hostility, anger, bravado, and a variety of other behaviors and attitudes is common. It is as much a mistake to regard an adolescent as an adult with an adult’s wisdom and control as it is to assume that a teenager has the concerns and expectations of a child.


[image: image] Interviewing an adolescent presents some special issues. The first may be whether to talk with the adolescent alone or with the adolescent and parents together. Of course, if the parent is not there, the only question is whether to suggest to the teenager that the parents be interviewed at another time. If the parents and teenager are together, talking with the adolescent first has the advantage of immediately identifying with the young person, thus fostering the interpersonal relationship. However, talking with the parents initially may provide insight into the family relationship. In either case, give both parties an opportunity to be included in the interview. If time is limited, such as during history taking, clarify this at the onset to avoid appearing to “take sides” by talking more with one person than with the other.


[image: image] Case Study—Communicating with Adolescents


Confidentiality is of great importance when interviewing adolescents. Explain to parents and teenagers the limits of confidentiality, specifically that young persons’ disclosures will not be shared unless they indicate a need for intervention, as in the case of suicidal behavior.


Another dilemma in interviewing adolescents is that two views of a problem frequently exist—the teenager’s and the parents’. Clarification of the problem is a major task. However, providing both parties an opportunity to discuss their perceptions in an open and unbiased atmosphere can, by itself, be therapeutic. Demonstrating positive communication skills can help families communicate more effectively (see Nursing Care Guidelines box).
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Communicating with Adolescents





Build a Foundation







Spend time together.


Encourage expression of ideas and feelings.


Respect their views.


Tolerate differences.


Praise good points.


Respect their privacy.


Set a good example.











Communicate Effectively







Give undivided attention.


Listen, listen, listen.


Be courteous, calm, and open minded.


Try not to overreact. If you do, take a break.


Avoid judging or criticizing.


Avoid the “third degree” of continuous questioning.


Choose important issues when taking a stand.


After taking a stand:




• Think through all options.


• Make expectations clear.












































Communication Techniques


Nurses use a variety of verbal techniques to encourage communication. Some of these techniques are useful to pose questions or explore concerns in a less threatening manner. Others can be presented as word games, which are often well received by children. However, for many children and adults, talking about feelings is difficult, and verbal communication may be more stressful than supportive. In such instances, use several nonverbal techniques to encourage communication. Box 6-4 describes both verbal and nonverbal techniques.





Box 6-4   Creative Communication Techniques with Children





Verbal Techniques





“I” Messages







Relate a feeling about a behavior in terms of “I.”


Describe effect behavior had on the person.


Avoid use of “you.”


“You” messages are judgmental and provoke defensiveness.




Example—“You” message: “You are being uncooperative about doing your treatments.”


Example—“I” message: “I am concerned about how the treatments are going because I want to see you get better.”














Third-Person Technique







Express a feeling in terms of a third person (“he,” “she,” “they”). This is less threatening than directly asking children how they feel because it gives them an opportunity to agree or disagree without being defensive.




Example—“Sometimes when a person is sick a lot, he feels angry and sad because he cannot do what others can.” Either wait silently for a response or encourage a reply with a statement such as “Did you ever feel that way?”





This approach allows children three choices: (1) to agree and, one hopes, express how they feel; (2) to disagree; or (3) to remain silent, which means they probably have such feelings but are unable to express them at this time.











Facilitative Response







Listen carefully and reflect back to patients the feelings and content of their statements.


Responses are empathic and nonjudgmental and legitimize the person’s feelings.


Formula for facilitative responses: “You feel _________ because _________.”




Example—If child states, “I hate coming to the hospital and getting needles,” a facilitative response is, “You feel unhappy because of all the things that are done to you.”














Storytelling







Use the language of children to probe into areas of their thinking while bypassing conscious inhibitions or fears.


The simplest technique is asking children to relate a story about an event, such as “being in the hospital.”


Other approaches:




• Show children a picture of a particular event, such as a child in a hospital with other people in the room, and ask them to describe the scene.


• Cut out comic strips, remove words, and have child add statements for scenes.














Mutual Storytelling







Reveal the child’s thinking and attempt to change his or her perceptions or fears by retelling a somewhat different story (more therapeutic approach than storytelling).


Begin by asking the child to tell a story about something; then tell another story that is similar to child’s tale but with differences that help the child in problem areas.




Example—The child’s story is about going to the hospital and never seeing his or her parents again. The nurse’s story is also about a child (using different names but similar circumstances) in a hospital whose parents visit every day but in the evening after work until the child is better and goes home with them.














Bibliotherapy







Use books in a therapeutic and supportive process.


Provide children with an opportunity to explore an event that is similar to their own but sufficiently different to allow them to distance themselves from it and remain in control.


General guidelines for using bibliotherapy are:




1. Assess the child’s emotional and cognitive development in terms of readiness to understand the book’s message.


2. Be familiar with the book’s content (intended message or purpose) and the age for which it is written.


3. Read the book to the child if child is unable to read.


4. Explore the meaning of the book with the child by having the child:




• Retell the story.


• Read a special section with the nurse or parent.


• Draw a picture related to the story and discuss the drawing.


• Talk about the characters.


• Summarize the moral or meaning of the story.

















Dreams







Dreams often reveal unconscious and repressed thoughts and feelings.


Ask the child to talk about a dream or nightmare.


Explore with the child what meaning the dream could have.











“What If” Questions







Encourage child to explore potential situations and to consider different problem-solving options.




Example—“What if you got sick and had to go the hospital?” Children’s responses reveal what they know already and what they are curious about, providing an opportunity for them to learn coping skills, especially in potentially dangerous situations.














Three Wishes







Ask, “If you could have any three things in the world, what would they be?”


If the child answers, “That all my wishes come true,” ask the child for specific wishes.











Rating Game







Use some type of rating scale (numbers, sad to happy faces) to have the child rate an event or feeling.




Example—Instead of asking youngsters how they feel, ask how their day has been “on a scale of 1 to 10, with 10 being the best.”














Word Association Game







State key words and ask children to say the first word they think of when they hear the word.


Start with neutral words and then introduce more anxiety-producing words, such as “illness,” “needles,” “hospitals,” and “operation.”


Select key words that relate to some relevant event in the child’s life.











Sentence Completion







Present a partial statement and have the child complete it. Some sample statements are:




• The thing I like best (least) about school is _________.


• The best (worst) age to be is _________.


• The most (least) fun thing I ever did was _________.


• The thing I like most (least) about my parents is _________.


• The one thing I would change about my family is _________.


• If I could be anything I wanted, I would be _________.


• The thing I like most (least) about myself is _________.














Pros and Cons







Select a topic, such as “being in the hospital,” and have the child list “five good things and five bad things” about it.


This is an exceptionally valuable technique when applied to relationships, such as things family members like and dislike about each other.














Nonverbal Techniques





Writing







Writing is an alternative communication approach for older children and adults.


Specific suggestions include:




• Keep a journal or diary.


• Write down feelings or thoughts that are difficult to express.


• Write “letters” that are never mailed (a variation is making up a “pen pal” to write to).





Keep an account of the child’s progress from both a physical and an emotional viewpoint.











Drawing







Drawing is one of the most valuable forms of communication—both nonverbal (from looking at the drawing) and verbal (from the child’s story of the picture).


Children’s drawings tell a great deal about them because they are projections of their inner selves.


Spontaneous drawing involves giving child a variety of art supplies and providing the opportunity to draw.


Directed drawing involves a more specific direction, such as “draw a person” or the “three themes” approach (state three things about child and ask the child to choose one and draw a picture).








Guidelines for Evaluating Drawings







Use spontaneous drawings and evaluate more than one drawing whenever possible.


Interpret the drawings in light of other available information about child and family, including the child’s age and stage of development.


Interpret the drawings as a whole rather than focusing on specific details of the drawings.


Consider individual elements of the drawings that may be significant:




• Sex of figure drawn first—Usually relates to the child’s perception of his or her own sex role


• Size of individual figures—Expresses importance, power, or authority


• Order in which figures are drawn—Expresses priority in terms of importance


• Child’s position in relation to other family members—Expresses feelings of status or alliance


• Exclusion of a member—May denote feeling of not belonging or desire to eliminate


• Accentuated parts—Usually express concern for areas of special importance (e.g., large hands may be a sign of aggression)


• Absence of or rudimentary arms and hands—Suggest timidity, passivity, or intellectual immaturity; tiny, unstable feet may express insecurity, and hidden hands may mean guilt feelings


• Placement of drawing on the page and type of stroke—Whereas free use of paper and firm, continuous strokes express security, drawings restricted to a small area and lightly drawn in broken or wavering lines may be signs of insecurity


• Erasures, shading, or cross-hatching—Expresses ambivalence, concern, or anxiety with a particular area

















Magic







Use simple magic tricks to help establish rapport with child, encourage compliance with health interventions, and provide effective distraction during painful procedures.


Although the “magician” talks, no verbal response from the child is required.











Play







Play is the universal language and “work” of children.


It tells a great deal about children because they project their inner selves through the activity.


Spontaneous play involves giving children a variety of play materials and providing the opportunity to play.


Directed play involves a more specific direction, such as providing medical equipment or a dollhouse for focused reasons, such as exploring children’s fears of injections or exploring their family relationships.














Because of the importance of play in communicating with children, play is discussed more extensively below. Any of the verbal or nonverbal techniques can give rise to strong feelings that surface unexpectedly. Be prepared to handle them or to recognize when issues go beyond your ability to deal with them. At that point, consider an appropriate referral.








Play


Play is a universal language of children. It is one of the most important forms of communication and can be an effective technique in relating to them. The nurse can often pick up on clues about physical, intellectual, and social developmental progress from the form and complexity of a child’s play behaviors. Play requires minimum equipment or none at all. Many providers use therapeutic play to reduce the trauma of illness and hospitalization (see Chapter 22) and to prepare children for therapeutic procedures (see Chapter 22).


Because their ability to perceive precedes their ability to transmit, infants respond to activities that register on their physical senses. Patting, stroking, and other skin play convey messages. Repetitive actions, such as stretching infants’ arms out to the side while they are lying on their back and then folding the arms across the chest or raising and revolving the legs in a bicycling motion, will elicit pleasurable sounds. Colorful items to catch the eye or interesting sounds, such as a ticking clock, chimes, bells, or singing, can be used to attract children’s attention.


Older infants respond to simple games. The old game of peek-a-boo is an excellent means of initiating communication with infants while maintaining a “safe,” nonthreatening distance. After this intermittent eye contact, the nurse is no longer viewed as a stranger but as a friend. This can be followed by touch games. Clapping an infant’s hands together for pat-a-cake or wiggling the toes for “this little piggy” delights infants and small children. Talking to a foot or other part of the child’s body is another effective tactic. Much of the nursing assessment can be carried out with the use of games and simple play equipment while the infant remains in the safety of the parent’s arms or lap.


The nurse can capitalize on the natural curiosity of small children by playing games such as “Which hand do you take?” and “Guess what I have in my hand” or by manipulating items such as a flashlight or stethoscope. Finger games are useful. More elaborate materials, such as puppets and replicas of familiar or unfamiliar items, serve as excellent means of communicating with small children. The variety and extent are limited only by the nurse’s imagination.


Through play, children reveal their perceptions of interpersonal relationships with their family, friends, or hospital personnel. Children may also reveal the wide scope of knowledge they have acquired from listening to others around them. For example, through needle play, children may reveal how carefully they have watched each procedure by precisely duplicating the technical skills. They may also reveal how well they remember those who performed procedures. In one example, a child painstakingly reenacted every detail of a tedious medical procedure, including the role of the physician who had repeatedly shouted at her to be still for the long ordeal. Her anger at him was most evident during the play session and revealed the cause for her abrupt withdrawal and passive hostility toward the medical and nursing staff after the test.



























History Taking



Performing a Health History





The format used for history taking may be (1) direct, in which the nurse asks for information via direct interview with the informant, or (2) indirect, in which the informant supplies the information by completing some type of questionnaire. The direct method is superior to the indirect approach or a combination of both. However, because time is limited, the direct approach is not always practical. If the nurse cannot use the direct approach, he or she should review the parents’ written responses and question them regarding any unusual answers. The categories listed in Box 6-5 encompass children’s current and past health status and information about their psychosocial environment.





Box 6-5   Outline of a Pediatric Health History







Identifying information




1. Name


2. Address


3. Telephone


4. Birth date and place


5. Race or ethnic group


6. Sex


7. Religion


8. Date of interview


9. Informant





Chief complaint (CC)—To establish the major specific reason for the child’s and parents’ seeking professional health attention


Present illness (PI)—To obtain all details related to the chief complaint


Past history (PH)—To elicit a profile of the child’s previous illnesses, injuries, or operations




1. Birth history (pregnancy, labor and delivery, perinatal history)


2. Previous illnesses, injuries, or operations


3. Allergies


4. Current medications


5. Immunizations


6. Growth and development


7. Habits





Review of systems (ROS)—To elicit information concerning any potential health problem




1. General


2. Integument


3. Head


4. Eyes


5. Ears


6. Nose


7. Mouth


8. Throat


9. Neck


10. Chest


11. Respiratory


12. Cardiovascular


13. Gastrointestinal


14. Genitourinary


15. Gynecologic


16. Musculoskeletal


17. Neurologic


18. Endocrine





Family medical history—To identify genetic traits or diseases that have familial tendencies and to assess exposure to a communicable disease in a family member and family habits that may affect the child’s health, such as smoking and chemical use


Psychosocial history—To elicit information about the child’s self-concept


Sexual history—To elicit information concerning the child’s sexual concerns or activities and any pertinent data regarding adults’ sexual activity that influences the child


Family history—To develop an understanding of the child as an individual and as a member of a family and a community




1. Family composition


2. Home and community environment


3. Occupation and education of family members


4. Cultural and religious traditions


5. Family function and relationships





Nutritional assessment—To elicit information on the adequacy of the child’s nutritional intake and needs




1. Dietary intake


2. Clinical examination

















Identifying Information


Much of the identifying information may already be available from other recorded sources. However, if the parent and youngster seem anxious, use this opportunity to ask about such information to help them feel more comfortable.













Informant


One of the important elements of identifying information is the informant, the person(s) who furnishes the information. Record (1) who the person is (child, parent, or other), (2) an impression of reliability and willingness to communicate, and (3) any special circumstances such as the use of an interpreter or conflicting answers by more than one person.


























Chief Complaint


The chief complaint is the specific reason for the child’s visit to the clinic, office, or hospital. It may be the theme, with the present illness viewed as the description of the problem. Elicit the chief complaint by asking open-ended, neutral questions such as: “What seems to be the matter?” “How may I help you?” or “Why did you come here today?” Avoid labeling-type questions such as: “How are you sick?” or “What is the problem?” It is possible that the reason for the visit is not an illness or problem.


Occasionally, it is difficult to isolate one symptom or problem as the chief complaint because the parent may identify many. In this situation, be as specific as possible when asking questions. For example, asking informants to state which one problem or symptom prompted them to seek help now may help them focus on the most immediate concern.














Present Illness


The history of the present illness* is a narrative of the chief complaint from its earliest onset through its progression to the present. Its four major components are (1) the details of onset, (2) a complete interval history, (3) the present status, and (4) the reason for seeking help now. The focus of the present illness is on all factors relevant to the main problem even if they have disappeared or changed during the onset, interval, and present.
















Analyzing a Symptom


Because pain is often the most characteristic symptom denoting the onset of a physical problem, it is used as an example for analysis of a symptom. Assessment includes (1) type, (2) location, (3) severity, (4) duration, and (5) influencing factors (see Nursing Care Guidelines box; see also Pain Assessment, Chapter 7).
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Analyzing the Symptom: Pain





Type


Be as specific as possible. With young children, asking the parents how they know the child is in pain may help describe its type, location, and severity. For example, a parent may state, “My child must have a severe earache because she pulls at her ears, rolls her head on the floor, and screams. Nothing seems to help.” Help older children describe the “hurt” by asking them if it is sharp, throbbing, dull, or stabbing. Record whatever words they use in quotes.








Location


Be specific. “Stomach pains” is too general a description. Children can better localize the pain if they are asked to “point with one finger to where it hurts” or to “point to where Mommy or Daddy would put a Band-Aid.” Determine if the pain radiates by asking, “Does the pain stay there or move? Show me with your finger where the pain goes.”








Severity


Severity is best determined by finding out how it affects the child’s usual behavior. Pain that prevents a child from playing, interacting with others, sleeping, and eating is most often severe. Assess pain intensity using a rating scale, such as a numeric or FACES scale (see Chapter 7).








Duration


Include the duration, onset, and frequency. Describe these in terms of activity and behavior, such as “pain reported to last all night; child refused to sleep and cried intermittently.”








Influencing Factors


Include anything that causes a change in the type, location, severity, or duration of the pain: (1) precipitating events (those that cause or increase the pain), (2) relieving events (those that lessen the pain, such as medications), (3) temporal events (times when the pain is relieved or increased), (4) positional events (standing, sitting, lying down), and (5) associated events (meals, stress, coughing).
































History


The history contains information relating to all previous aspects of the child’s health status and concentrates on several areas that are ordinarily passed over in the history of an adult, such as birth history, detailed feeding history, immunizations, and growth and development. Because this section includes a great deal of information, use a combination of open-ended and fact-finding questions. For example, begin interviewing for each section with an open-ended statement such as “Tell me about your child’s birth” to provide the informants the opportunity to relate what they think is most important. Ask fact-finding questions related to specific details whenever necessary to focus the interview on certain topics.













Birth History


The birth history includes all data concerning (1) the mother’s health during pregnancy, (2) the labor and delivery, and (3) the infant’s condition immediately after birth. Because prenatal influences have significant effects on a child’s physical and emotional development, a thorough investigation of the birth history is essential. Because parents may question what relevance pregnancy and birth have on the child’s present condition, particularly if the child is past infancy, explain why such questions are included. An appropriate statement may be, “I will be asking you some questions about your pregnancy and ____’s [refer to child by name] birth. Your answers will give me a more complete picture of his [or her] overall health.”


Because emotional factors also affect the outcome of pregnancy and the subsequent parent–child relationship, investigate (1) concurrent crises during pregnancy and (2) prenatal attitudes toward the fetus. It is best to approach the topic of parental acceptance of pregnancy through indirect questioning. Asking the parents if the pregnancy was planned is a leading statement because they may respond affirmatively for fear of criticism if the pregnancy was unexpected. Rather, encourage parents to state their true reactions by referring to specific facts relating to the pregnancy, such as the spacing between offspring, an extended or short interval between marriage and conception, or a pregnancy during adolescence. The parent can choose to explore such statements with further explanations or, for the moment, may not be able to reveal such feelings. If the parent remains silent, return to this topic later in the interview.














Dietary History


Because parental concerns are common and nursing interventions are important in ensuring optimum nutrition, the dietary history is discussed in detail later in this chapter under Nutritional Assessment.














Previous Illnesses, Injuries, and Operations


When inquiring about past illnesses, begin with a general question such as “What other illnesses has your child had?” Because parents are most likely to recall serious health problems, ask specifically about colds; earaches; and childhood diseases such as measles, rubella (German measles), chickenpox, mumps, pertussis (whooping cough), diphtheria, tuberculosis, scarlet fever, strep throat, recurrent ear infections, gastroesophageal reflux, tonsillitis, or allergic manifestations.


In addition to illnesses, ask about injuries that required medical intervention, operations, and any other reason for hospitalization, including the dates of each incident. Focus on injuries such as accidental falls, poisoning, choking, or burns because these may be potential areas for parental guidance.














Allergies


Ask about commonly known allergic disorders such as hay fever and asthma; unusual reactions to drugs, food, or latex products; and reactions to other contact agents such as poisonous plants, animals, household products, or fabrics. If asked appropriate questions, most people can give reliable information about drug reactions (see Nursing Care Guidelines box).
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Taking an Allergy History







• Has your child ever taken any drugs or tablets that have disagreed with him or her or caused an allergic reaction? If yes, can you remember the name(s) of these drugs?


• Can you describe the reaction?


• Was the drug taken by mouth (as a tablet or syrup), or was it an injection?


• How soon after starting the drug did the reaction happen?


• How long ago did this happen?


• Did anyone tell you it was an allergic reaction, or did you decide for yourself?


• Has your child ever taken this drug, or a similar one, again? If yes, did your child experience the same problems?


• Have you told the doctors or nurses about your child’s reaction or allergy?
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Information about allergic reactions to drugs or other products is essential. Failure to document a serious reaction places the child at risk if the agent is given.

















Current Medications


Inquire about current drug regimens, including vitamins, antipyretics (especially aspirin), antibiotics, antihistamines, decongestants, and herbs and homeopathic medications. List all medications, including their names, doses, schedules, durations, and reasons for administration. Often parents are unaware of a drug’s actual name. Whenever possible, ask the parents to bring the containers with them to the next visit or ask for the name of the pharmacy and call for a list of all the child’s recent prescription medications. However, this list will not include over-the-counter medications, which are important to know.














Immunizations


A record of all immunizations is essential. Because many parents are unaware of the exact name and date of each immunization, the most reliable source of information is a hospital, clinic, or private practitioner’s record. All immunizations and “boosters” are listed, stating (1) the name of the specific disease, (2) the number of injections, (3) the dosage (sometimes lesser amounts are given if a reaction is anticipated), (4) the ages when administered, and (5) the occurrence of any reaction after the immunization.
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Inquire about previous administration of any horse or other foreign serum. Inquire about recent administration of immune gamma globulin or blood transfusion because these necessitate a delay in giving live vaccines. And ask about anaphylactic reactions to neomycin, eggs, or any other component of a vaccine.

















Growth and Development


The most important previous growth patterns to record are:




• Approximate weight at 6 months, 1 year, 2 years, and 5 years of age


• Approximate length at ages 1 and 4 years


• Dentition, including age of onset, number of teeth, and symptoms during teething





Developmental milestones include:




• Age of holding up head steadily


• Age of sitting alone without support


• Age of walking without assistance


• Age of saying first words with meaning


• Present grade in school


• Scholastic performance


• If the child has a best friend


• Interactions with other children, peers, and adults





Use specific and detailed questions when inquiring about each developmental milestone. For example, “sitting up” can mean many different activities, such as sitting propped up, sitting in someone’s lap, sitting with support, sitting up alone but in a hyperflexed position for assisted balance, or sitting up unsupported with the back slightly rounded. A clue to misunderstanding of the requested activity may be an unusually early age of achievement (see Developmental Assessment, Chapter 5).














Habits


Habits are an important area to explore (Box 6-6). Parents frequently express concerns during this part of the history. Encourage their input by saying, “Please tell me any concerns you have about your child’s habits, activities, or development.” Investigate further any concerns that parents express.





Box 6-6   Habits to Explore During a Health Interview







• Behavior patterns such as nail biting, thumb sucking, pica (habitual ingestion of nonfood substances), rituals (“security” blanket or toy), and unusual movements (head banging, rocking, overt masturbation, walking on toes)


• Activities of daily living, such as hours of sleep and arising, duration of nighttime sleep and naps, type and duration of exercise, regularity of stools and urination, age of toilet training, and daytime or nighttime bedwetting


• Unusual disposition; response to frustration


• Use or abuse of alcohol, drugs, coffee, or tobacco








One of the most common concerns relates to sleep. Many children develop a normal sleep pattern, and all that is required during the assessment is a general overview of nighttime sleep and nap schedules. However, a number of children develop sleep problems (see Sleep Problems, Chapters 10 and 13). When sleep problems occur, the nurse needs a more detailed sleep history to guide appropriate interventions.*


Habits related to use of chemicals apply primarily to older children and adolescents. If a youngster admits to smoking, drinking, or using drugs, ask about the quantity and frequency. Questions such as “Many kids your age are experimenting with drugs and alcohol; have you ever had any drugs or alcohol?” may give more reliable data than questions such as “How much do you drink?” or “How often do you drink or take drugs?” Clarify that “drinking” includes all types of alcohol, including beer and wine. When quantities such as a “glass” of wine or a “can” of beer are given, ask about the size of the container.


If older children deny use of chemical substances, inquire about past experimentation. Asking, “You mean you never tried to smoke or drink?” implies that the nurse expects some such activity, and the youngster may be more inclined to answer truthfully. Be aware of the confidential nature of such questioning, the adverse effect that the parents’ presence may have on the adolescent’s willingness to answer, and the fact that self-reporting may not be an accurate account of chemical abuse.


























Sexual History


The sexual history is an essential component of adolescents’ health assessment. The history uncovers areas of concern related to sexual activity; alerts the nurse to circumstances that may indicate screening for sexually transmitted infections or testing for pregnancy; and provides information related to the need for sexual counseling, such as safer sex practices. Box 6-7 gives guidelines for anticipatory guidance topics for parents and adolescents.





Box 6-7


Anticipatory Guidance—Sexuality





Ages 12 to 14 Years







Have adolescent identify a supportive adult with whom to discuss sexuality issues and concerns.


Discuss the advantages of delaying sexual activity.


Discuss making responsible decisions regarding normal sexual feelings.


Discuss the roles of gender, peer pressure, and the media in sexual decision making.


Discuss contraceptive options (advantages and disadvantages).


Provide education regarding sexually transmitted infections (STIs), including human immunodeficiency virus (HIV) infection; clarify risks and discuss condoms.


Discuss abuse prevention, including avoiding dangerous situations, the role of drugs and alcohol, and the use of self-defense.


Have the adolescent clarify his or her values, needs, and ability to be assertive.


If the adolescent is sexually active, discuss limiting partners, use of condoms, and contraceptive options.


Have a confidential interview with the adolescent (including a sexual history).


Discuss the evolution of sexual identity and expression.


Discuss breast examination or testicular examination.











Ages 15 to 18 years







Support delaying sexual activity.


Discuss alternatives to intercourse.


Discuss “When are you ready for sex?”


Clarify values; encourage responsible decision making.


Discuss consequences of unprotected sex: early pregnancy; STIs, including HIV infection.


Discuss negotiating with partners and barriers to safer sex.


If the adolescent is sexually active, discuss limiting partners, use of condoms, and contraceptive options.


Emphasize that sex should be safe and pleasurable for both partners.


Have a confidential interview with the adolescent.


Discuss concerns about sexual expression and identity.








Data from Wright K: Anticipatory guidance: developing a healthy sexuality, Pediatr Ann 26(2 suppl):S142–S144, C3, 1997; and Fonseca H, Greydanus D: Sexuality in the child, teen and young adult: concepts for the clinician, Prim Care Clin Office Pract 34:275–292, 2007.





One approach to initiating a conversation about sexual concerns is to begin with a history of peer interactions. Open-ended statements and questions such as “Tell me about your social life” or “Who are your closest friends?” generally lead into a discussion of dating and sexual issues. To probe further, include questions about the adolescent’s attitudes on such topics as sex education, “going steady,” “living together,” and premarital sex. Phrase questions to reflect concern rather than judgment or criticism of sexual practices.


In any conversation regarding sexual history, be aware of the language that is used in either eliciting or conveying sexual information. For example, avoid asking whether the adolescent is “sexually active” because this term is broadly defined. “Are you having sex with anyone?” is probably the most direct and best understood question. Because same-sex experimentation may occur, refer to all sexual contacts in nongender terms, such as “anyone” or “partners,” rather than “girlfriends” or “boyfriends.”














Family Medical History


The family medical history is used primarily to discover any hereditary or familial diseases in the parents and child. In general, it is confined to first-degree relatives (parents, siblings, grandparents, and immediate aunts and uncles). Information for each family member includes age; marital status; state of health if living; cause of death if deceased; and any evidence of conditions such as early heart disease, sudden death from unknown cause, hypercholesterolemia, hypertension, cancer, diabetes mellitus, obesity, congenital anomalies, allergies, asthma, seizures, tuberculosis, sickle cell disease, cognitive impairment, hearing or visual deficits, psychiatric disorders such as depression or psychosis, and emotional problems. Confirm the accuracy of the reported disorders by inquiring about the symptoms, course, treatment, and sequelae of each diagnosis.













Geographic Location


One of the important areas to explore when assessing the family health history is geographic location, including the birthplace and travel to different areas in or outside of the country, for identification of possible exposure to endemic diseases. Although the primary interest is the child’s temporary residence in various localities, also inquire about close family members’ travel, especially during tours of military service or business trips. Children are especially susceptible to parasitic infestation in areas of poor sanitary conditions and to vector-borne diseases, such as those from mosquitoes or ticks in warm and humid or heavily wooded regions.


























Family Structure


Assessment of the family, both its structure and function, is an important component of the history-taking process. Because the quality of the functional relationship between the child and family members is a major factor in emotional and physical health, family assessment is discussed separately and in greater detail apart from the more traditional health history.


Family assessment is the collection of data about the composition of the family and the relationships among its members. In its broadest sense, family refers to all those individuals who are considered by the family member to be significant to the nuclear unit, including relatives, friends, and social groups such as the school and church. Although family assessment is not family therapy, it can and frequently is therapeutic. Involving family members in discussing family characteristics and activities can provide insight into family dynamics and relationships.


Because of the time involved in performing an in-depth family assessment as presented here, be selective in deciding when knowledge of family function may facilitate nursing care (see Nursing Care Guidelines box). During brief contacts with families, a full assessment is not appropriate, and screening with one or two questions from each category may reflect the health of the family system or the need for additional assessment.
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Initiating a Comprehensive Family Assessment


Perform a comprehensive assessment on:




• Children receiving comprehensive well-child care


• Children experiencing major stressful life events (e.g., chronic illness, disability, parental divorce, death of a family member)


• Children requiring extensive home care


• Children with developmental delays


• Children with repeated accidental injuries and those with suspected child abuse


• Children with behavioral or physical problems that could be caused by family dysfunction








The most common method of eliciting information on the family structure is to interview family members. The principal areas of concern are (1) family composition, (2) home and community environment, (3) occupation and education of family members, and (4) cultural and religious traditions (Box 6-8).





Box 6-8   Family Assessment Interview





General Guidelines







Schedule the interview with the family at a time that is most convenient for all parties; include as many family members as possible; clearly state the purpose of the interview.


Begin the interview by asking each person’s name and their relationships to one another.


Restate the purpose of the interview and the objective.


Keep the initial conversation general to put members at ease and to learn the “big picture” of the family.


Identify major concerns and reflect these back to the family to be certain that all parties receive the same message.


Terminate the interview with a summary of what was discussed and a plan for additional sessions if needed.











Structural Assessment Areas





Family Composition







Immediate members of the household (names, ages, and relationships)


Significant extended family members


Previous marriages, separations, death of spouses, or divorces











Home and Community Environment







Type of dwelling, number of rooms, occupants


Sleeping arrangements


Number of floors, accessibility of stairs and elevators


Adequacy of utilities


Safety features (fire escape, smoke and carbon monoxide detectors, guardrails on windows, use of car restraint)


Environmental hazards (e.g., chipped paint, poor sanitation, pollution, heavy street traffic)


Availability and location of health care facilities, schools, play areas


Relationship with neighbors


Recent crises or changes in home


Child’s reaction and adjustment to recent stresses











Occupation and Education of Family Members







Types of employment


Work schedules


Work satisfaction


Exposure to environmental or industrial hazards


Sources of income and adequacy


Effect of illness on financial status


Highest degree or grade level attained











Cultural and Religious Traditions







Religious beliefs and practices


Cultural and ethnic beliefs and practices


Language spoken in home


Assessment questions include:




• Does the family identify with a particular religious or ethnic group? Are both parents from that group?


• How is religious or ethnic background part of family life?


• What special religious or cultural traditions are practiced in the home (e.g., food choices and preparation)?


• Where were family members born, and how long have they lived in this country?


• What language does the family speak most frequently?


• Do they speak and understand English?


• What do they believe causes health or illness?


• What religious or ethnic beliefs influence the family’s perception of illness and its treatment?


• What methods are used to prevent or treat illness?


• How does the family know when a health problem needs medical attention?


• Who does the family contact when a member is ill?


• Does the family rely on cultural or religious healers or remedies? If so, ask them to describe the type of healer or remedy.


• Who does the family go to for support (clergy, medical healer, relatives)?


• Does the family experience discrimination because of their race, beliefs, or practices? Ask them to describe.

















Functional Assessment Areas





Family Interactions and Roles







Interactions refer to ways family members relate to each other. The chief concern is the amount of intimacy and closeness among the members, especially spouses.


Roles refer to behaviors of people as they assume a different status or position.


Observations include:




• Family members’ responses to each other (cordial, hostile, cool, loving, patient, short tempered)


• Obvious roles of leadership versus submission


• Support and attention shown to various members





Assessment questions include:




• What activities does the family perform together?


• Who do family members talk to when something is bothering them?


• What are members’ household chores?


• Who usually oversees what is happening with the children, such as at school or health care?


• How easy or difficult is it for the family to change or accept new responsibilities for household tasks?














Power, Decision Making, and Problem Solving







Power refers to individual member’s control over others in family; it is manifested through family decision making and problem solving.


Chief concern is clarity of boundaries of power between parents and children.


One method of assessment involves offering a hypothetical conflict or problem, such as a child failing school, and asking family how they would handle this situation.


Assessment questions include:




• Who usually makes the decisions in the family?


• If one parent makes a decision, can the child appeal to the other parent to change it?


• What input do children have in making decisions or discussing rules?


• Who makes and enforces the rules?


• What happens when a rule is broken?














Communication







Communication is concerned with clarity and directness of communication patterns.


Further assessment includes periodically asking family members if they understood what was just said and to repeat the message.


Observations include:




• Who speaks to whom


• If one person speaks for another or interrupts


• If members appear uninterested when certain individuals speak


• If there is agreement between verbal and nonverbal messages





Assessment questions include:




• How often do family members wait until others are through talking before “having their say”?


• Do parents or older siblings tend to lecture and preach?


• Do parents tend to “talk down” to the children?














Expression of Feelings and Individuality







Expressions are concerned with personal space and freedom to grow, with limits and structure needed for guidance.


Observing patterns of communication offers clues to how freely feelings are expressed.


Assessment questions include:




• Is it OK for family members to get angry or sad?


• Who gets angry most of the time? What do they do?


• If someone is upset, how do other family members try to comfort this person?


• Who comforts specific family members?


• When someone wants to do something, such as try out for a new sport or get a job, what is the family’s response (offer assistance, discouragement, or no advice)?





























Psychosocial History


The traditional medical history includes a personal and social section that concentrates on children’s personal status, such as school adjustment and any unusual habits, and the family and home environment. Because several personal aspects are covered under development and habits, only those issues related to children’s ability to cope and their self-concept are presented here.


Through observation, obtain a general idea of how children handle themselves in terms of confidence in dealing with others, answering questions, and coping with new situations. Observe the parent–child relationship for the types of messages sent to children about their coping skills and self-worth. Do the parents treat the child with respect, focusing on strengths, or is the interaction one of constant reprimands with emphasis on weaknesses and faults? Do the parents help the child learn new coping strategies or support the ones the child uses?


Parent–child interactions also convey messages about body image. Do the parents label the child and body parts, such as “bad boy,” “skinny legs,” or “ugly scar?” Do the parents handle the child gently, using soothing touch to calm an anxious child, or do they treat the child roughly, using slaps or restraint to make the child obey? If the child touches certain parts of the body, such as the genitalia, do the parents make comments that suggest a negative connotation?


With older children, many of the communication strategies discussed earlier in the chapter are useful in eliciting more definitive information about their coping and self-concept. Children can write down five things they like and dislike about themselves. The nurse can use sentence completion statements, such as: “The thing I like best (or worst) about myself is ________”; “If I could change one thing about myself, it would be ________”; or “When I am scared, I ________.”














Review of Systems


[image: image] The review of systems is a specific review of each body system following an order similar to that of the physical examination (see Nursing Care Guidelines box). Often the history of the present illness provides a complete review of the system involved in the chief complaint. Because asking questions about other body systems may appear irrelevant to the parents or child, precede the questioning with an explanation of why the data are necessary (similar to the explanation concerning the relevance of the birth history) and reassure the parents that the child’s main problem has not been forgotten.
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Review of Systems







General—Overall state of health, fatigue, recent or unexplained weight gain or loss (period of time for either), contributing factors (change of diet, illness, altered appetite), exercise tolerance, fevers (time of day), chills, night sweats (unrelated to climatic conditions), frequent infections, general ability to carry out activities of daily living


Integument—Pruritus, pigment or other color changes, acne, eruptions, rashes (location), tendency for bruising, petechiae, excessive dryness, general texture, disorders or deformities of nails, hair growth or loss, hair color change (for adolescents, use of hair dyes or other potentially toxic substances, such as hair straighteners)


Head—Headaches, dizziness, injury (specific details)


Eyes—Visual problems (behaviors indicative of blurred vision, such as bumping into objects, clumsiness, sitting close to television, holding a book close to face, writing with head near desk, squinting, rubbing the eyes, bending head in an awkward position), cross eyes (strabismus), eye infections, edema of the eyelids, excessive tearing, use of glasses or contact lenses, date of last optic examination


Ears—Earaches, discharge, evidence of hearing loss (ask about behaviors, such as the need to repeat requests, loud speech, inattentive behavior), results of any previous auditory testing


Nose—Nosebleeds (epistaxis), constant or frequent runny or stuffy nose, nasal obstruction (difficulty breathing), alteration or loss of sense of smell


Mouth—Mouth breathing, gum bleeding, toothaches, toothbrushing, use of fluoride, difficulty with teething (symptoms), last visit to dentist (especially if temporary dentition is complete), response to dentist


Throat—Sore throats, difficulty swallowing, choking (especially when chewing food; may be from poor chewing habits), hoarseness or other voice irregularities


Neck—Pain, limitation of movement, stiffness, difficulty holding head straight (torticollis), thyroid enlargement, enlarged nodes or other masses


Chest—Breast enlargement, discharge, masses, enlarged axillary nodes (for adolescent girls, ask about breast self-examination)


Respiratory—Chronic cough, frequent colds (number per year), wheezing, shortness of breath at rest or on exertion, difficulty breathing, sputum production, infections (pneumonia, tuberculosis), date of last chest x-ray examination, skin reaction from tuberculin testing


Cardiovascular—Cyanosis or fatigue on exertion, history of heart murmur or rheumatic fever, anemia, date of last blood count, blood type, recent transfusion


Gastrointestinal (questions in regard to appetite, food tolerance, and elimination habits are asked elsewhere)—Nausea, vomiting (not associated with eating; may be indicative of brain tumor or increased intracranial pressure), jaundice or yellowing skin or sclera, belching, flatulence, recent change in bowel habits (blood in stools, change of color, diarrhea or constipation)


Genitourinary—Pain on urination, frequency, hesitancy, urgency, hematuria, nocturia, polyuria, unpleasant odor to urine, force of stream, discharge, change in size of scrotum, date of last urinalysis (for adolescents, sexually transmitted infection, type of treatment; for male adolescents, ask about testicular self-examination)


Gynecologic—Menarche, date of last menstrual period, regularity or problems with menstruation, vaginal discharge, pruritus, date and result of last Papanicolaou (Pap) smear (include obstetric history, as discussed under birth history, when applicable); if sexually active, type of contraception, sexually transmitted infection and type of treatment


Musculoskeletal—Weakness, clumsiness, lack of coordination, unusual movements, back or joint stiffness, muscle pains or cramps, abnormal gait, deformity, fractures, serious sprains, activity level


Neurologic—Seizures, tremors, dizziness, loss of memory, general affect, fears, nightmares, speech problems, any unusual habits


Endocrine—Intolerance to weather changes, excessive thirst or urination, excessive sweating, salty taste to skin, signs of early puberty
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Begin the review of a specific system with a broad statement such as “How has your child’s general health been?” or “Has your child had any problems with his eyes?” If the parent states that the child has had problems with some body function, pursue this with an encouraging statement such as “Tell me more about that.” If the parent denies any problems, query for specific symptoms (e.g., “No headaches, bumping into objects, or squinting?”). If the parent reconfirms the absence of such symptoms, record positive statements in the history, such as “Mother denies headaches, bumping into objects, and squinting.” In this way, anyone who reviews the health history is aware of exactly what symptoms were investigated.





















Nutritional Assessment



Dietary Intake





Knowledge of the child’s dietary intake is an essential component of a nutritional assessment. However, it is also one of the most difficult factors to assess. Individuals’ recall of food consumption, especially amounts eaten, is frequently unreliable. The food intake history of children and adolescents is prone to reporting error, mostly in the form of underreporting. People from different cultures may have difficulty adequately describing the types of food they eat. Despite these obstacles, a dietary evaluation is an important component of the child’s assessment.


The Dietary Reference Intakes (DRIs) are a set of four nutrient-based reference values that provide quantitative estimates of nutrient intake for use in assessing and planning dietary intake (American Academy of Pediatrics, 2009). The specific DRIs are:




Estimated Average Requirement (EAR)—Nutrient intake estimated to meet the requirement of half the healthy individuals (50%) for a specific age and gender group


Recommended Dietary Allowance (RDA)—Average daily dietary intake sufficient to meet the nutrient requirement of nearly all (97%–98%) healthy individuals for a specific age and gender group


Adequate Intake (AI)—Recommended intake level based on estimates of nutrient intake by healthy groups of individuals


Tolerable Upper Intake Level (UL)—Highest average daily nutrient intake level likely to pose no risk of adverse health effects; as intake increases above the UL, risk of adverse effects increases





Figure 6-4 contains MyPlate, which describes the recommended dietary intake. Specific questions used to conduct a nutritional assessment are given in Box 6-9. Every nutritional assessment should begin with a dietary history. The exact questions used to elicit a dietary history vary with the child’s age. In general, the younger the child, the more specific and detailed the history should be. The overview elicited from the dietary history can be helpful in evaluating food frequency records. The history is also concerned with financial and cultural factors that influence food selection and preparation (see Cultural Considerations box).





Box 6-9


Dietary Reference Intakes for an Individual







Estimated Average Requirement (EAR)—Used to examine the possibility of inadequacy.


Recommended Dietary Allowance (RDA)—Dietary intake at or above this level usually has a low probability of inadequacy.


Adequate Intake (AI)—Dietary intake at or above this level usually has a low probability of inadequacy.


Tolerable Upper Intake Level (UL)—Dietary intake above this level usually places an individual at risk of adverse effects from excessive nutrient intake.








Dietary History







What are the family’s usual mealtimes?


Do family members eat together or at separate times?


Who does the family grocery shopping and meal preparation?


How much money is spent to buy food each week?


How are most foods prepared—baked, broiled, fried, other?


How often does the family or your child eat out?




• What kinds of restaurants do you go to?


• What kinds of food does your child typically eat at restaurants?





Does your child eat breakfast regularly?


Where does your child eat lunch?


What are your child’s favorite foods, beverages, and snacks?




• What are the average amounts eaten per day?


• What foods are artificially sweetened?


• What are your child’s snacking habits?


• When are sweet foods usually eaten?


• What are your child’s toothbrushing habits?





What special cultural practices are followed? What ethnic foods are eaten?


What foods and beverages does your child dislike?


How would you describe your child’s usual appetite (hearty eater, picky eater)?


What are your child’s feeding habits (breast, bottle, cup, spoon, eats by self, needs assistance, any special devices)?


Does your child take vitamins or other supplements? Do they contain iron or fluoride?


Does your child have any known or suspected food allergies? Is your child on a special diet?


Has your child lost or gained weight recently?


Are there any feeding problems (excessive fussiness, spitting up, colic, difficulty sucking or swallowing)? Are there any dental problems or appliances, such as braces, that affect eating?


What types of exercise does your child do regularly?


Is there a family history of cancer, diabetes, heart disease, high blood pressure, or obesity?











Additional Questions for Infants







What was the infant’s birth weight? When did it double? Triple?


Was the infant premature?


Are you breastfeeding or have you breastfed your infant? For how long?


If you use a formula, what is the brand?




• How long has the infant been taking it?


• How many ounces does the infant drink a day?





Are you giving the infant cow’s milk (whole, low fat, skim)?




• When did you start?


• How many ounces does the infant drink a day?





Do you give your infant extra fluids (water, juice)?


If the infant takes a bottle to bed at nap or nighttime, what is in the bottle?


At what age did the child start on cereal, vegetables, meat or other protein sources, fruit or juice, finger food, table food?


Do you make your own baby food or use commercial foods, such as infant cereal?


Does the infant take a vitamin or mineral supplement? If so, what type?


Has the infant had an allergic reaction to any food(s)? If so, list the foods and describe the reaction.


Does the infant spit up frequently; have unusually loose stools; or have hard, dry stools? If so, how often?


How often do you feed your infant?


How would you describe your infant’s appetite?








Modified from Murphy SP, Poos MI: Dietary reference intakes: summary of applications in dietary assessment, Pub Health Nutr 5(suppl 6A):843–849, 2002.
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FIG 6-4 MyPlate. MyPlate advocates building a healthy plate by making half of your plate fruits and vegetables and the other half grains and protein. Avoiding oversized portions, making half your grains whole grains, and drinking fat-free or low-fat (1%) milk are additional recommendations for a healthy diet. (From U.S. Department of Agriculture: MyPlate, Washington, DC, June 2011, Author, retrieved from http://www.choosemyplate.gov.)
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Food Practices


Because cultural practices are prevalent in food preparation, consider carefully the kinds of questions that are asked and the judgments made during counseling. For example, some cultures, such as Hispanic, African American, and Native American, include many vegetables, legumes, and starches in their diet that together provide sufficient essential amino acids even though the actual amount of meat or dairy protein is low (see Food Customs, Chapter 4).





The most common and probably easiest method of assessing daily intake is the 24-hour recall. The child or parent recalls every item eaten in the past 24 hours and the approximate amounts. The 24-hour recall is most beneficial when it represents a typical day’s intake. Some of the difficulties with a daily recall are the family’s inability to remember exactly what was eaten and inaccurate estimation of portion size. To increase accuracy of reporting portion sizes, the use of food models and additional questions are recommended. In general, this method is most useful in providing qualitative information about the child’s diet.


To improve the reliability of the daily recall, the family can complete a food diary by recording every food and liquid consumed for a certain number of days. A 3-day record consisting of 2 weekdays and 1 weekend day is representative for most people. Providing specific charts to record intake can improve compliance. The family should record items immediately after eating.








Clinical Examination of Nutrition


A significant amount of information regarding nutritional deficiencies comes from a clinical examination, especially from assessing the skin, hair, teeth, gums, lips, tongue, and eyes. Hair, skin, and mouth are vulnerable because of the rapid turnover of epithelial and mucosal tissue. Table 6-1 summarizes clinical signs of possible nutritional deficiency or excess. Few are diagnostic for a specific nutrient, and if suspicious signs are found, they must be confirmed with dietary and biochemical data. Generally, the clinical examination does not reveal children at risk for a deficiency or excess.




TABLE 6-1


CLINICAL ASSESSMENT OF NUTRITIONAL STATUS










	EVIDENCE OF ADEQUATE NUTRITION

	EVIDENCE OF DEFICIENT OR EXCESS NUTRITION

	DEFICIENCY OR EXCESS*











	General Growth






	Between 5th and 95th percentiles for height, weight, and head circumference

	<5th or >95th percentile for growth

	Protein, calories, fats, and other essential nutrients, especially vitamin A, pyridoxine, niacin, calcium, iodine, manganese, zinc






	Steady gain with expected growth spurts during infancy and adolescence

	Absence of or delayed growth spurts; poor weight gain

	 






	Sexual development appropriate for age

	Delayed sexual development

	Excess vitamins A, D






	Skin






	Smooth, slightly dry to touch
Elastic and firm
Absence of lesions
Color appropriate to genetic background

	Hardening and scaling

	Vitamin A






	Seborrheic dermatitis

	Excess niacin






	Dry, rough, petechiae

	Riboflavin






	Delayed wound healing

	Vitamin C






	Scaly dermatitis on exposed surfaces

	Riboflavin, vitamin C, zinc






	Wrinkled, flabby

	Niacin






	Crusted lesions around orifices, especially nares

	Protein, calories, zinc






	Pruritus

	Excess vitamin A, riboflavin, niacin






	Poor turgor

	Water, sodium






	Edema

	Protein, thiamine
Excess sodium






	Yellow tinge (jaundice)

	Vitamin B12
Excess vitamin A, niacin






	Depigmentation

	Protein, calories






	Pallor (anemia)

	Pyridoxine, folic acid, vitamins B12, C, E (in premature infants), iron
Excess vitamin C, zinc






	Paresthesia

	Excess riboflavin






	Hair






	Lustrous, silky, strong, elastic

	Stringy, friable, dull, dry, thin

	Protein, calories






	Alopecia

	Protein, calories, zinc






	Depigmentation

	Protein, calories, copper






	Raised areas around hair follicles

	Vitamin C






	Head






	Even molding, occipital prominence, symmetric facial features
Fused sutures after 18 months

	Softening of cranial bones, prominence of frontal bones, skull flat and depressed toward middle

	Vitamin D






	Delayed fusion of sutures

	Vitamin D






	Hard, tender lumps in occiput

	Excess vitamin A






	Headache

	Excess thiamine






	Neck






	Thyroid not visible, palpable in midline

	Thyroid enlarged, may be grossly visible

	Iodine






	Eyes






	Clear, bright

	Hardening and scaling of cornea and conjunctiva

	Vitamin A






	Good night vision

	Night blindness

	Vitamin A






	Conjunctiva—Pink, glossy

	Burning, itching, photophobia, cataracts, corneal vascularization

	Riboflavin






	Ears






	Tympanic membrane—Pliable

	Calcified (hearing loss)

	Excess vitamin D






	Nose






	Smooth, intact nasal angle

	Irritation and cracks at nasal angle

	Riboflavin
Excess vitamin A






	Mouth






	Lips—Smooth, moist, darker color than skin

	Fissures and inflammation at corners

	Riboflavin
Excess vitamin A






	Gums—Firm, coral pink, stippled

	Spongy, friable, swollen, bluish red or black, bleed easily

	Vitamin C






	Mucous membranes—Bright pink, smooth, moist

	Stomatitis

	Niacin






	Tongue—Rough texture, no lesions, taste sensation

	Glossitis

	Niacin, riboflavin, folic acid






	Diminished taste sensation

	Zinc






	Teeth—Uniform white color, smooth, intact

	Brown mottling, pits, fissures

	Excess fluoride






	Defective enamel

	Vitamins A, C, D; calcium; phosphorus






	Caries

	Excess carbohydrates






	Chest

	 

	 






	In infants, shape almost circular

	Depressed lower portion of rib cage

	Vitamin D






	In children, lateral diameter increased in proportion to anteroposterior diameter

	Sharp protrusion of sternum

	Vitamin D






	Smooth costochondral junctions

	Enlarged costochondral junctions

	Vitamins C, D






	Breast development—Normal for age

	Delayed development

	See under General Growth; especially zinc






	Cardiovascular System






	Pulse and blood pressure (BP) within normal limits

	Palpitations

	Thiamine






	Rapid pulse

	Potassium
Excess thiamine






	Arrhythmias

	Magnesium, potassium
Excess niacin, potassium






	Increased BP

	Excess sodium






	Decreased BP

	Thiamine
Excess niacin






	Abdomen






	In young children, cylindric and prominent

	Distended, flabby, poor musculature

	Protein, calories






	Prominent, large

	Excess calories






	In older children, flat

	Potbelly, constipation

	Vitamin D






	Normal bowel habits

	Diarrhea

	Niacin
Excess vitamin C






	Constipation

	Excess calcium, potassium






	Musculoskeletal System






	Muscles—Firm, well-developed, equal strength bilaterally

	Flabby, weak, generalized wasting

	Protein, calories






	Weakness, pain, cramps

	Thiamine, sodium, chloride, potassium, phosphorus, magnesium
Excess thiamine






	Muscle twitching, tremors

	Magnesium






	Muscular paralysis

	Excess potassium






	Spine—Cervical and lumbar curves (double S curve)

	Kyphosis, lordosis, scoliosis

	Vitamin D






	Extremities—Symmetric; legs straight with minimum bowing

	Bowing of extremities, knock knees

	Vitamin D, calcium, phosphorus






	Epiphyseal enlargement

	Vitamins A, D






	Bleeding into joints and muscles, joint swelling, pain

	Vitamin C






	Joints—Flexible, full range of motion, no pain or stiffness

	Thickening of cortex of long bones with pain and fragility, hard tender lumps in extremities

	Excess vitamin A






	Osteoporosis of long bones

	Calcium
Excess vitamin D






	Neurologic System






	Behavior—Alert, responsive, emotionally stable

	Listless, irritable, lethargic, apathetic (sometimes apprehensive, anxious, drowsy, mentally slow, confused)

	Thiamine, niacin, pyridoxine, vitamin C, potassium, magnesium, iron, protein, calories
Excess vitamins A, D, thiamine, folic acid, calcium






	Absence of tetany, convulsions

	Masklike facial expression, blurred speech, involuntary laughing

	Excess manganese






	Convulsions

	Thiamine, pyridoxine, vitamin D, calcium, magnesium
Excess phosphorus (in relation to calcium)






	Intact peripheral nervous system

	Peripheral nervous system toxicity (unsteady gait, numb feet and hands, fine motor clumsiness)

	Excess pyridoxine






	Intact reflexes

	Diminished or absent tendon reflexes

	Thiamine, vitamin E
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*Nutrients listed are deficient unless specified as excess.





Anthropometry, an essential parameter of nutritional status, is the measurement of height, weight, head circumference, proportions, skinfold thickness, and arm circumference in young children. Height and head circumference reflect past nutrition, and weight, skinfold thickness, and arm circumference reflect present nutritional status, especially of protein and fat reserves. Skinfold thickness is a measurement of the body’s fat content because approximately half the body’s total fat stores are directly beneath the skin. The upper arm muscle circumference is correlated with measurements of total muscle mass. Because muscle serves as the body’s major protein reserve, this measurement is considered an index of the body’s protein stores. Ideally, growth measurements are recorded over time, and comparisons are made regarding the velocity of growth based on previous and present values.


Numerous biochemical tests are available for assessing nutritional status and include analysis of plasma; blood cells; urine; and tissues from liver, bone, hair, and fingernails. Many of these tests are complicated and are not performed routinely. Common laboratory procedures for nutritional status include measurement of hemoglobin, hematocrit, transferrin, albumin, creatinine, and nitrogen. Appendix B provides laboratory values for these tests and more specific nutrient measurements.














Evaluation of Nutritional Assessment


After collecting the data needed for a thorough nutritional assessment, evaluate the findings to plan appropriate counseling. From the data, assess whether the child is (1) malnourished, (2) at risk for becoming malnourished, (3) well nourished with adequate reserves, or (4) overweight or obese.


Analyze the daily food diary for the variety and amounts of foods suggested in MyPlate (see Fig. 6-4). For example, if the list includes no vegetables, inquire about this rather than assuming that the child dislikes vegetables because it is possible that none were served that day. Also, evaluate the information in terms of the family’s ethnic practices and financial resources. Encouraging increased protein intake with additional meat is not always feasible for families on a limited budget and may conflict with food practices that use meat sparingly, such as in Asian meal preparation.





















General Approaches Toward Examining the Child



Sequence of the Examination





[image: image] Ordinarily, the sequence for examining patients follows a head-to-toe direction. The main function of such a systematic approach is to provide a general guideline for assessment of each body area to avoid omitting segments of the examination. The standard recording of data also facilitates exchange of information among different professionals. The typical organization of a physical examination is in the chapter outline. In examining children, this orderly sequence is frequently altered to accommodate the child’s developmental needs, although the examination is recorded following the head-to-toe model. Using developmental and chronologic age as the main criteria for assessing each body system accomplishes several goals:
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• Minimizes stress and anxiety associated with assessment of various body parts


• Fosters a trusting nurse–child–parent relationship


• Allows for maximum preparation of the child


• Preserves the essential security of the parent–child relationship, especially with young children


• Maximizes the accuracy and reliability of assessment findings











Preparation of the Child


Although the physical examination consists of painless procedures, for some children the use of a tight arm cuff, probes in the ears and mouth, pressure on the abdomen, and a cold piece of metal to listen to the chest are stressful. Therefore, the nurse should use the same considerations discussed in Chapter 27 for preparing children for procedures. In addition to that discussion, general guidelines related to the examining process are given in the Nursing Care Guidelines box.
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Performing Pediatric Physical Examination


Perform the examination in an appropriate, nonthreatening area:




• Have the room well lit and decorated with neutral colors.


• Have room temperature comfortably warm.


• Place all strange and potentially frightening equipment out of sight.


• Have some toys, dolls, stuffed animals, and games available for children.


• If possible, have rooms decorated and equipped for different-age children.


• Provide privacy, especially for school-age children and adolescents.


• Provide time for play and becoming acquainted.





Observe behaviors that signal the child’s readiness to cooperate:




• Talking to the nurse


• Making eye contact


• Accepting the offered equipment


• Allowing physical touching


• Choosing to sit on the examining table rather than the parent’s lap





If signs of readiness are not observed, use the following techniques:




• Talk to the parent while essentially “ignoring” the child; gradually focus on the child or a favorite object, such as a doll.


• Make complimentary remarks about the child, such as about his or her appearance, dress, or a favorite object.


• Tell a funny story or play a simple magic trick.


• Have a nonthreatening “friend” available, such as a hand puppet, to “talk” to child for the nurse (see Fig. 6-26, A).





If the child refuses to cooperate, use the following techniques:




• Assess the reason for uncooperative behavior; consider that a child who is unduly afraid may have had a traumatic experience.


• Try to involve the child and parent in process.


• Avoid prolonged explanations about the examining procedure.


• Use a firm, direct approach regarding expected behavior.


• Perform the examination as quickly as possible.


• Have an attendant gently restrain child.


• Minimize any disruptions and stimulation.


• Limit the number of people in room.


• Use an isolated room.


• Use a quiet, calm, confident voice.





Begin the examination in a nonthreatening manner for young children or children who are fearful:




• Use activities that can be presented as games, such as test for cranial nerves (see Table 6-13) or parts of developmental screening tests (see Chapter 5).


• Use approaches such as Simon Says to encourage the child to make a face, squeeze a hand, stand on one foot, and so on.


• Use the paper-doll technique:




1. Lay the child supine on an examining table or floor that is covered with a large sheet of paper.


2. Trace around the child’s body outline.


3. Use the body outline to demonstrate what will be examined, such as drawing a heart and listening with a stethoscope before performing an activity on the child.








If several children in the family will be examined, begin with the most cooperative child to model desired behavior.


Involve the child in the examination process:




• Provide choices, such as sitting on the table or in the parent’s lap.


• Allow the child to handle or hold the equipment.


• Encourage the child to use equipment on a doll, family member, or examiner.


• Explain each step of the procedure in simple language.





Examine the child in a comfortable and secure position:




• Sitting in the parent’s lap


• Sitting upright if in respiratory distress





Proceed to examine the body in an organized sequence (usually head to toe) with the following exceptions:




• Alter the sequence to accommodate needs of different-age children (see Table 6-2).


• Examine painful areas last.


• In an emergency situation, examine vital functions (airway, breathing, and circulation) and the injured area first.





Reassure the child throughout the examination, especially about bodily concerns that arise during puberty.


Discuss findings with the family at the end of the examination.


Praise the child for cooperation during the examination; give a reward such as a small toy or sticker.





The physical examination should be as pleasant as possible, as well as educational. The paper-doll technique is a useful approach to teaching children about the body part that is being examined (Fig. 6-5). At the conclusion of the visit, the child can bring home the paper doll as a memento.




[image: image]


FIG 6-5 Using the paper-doll technique to prepare a child for physical examination.








Table 6-2 summarizes guidelines for positioning, preparing, and examining children at various ages. Because no child fits precisely into one age category, it may be necessary to vary the approach after a preliminary assessment of the child’s developmental achievements and needs. Even with the best approach, many toddlers are uncooperative and inconsolable for much of the physical examination. However, some seem intrigued by the new surroundings and unusual equipment and respond more like preschoolers than toddlers. Likewise, some early preschoolers may require more of the “security measures” used with younger children, such as continued parent–child contact, and less of the preparatory measures used with preschoolers, such as playing with the equipment before and during the actual examination (Fig. 6-6).




TABLE 6-2


AGE-SPECIFIC APPROACHES TO PHYSICAL EXAMINATION DURING CHILDHOOD










	POSITION

	SEQUENCE

	PREPARATION










	Infant






	Before able to sit alone—Supine or prone, preferably in parent’s lap; before 4–6 months, can place on examining table
After able to sit alone—Sitting in parent’s lap whenever possible; if on table, place with parent in full view

	



If quiet, auscultate heart, lungs, abdomen.


Record heart and respiratory rates.


Palpate and percuss same areas.


Proceed in usual head-to-toe direction.


Perform traumatic procedures last (eyes, ears, mouth [while crying]).


Elicit reflexes as body part is examined.


Elicit Moro reflex last.






	



Completely undress if room temperature permits.


Leave diaper on male infant.


Gain cooperation with distraction, bright objects, rattles, talking.


Smile at infant; use soft, gentle voice.


Pacify with bottle of sugar water or feeding.


Enlist parent’s aid for restraining to examine ears, mouth.


Avoid abrupt, jerky movements.











	Toddler






	Sitting or standing on or by parent
Prone or supine in parent’s lap

	



Inspect body area through play: “count fingers,” “tickle toes.”


Use minimum physical contact initially.


Introduce equipment slowly.


Auscultate, percuss, palpate whenever quiet.


Perform traumatic procedures last (same as for infant).






	



Have parent remove outer clothing.


Remove underwear as body part is examined.


Allow to inspect equipment; demonstrating use of equipment is usually ineffective.


If uncooperative, perform procedures quickly.


Use restraint when appropriate; request parent’s assistance.


Talk about examination if cooperative; use short phrases.


Praise for cooperative behavior.











	Preschool Child






	Prefer standing or sitting
Usually cooperative prone or supine
Prefer parent’s closeness

	



If cooperative, proceed in head-to-toe direction.


If uncooperative, proceed as with toddler.






	



Request self-undressing.


Allow to wear underpants if shy.


Offer equipment for inspection; briefly demonstrate use.


Make up story about procedure (e.g., “I’m seeing how strong your muscles are” [blood pressure]).


Use paper-doll technique.


Give choices when possible.


Expect cooperation; use positive statements (e.g., “Open your mouth”).











	School-Age Child






	Prefer sitting
Cooperative in most positions
Younger child prefers parent’s presence
Older child may prefer privacy

	



Proceed in head-to-toe direction.


May examine genitalia last in older child.






	



Respect need for privacy.


Request self-undressing.


Allow to wear underpants.


Give gown to wear.


Explain purpose of equipment and significance of procedure, such as otoscope to see eardrum, which is necessary for hearing.


Teach about body function and care.











	Adolescent






	Same as for school-age child
Offer option of parent’s presence

	



Same as older school-age child.


May examine genitalia last.






	



Allow to undress in private.


Give gown.


Expose only area to be examined.


Respect need for privacy.


Explain findings during examination: “Your muscles are firm and strong.”


Matter of factly comment about sexual development: “Your breasts are developing as they should be.”


Emphasize normalcy of development.


Examine genitalia as any other body part; may leave to end.
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FIG 6-6 Preparing children for physical examination.




































Physical Examination


Although the approach to and sequence of the physical examination differ according to the child’s age, the following discussion outlines the traditional model for physical assessment. The focus includes all pediatric age groups; however, see Chapter 8 for a detailed discussion of a newborn assessment. Because the physical examination is a vital part of preventive pediatric care, Figure 6-7 gives a schedule for periodic health visits.
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FIG 6-7 Preventive health care chart. STI, Sexually transmitted infection. (Modified from American Academy of Pediatrics Committee on Practice and Ambulatory Medicine and Bright Futures Steering Committee: Recommendations for preventive pediatric health care, Pediatrics 120(6):1376, 2007.)














Growth Measurements


Measurement of physical growth in children is a key element in evaluating their health status. Physical growth parameters include weight, height (length), skinfold thickness, arm circumference, and head circumference. Values for these growth parameters are plotted on percentile charts, and the child’s measurements in percentiles are compared with those of the general population.








Growth Charts


The most commonly used growth charts in the United States are from the National Center for Health Statistics (NCHS). The growth charts have been revised to include the body mass index–for-age (BMI-for-age) charts, 3rd and 97th smoothed percentiles for all charts, and the 85th percentile for the weight-for-stature and BMI-for-age charts. The data were collected from five national surveys between 1963 and 1994. The revised charts have eliminated the disjunctions between the curves for infants and other children and have been extended for children and adolescents to age 20 years.


The weight-for-age percentile distributions are now continuous between the infant and the older child charts at 24 to 36 months. The length-for-age to stature-for-age and weight-for-length to weight-for-stature curves are parallel in the overlapping ages of 24 to 36 months. The revised weight-for-stature charts provide a smoother transition from the weight-for-length charts for preschool-age children.


The most prominent change to the complement of growth charts for older children and adolescents is the addition of the BMI-for-age growth curves. The BMI-for-age charts were developed with national survey data (1963 to 1994), excluding data from the 1988 to 1994 National Health and Nutrition Examination Surveys III (NHANES III) for children older than 6 years because an increase in body weight and BMI occurred between NHANES III and previous national surveys. Without this exclusion, the 85th and 95th percentile curves would have been higher, and fewer children and adolescents would have been classified as at risk of or overweight. Therefore, the BMI-for-age growth curves do not represent the current population of children older than 6 years of age.
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The sex-specific BMI-for-age charts for ages 2 to 20 years replace the 1977 NCHS weight-for-stature charts that were limited to prepubescent boys younger than 11.5 years and with statures less than 145 cm (4 feet, 9 inches) and to prepubescent girls younger than 19 years and with statures less than 137 cm (4 feet, 6 inches).
















Breast- and Formula-Fed Infants


The national survey data better represent the combined size and growth patterns of the general U.S. population (1971–1994). Over the past 30 years in the United States, approximately half of all infants were reported to have been breastfed, and approximately one third were breastfed for 3 months or more. Therefore, compared with the 1977 NCHS growth charts, the nationally representative data on which the revised infant growth charts are based better represent the combined growth patterns of breastfed and formula-fed infants in the U.S. population.














Special Groups


Although differences in size and growth occur among the major racial and ethnic groups in the United States, these appear to be small and inconsistent. Therefore, the revised growth charts include all infants and children whatever their race or ethnicity. Because the growth patterns of preterm, very low–birth-weight (VLBW) (<1500 g [3.3 lb]) infants are considerably different from those of higher birth-weight, full-term infants and specialized growth charts exist to track the growth of VLBW infants, data for VLBW infants were excluded from the revised charts.














Versions of the Growth Charts


Three different versions of the charts are available (www.cdc.gov/growthcharts). The first set contains all nine smoothed percentile lines (3rd, 5th, 10th, 25th, 50th, 75th, 90th, 95th, 97th), and the second and third sets contain seven smoothed percentile lines. The second set contains the 5th and 95th percentile lines, and the third set contains the 3rd and 97th percentile lines at the extreme ends of the distribution. In addition, the charts for weight-for-stature and BMI-for-age contain the 85th percentile. In all of the growth charts, age is truncated to the nearest full month, for example, 1 month (1.0–1.9 months), 11 months (11.0–11.9 months), and 23 months (23.0–23.9 months).


The three sets of charts are provided to meet the needs of various users. Set 1 shows all of the major percentile curves but may have limitations when the curves are close together, especially at the youngest ages. Most users in the United States may wish to use the format shown in set 2 for the majority of routine clinical applications. Pediatric endocrinologists and others dealing with special populations, such as children with failure to thrive, may wish to use the format in set 3.


Nurses are often responsible for measuring growth in children, so it is essential that they understand the revised growth charts. Several important differences exist between the 1977 and the revised charts with significant implications for classifying children as underweight or overweight. Nurses need to become familiar with determining BMI, which only requires information about the child’s weight and height.* With the increasing number of overweight children in the United States, the BMI charts are a critical component of children’s physical assessment.
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The Centers for Disease Control and Prevention (CDC, 2010) now recommends the World Health Organization (WHO) growth charts be used for children younger than 24 months of age instead of the CDC growth charts. The basis for this recommendation is that healthy breastfed infants are the standard against which all other infants of this age are compared in the WHO growth charts. The CDC growth charts continue to be recommended for children older than 24 months of age.


Centers for Disease Control and Prevention: Use of World Health Organization and CDC growth charts for children aged 0–59 months in the United States, MMWR Recomm Rep 59(rr09):1–15, 2010.
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BMI for age may be used to identify children and adolescents at the upper end of the distribution who are either overweight (≥95th percentile) or at risk for being overweight (≥85th and <95th percentile) (Ogden, Carroll, and Flegal, 2008). Formulas for determining BMI are available at http://www.cdc.gov/nccdphp/dnpa/bmi and in Appendix B.





Children whose growth may be questionable include:




• Children whose height and weight percentiles are widely disparate (e.g., height in the 10th percentile and weight in the 90th percentile, especially with above-average skinfold thickness)


• Children who fail to follow the expected growth velocity in height and weight, especially during the rapid growth periods of infancy and adolescence


• Children who show a sudden increase (except during puberty), decrease, or no change in a previously steady growth pattern





Because growth is a continuous but uneven process, the most reliable evaluation lies in comparing growth measurements over time. It is important to remember that normal growth patterns vary among children the same age (Fig. 6-8).
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FIG 6-8 These children of identical age (8 years) are markedly different in size. The child on the left, of Asian descent, is at the 5th percentile for height and weight. The child on the right is above 95th percentile for height and weight. However, both children demonstrate normal growth patterns.
































Length


The term length refers to measurements taken when children are supine (also referred to as recumbent length). Until children are 24 months old (or 36 months if using the chart for birth to 36 months), measure recumbent length. Because of the normally flexed position during infancy, fully extend the body by (1) holding the head in midline, (2) grasping the knees together gently, and (3) pushing down on the knees until the legs are fully extended and flat against the table. If using a measuring board, place the head firmly at the top of the board and the heels of the feet firmly against the footboard.


If such a measuring device is not available, measure length by placing the child on a paper-covered surface, marking the end points of the top of the head and the heels of the feet, and measuring between these two points (Fig. 6-9). For accurate measurement, hold the writing utensil at a right angle to the table when marking the cephalic point; position the feet with the toes pointing directly to the ceiling when marking the heel point. Regardless of the method used, have someone assist in holding the child’s head in midline while you extend the legs and take the measurements.




[image: image]


FIG 6-9 Measurement of head, chest, and abdominal circumference and crown-to-heel (recumbent) length. (From Price DL: Pediatric nursing: an introductory text, ed 10, St. Louis, 2007, Saunders.)




















Height


The term height (or stature) refers to the measurement taken when a child is standing upright. Measure height by having the child, with the shoes removed, stand as tall and straight as possible with the head in midline and the line of vision parallel to the ceiling and floor. Be certain the child’s back is to the wall or other vertical flat surface with the heels, buttocks, and back of the shoulders touching the wall and the medial malleoli touching if possible (Fig. 6-10). Check for and correct bending of the knees, slumping of the shoulders, or raising of the heels.




[image: image]


FIG 6-10 A and B, Measurement of height. (A, From Seidel HM, Ball JW, Dains JE, and others: Mosby’s guide to physical examination, ed 6, St. Louis, 2007, Mosby. B, From Wilson S: Health assessment for nursing practice, ed 4, St. Louis, 2009, Mosby.)











Nursing Tip


Normally, height is less if measured in the afternoon than in the morning. To minimize this variation, apply modest upward pressure under the jaw or the mastoid processes behind the ears.





For the most accurate measurement, use a wall-mounted unit (stadiometer; see Fig. 6-10). The movable measuring rod of platform scales is accurate only if it remains parallel to the floor and rests securely on the topmost part of the head. To improvise a flat surface for measuring length, attach a paper or metal tape or yardstick to the wall, position the child adjacent to the tape, and place a three-dimensional object, such as a thick book or box, on top of the head. Rest the side of the object firmly against the wall to form a right angle. Measure length or stature to the nearest 1 mm or 1/8 inch.














Weight


Weight is measured with an appropriately sized balance beam scale, which measures weight to the nearest 10 g (0.35 oz) for infants and 100 g (0.22 lb) for children. Before weighing the child, balance the scale by setting it at 0 and noting if the balance registers exactly in the middle of the mark. If the end of the balance beam rises to the top or bottom of the mark, more or less weight, respectively, is needed. Some scales are designed to self-correct, but others need to be recalibrated by the manufacturer. Scales vary in their accuracy; infant scales tend to be more accurate than adult platform scales, and newer scales tend to be more accurate than older ones, especially at the upper levels of weight measurement. When precise measurements are necessary, two nurses should take the weight independently; if there is a discrepancy, take a third reading.


Take measurements in a comfortably warm room. When the birth to 36-month growth charts are used, children should be weighed nude. Older children are usually weighed while wearing their underpants or a light gown. However, always respect the privacy of all children. If the child must be weighed wearing some article of clothing or some type of special device, such as a prosthesis or an armboard for an intravenous device, note this when recording the weight. Children who are measured for recumbent length are usually weighed on an infant platform scale and placed in a lying or sitting position. When weighing a child, place your hand lightly above the infant to prevent him or her from accidentally falling off the scale (Fig. 6-11, A) or stand close to the toddler, ready to prevent a fall (Fig. 6-11, B). For maximum asepsis, cover the scale with a clean sheet of paper between each child’s measurement.
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FIG 6-11 A, Infant on scale. B, Toddler on scale. Note the presence of the nurse to prevent falls. (B, Courtesy Paul Vincent Kuntz, Texas Children’s Hospital, Houston.)




















Skinfold Thickness and Arm Circumference


Measures of relative weight and stature cannot distinguish between adipose (fat) tissue and muscle. One convenient measure of body fat is skinfold thickness, which is increasingly recommended as a routine measurement. Measure skinfold thickness with special calipers, such as the Lange calipers. The most common sites for measuring skinfold thickness are the triceps (most practical for routine clinical use), subscapula, suprailiac, abdomen, and upper thigh. For greatest reliability, follow the exact procedure for measurement and record the average of at least two measurements of one site.


Arm circumference is an indirect measure of muscle mass. Measurement of arm circumference follows the same procedure as for skinfold thickness except the midpoint is measured with a paper or steel tape. Place the tape vertically along the posterior aspect of the upper arm to the acromial process and to the olecranon process; half of the measured length is the midpoint. Percentiles for triceps skinfold and arm circumference in children are provided in Appendix B and may be used as reference data. However, the percentiles are not standards or norms because values between the 5th and 95th percentiles are not ranges of normal.














Head Circumference


Measure head circumference in children up to 36 months of age and in any child whose head size is questionable. Measure the head at its greatest circumference, usually slightly above the eyebrows and pinna of the ears and around the occipital prominence at the back of the skull (see Fig. 6-9). Because head shape can affect the location of the maximum circumference, more than one measurement at points above the eyebrows is necessary to obtain the most accurate measure. Use a paper or metal tape because a cloth tape can stretch and give a falsely small measurement. For greatest accuracy, use devices marked with tenths of a centimeter because the percentile charts have only 0.5-cm increments.


Plot the head size on the appropriate growth chart under head circumference. Generally, head and chest circumferences are equal at about 1 to 2 years of age. During childhood, chest circumference exceeds head size by about 5 to 7 cm (2–2.75 inches). (For newborns, see Physical Assessment, Chapter 8.)




















Physiologic Measurements


Physiologic measurements, key elements in evaluating physical status of vital functions, include temperature, pulse, respiration, and BP. Compare each physiologic recording with normal values for that age group (see Appendix E and inside back cover). In addition, compare the values taken on preceding health visits with present recordings. For example, a falsely elevated BP reading may not indicate hypertension if previous recent readings have been within normal limits. The isolated recording may indicate some stressful event in the child’s life.


As in most procedures carried out with children, treat older children and adolescents much the same as adults. However, give special consideration to preschool children (see Atraumatic Care box). For best results in taking vital signs of infants, count respirations first (before the infant is disturbed), take the pulse next, and measure temperature last. If vital signs cannot be taken without disturbing the child, record the child’s behavior (e.g., crying) along with the measurement.





Atraumatic Care


Reducing Young Children’s Fears


Young children, especially preschoolers, fear intrusive procedures because of their poorly defined body boundaries. Therefore, avoid invasive procedures, such as measuring rectal temperature, whenever possible. Also, avoid using the word “take” when measuring vital signs because young children interpret words literally and may think that their temperature or other function will be taken away. Instead, say, “I want to know how warm you are.”











Temperature


Temperature is the measure of heat content within an individual’s body. The core temperature most closely reflects the temperature of the blood flow through the carotid arteries to the hypothalamus. Core temperature is relatively constant despite wide fluctuations in the external environment. When a child’s temperature is altered, receptors in the skin, spinal cord, and brain respond in an attempt to achieve normothermia, a normal temperature state. In pediatrics, there is a lack of consensus regarding what temperature constitutes normothermia for every child. For rectal temperatures in children, a value of 37° to 37.5° C (98.6°–99.5° F) is an acceptable range, where heat loss and heat production are balanced. For neonates, a core body temperature between 36.5° and 37.6° C (97.7° and 99.7° F) is a desirable range. In neonates, obtain temperature measurements for monitoring adequacy of thermoregulation, not fever; therefore, temperature measurements in each infant should be carefully considered in the context of the purpose and the environment.


The nurse can measure temperature in healthy children at several body sites via oral, rectal, axillary, ear canal, tympanic membrane, temporal artery, or skin route (Box 6-10). For ill children, other sites for temperature measurement that have been investigated include the urinary bladder, pulmonary artery, and esophageal and nasopharyngeal sites (El-Radhi and Barry, 2006; Mains, Coxall, and Lloyd, 2008) (Box 6-11). One of the most important influences on the accuracy of temperature is improper temperature-taking technique. Detailed discussion of temperature-taking methods and visual examples of proper techniques are given in Table 6-3. For a critical review of the evidence on temperature taking methods, see the Evidence-Based Practice box.





Box 6-10   Recommended Temperature Screening Routes in Infants and Children





Birth to 2 Years







Axillary


Rectal—If definitive temperature reading is needed for infants older than 1 month of age











2 to 5 Years







Axillary


Tympanic


Oral—When child can hold thermometer under tongue


Rectal—If definitive temperature reading is needed











Older Than 5 Years







Oral


Axillary


Tympanic














Box 6-11


Alternative Temperature Measurement Sites for Ill Children





Skin







A probe is placed on the skin to determine heat output in response to changes in the patient’s skin temperature.


Skin temperature sensors are most often used for neonates and infants placed in radiant heat warmers or isolettes (using servocontrol feature of the apparatus). In turn, the heater unit warms to a set point to maintain the infant’s temperature within a specified range.


ThermoSpot is an example of a device allowing continuous thermal monitoring in neonates.











Urinary Bladder







A thermistor or thermocouple is placed within the indwelling bladder catheter. The catheter tip immersed in the bladder provides a continuous temperature read-out on the bedside monitor.


This is not a true measure of core temperature but responds better than rectal and skin temperatures to core body changes.


Because of thermistor sizes, this method is unusable with neonates and small infants.











Pulmonary Artery







A catheter is placed into the heart to obtain a reading in the pulmonary artery.


It is used in critical care settings or operating rooms only in patients requiring aggressive monitoring.


Catheters are not available in sizes for neonates or small infants.











Esophageal Site







A probe is inserted into the lower third of the esophagus at the level of the heart.


This is used in critical care settings or operating rooms.


Several companies have esophageal stethoscopes with temperature probe monitors for patients in the operating room that show a continuous temperature reading.











Nasopharyngeal Site







A probe is inserted into the nasopharynx, posterior to the soft palate, and provides an estimate of hypothalamic temperature.


This is used in critical care settings or operating rooms.








Data from Kumar PR, Nisarga R, Gowda B: Temperature monitoring in newborns using ThermoSpot, Indian J Pediatr 71(9):795–796, 2004; Martin SA, Kline AM: Can there be a standard for temperature measurement in the pediatric intensive care unit? AACN Clin Issues 15(2):254–266, 2004; and Maxton FJC, Justin L, Gilles D: Estimating core temperature in infants and children after cardiac surgery: a comparison of six methods, J Adv Nurs 45(2):214–222, 2004.







TABLE 6-3


TEMPERATURE MEASUREMENT LOCATIONS FOR INFANTS AND CHILDREN










	TEMPERATURE SITE

	 










	Oral

	 






	Place tip under tongue in right or left posterior sublingual pocket, not in front of tongue. Have child keep mouth closed without biting on thermometer.
Pacifier thermometers measure intraoral or supralingual temperature and are available but lack support in the literature.
Several factors affect mouth temperature: eating and mastication, hot or cold beverages, open-mouth breathing, ambient temperature.

	



[image: image]












	Axillary

	 






	Place tip under arm in center of axilla and keep close to skin, not clothing. Hold child’s arm firmly against side. Temperature may be affected by poor peripheral perfusion (results in lower value), clothing or swaddling, use of radiant warmer, or amount of brown fat in cold-stressed neonate (results in higher value).
Advantage—Avoids intrusive procedure and eliminates risk of rectal perforation.
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	Ear Based (Aural)

	 






	Insert small infrared probe deeply into canal to allow sensor to obtain measurement. Size of probe (most are 8 mm) may influence accuracy of result. In young children, this may be a problem because of small diameter of canal. Proper placement of ear is controversial related to whether the pinna should be pulled in manner similar to that used during otoscopy (see p. 126).

	



[image: image]












	Rectal

	 






	Place well-lubricated tip at maximum 2.5 cm (1 inch) into rectum for children and 1.5 cm (0.6 inch) for infants; securely hold thermometer close to anus.
Child may be placed in side-lying, supine, or prone position (i.e., supine with knees flexed toward abdomen); cover penis because procedure may stimulate urination. A small child may be placed prone across parent’s lap.

	



[image: image]












	Temporal Artery

	 






	An infrared sensor probe scans across forehead, capturing heat from arterial blood flow. Temporal artery is only artery close enough to skin’s surface to provide access for accurate temperature measurement.
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Data from Martin SA, Kline AM: Can there be a standard for temperature measurement in the pediatric intensive care unit? AACN Clin Issues 15(2):254–266, 2004; and Falzon A, Grech V, Caruana B, and others: How reliable is axillary temperature measurement? Acta Paediatr 92(3):309–313, 2003. Oral, axillary, rectal, and temporal artery images courtesy Paul Vincent Kuntz, Texas Children’s Hospital, Houston.








Evidence-Based Practice


Temperature Measurement in Pediatrics





Ask the Question





Picot Question


In infants and children, what is the most accurate method for measuring temperature in febrile children?











Search for the Evidence





Search Strategies


Clinical research studies related to this issue were identified by searching for English publications within past 10 years for infant and child populations; comparisons with gold standard: rectal thermometry.








Databases Used


PubMed, Cochrane Collaboration, MD Consult, Joanna Briggs Institute, National Guideline Clearinghouse (AHRQ), TRIP Database Plus, PedsCCM, BestBETs











Critically Analyze the Evidence







Rectal temperature—Rectal measurement remains the clinical gold standard for the precise diagnosis of fever in infants and children compared with other methods (Fortuna, Carney, Macy, and others, 2010; Greenes and Fleisher, 2004; Holzhauer, Reith, Sawin, and others, 2009; Riddell and Eppich, 2003; University of Michigan, 2003). However, this procedure is more invasive and is contraindicated for infants younger than 1 month old, children with recent rectal surgery, children with diarrhea or anorectal lesions, and children receiving chemotherapy (cancer treatment usually affects the mucosa and causes neutropenia).


Oral temperature (OT)—OT indicates rapid changes in core body temperature, but accuracy may be an issue compared with the rectal site (Jensen, Jensen, Madsen, and others, 2000). OTs are considered the standard for temperature measurement (Gilbert, Barton, and Counsell, 2002) but are contraindicated in children who have an altered level of consciousness, are receiving oxygen, are mouth breathing, are experiencing mucositis, had recent oral surgery or trauma, or are younger than 5 years of age (Carroll, 2000; El-Radhi and Barry, 2006). Limitations of OTs include the effects of ambient room temperature and recent oral intake (Carroll, 2000; Martin and Kline, 2004).


Axillary temperature—This is inconsistent and insensitive in infants and children older than 1 month old (Falzon, Grech, Caruana, and others, 2003; Jean-Mary, Dicanzio, Shaw, and others, 2002). In neonates with fever the axillary temperature cannot be used interchangeably with rectal measurement (Muller, van Berkel, and de Beaufort, 2008).


Ear (aural) temperature—This is not a precise measurement of body temperature. Meta-analysis of 101 studies comparing tympanic membrane temperatures with rectal temperatures in children concluded that the tympanic method demonstrated a wide range of variability, limiting its application in a pediatric setting (Craig, Lancaster, Taylor, and others, 2002). More recently published reviews continue to find poor sensitivity using infrared ear thermometry (Devrim, Ates, Ceyhan, and others, 2007; Dodd, Lancaster, Craig, and others, 2006). Diagnosis of fever without a focus should not be made based on tympanic thermometry because it is not an accurate measure of core temperature (Craig, Lancaster, Taylor, and others, 2002; Devrim, Ates, Ceyhan, and others, 2007; Dodd, Lancaster, Craig, and others, 2006; Riddell and Eppich, 2003).


Temporal artery temperature (TAT)—TAT is not predictable for fever in young children but can be used as a screening tool for detecting fever less than 38° C (100.4° F) in children 3 months to 4 years of age (Al-Mukhaizeem, Allen, Komar, and others, 2004; Callanan, 2003; Fortuna, Carney, Macy, and others, 2010; Greenes and Fleisher, 2001; Hebbar, Fortenberry, Rogers, and others, 2005; Holzhauer, Reith, Sawin, and others, 2009; Schuh, Komar, Stephens, and others, 2004; Siberry, Diener-West, Schappell, and others, 2002; Titus, Hulsey, Heckman, and others, 2009).











Apply the Evidence: Nursing Implications


There is good evidence with strong recommendations for the following (Guyatt, Oxman, Vist, and others 2008):




• No single site used for temperature assessment provides unequivocal estimates of core body temperature.


• Studies show that the axillary and tympanic measures demonstrate poor agreement when these modes are compared with more accurate core temperature methods. The differences are more evident as temperature increases, regardless of age.


• TAT is not predictable for fever and should be only used as a screening tool in young children.


• When an accurate method for obtaining a correct reflection of core temperature is needed, the rectal temperature is recommended in younger children and the oral route in older children.











[image: image] Quality and Safety Competencies: Evidence-Based Practice*





Knowledge


Differentiate clinical opinion from research and evidence-based summaries.


Demonstrate understanding of thermometry selection based on the developmental age of the child.








Skills


Base individualized care plan on patient values, clinical expertise, and evidence.


Integrate evidence into practice by using the correct type of thermometry to screen for fever compared with measures used for accurate determination of the degree of fever.








Attitudes


Value the concept of evidence-based practice as integral to determining best clinical practice.


Recognize strengths and weakness of evidence for the most accurate method for measuring fever in infants and children.
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The most frequently used temperature measurement devices in infants and children include:




Electronic intermittent thermometers—Measure the patient’s temperature at oral, rectal, and axillary sites; these are used as primary diagnostic indicators


Infrared thermometers—Measure the patient’s temperature by collecting emitted thermal radiation from a particular site (e.g., ear canal)


Electronic continuous thermometers—Measure the patient’s temperature during the administration of general anesthesia, treatment of hypothermia or hyperthermia, and other situations that require continuous monitoring





Box 6-12 provides a detailed description of these devices.





Box 6-12   Types of Thermometers Used to Measure Temperature in Infants and Children





Electronic Thermometer







Temperature is sensed with an electronic component called thermistor mounted at the tip of a plastic and stainless steel probe, which is connected to an electronic recorder. A disposable plastic cover is used for infection control.


Temperature measurement appears on digital display within 60 seconds.


The probe can be placed in the mouth, axilla, or rectum.











Infrared Thermometer







Thermal radiation is measured from the axilla, ear canal, or tympanic membrane.


Temperature measurement appears on the digital display in approximately 1 second.


Three types are available for ear-based use: tympanic, ear canal, and arterial heat balance via the ear canal (AHBE).


Often these devices are all inappropriately referred to as tympanic thermometers.


Temperatures measured in this way reflect arterial (bloodstream) temperature.











Ear-Based Temperature Sensor







Although this is frequently used in pediatric settings (especially ambulatory clinics), debate continues on the reliability of ear-based thermometry in screening febrile children.


Most models use “offsets” for internal calculations that transform ear temperature into supposedly equivalent oral or rectal temperatures.











Ear Sensor (LighTouch LTX)







This measures the infrared heat energy radiating from canal opening, scans canal for highest temperature reading, and then calculates arterial temperature (correlates highly with core or internal body temperature).


It is available in two sizes; the smaller size of LighTouch Pedi-Q is for infants and toddlers.











Axillary Sensor (LighTouch LTN)







This measures the infrared heat energy radiating from the axilla.


It can be used on wet skin; in incubators; or under radiant heaters, warming pads, or other heat sources.











Digital Thermometer







A probe is connected to a microprocessor chip, which translates signals into degrees and sends temperature measurement to digital display.


It is used like an oral electronic thermometer and can be used for measuring oral, rectal, and axillary temperature.


It is more accurate and easier to read but somewhat more expensive than a plastic strip thermometer.











Liquid Crystal Skin Contact Thermometer (Chemical Dot Thermometer)







This single-use, disposable, flexible thermometer has a specific chemical mixture in each circle that changes color to measure temperature increments of 2/10 of a degree.


There are two types:




1. Kept in mouth (1 minute), axilla (3 minutes), or rectum (3 minutes); color change is read 10 to 15 seconds after removing the thermometer


2. Wearable, continuous-use thermometer, which is placed under axilla; may be read within 2 to 3 minutes after placement and continuously thereafter; discard and replace every 48 hours

















[image: image] Nursing Alert


The belief that core temperature can be estimated by adding 1° C to the temperature taken in the axilla is incorrect. Do not add a degree to the finding obtained by taking a temperature by the axillary route (Craig, Lancaster, Williamson, and others, 2000).

















Pulse


A satisfactory pulse can be taken radially in children older than 2 years of age. However, in infants and young children, the apical impulse (heard through a stethoscope held to the chest at the apex of the heart) is more reliable (see Fig. 6-33 for location of pulses). Count the pulse for 1 full minute in infants and young children because of possible irregularities in rhythm. However, when frequent apical rates are necessary, use shorter counting times (e.g., 15- or 30-second intervals). For greater accuracy, measure the apical rate while the child is asleep; record the child’s behavior along with the rate. Grade pulses according to the criteria in Table 6-4. Compare radial and femoral pulses at least once during infancy to detect the presence of circulatory impairment, such as coarctation of the aorta. (See inside back cover for normal rates for pediatric age groups.)




TABLE 6-4


GRADING OF PULSES








	GRADE

	DESCRIPTION










	0

	Not palpable






	+1

	Difficult to palpate, thready, weak, easily obliterated with pressure






	+2

	Difficult to palpate, may be obliterated with pressure






	+3

	Easy to palpate, not easily obliterated with pressure (normal)






	+4

	Strong, bounding, not obliterated with pressure
























Respiration


Count the respiratory rate in children in the same manner as for adult patients. However, in infants, observe abdominal movements because respirations are primarily diaphragmatic. Because the movements are irregular, count them for 1 full minute for accuracy (see also p. 130). (See inside back cover for normal respiratory rates in children.)














Blood Pressure


Blood pressure measurement by noninvasive methods is part of a routine vital sign determination. Measure BP annually in children 3 years of age through adolescence and in children with symptoms of hypertension, children in emergency departments and intensive care units, and high-risk infants (National High Blood Pressure Education Program Working Group on High Blood Pressure in Children and Adolescents, 2004).













Measurement Devices


Ambulatory BP monitoring in children and adolescents is a valuable method for assessing and managing suspected hypertension. Also measure BP using electronic devices that use oscillometric or Doppler techniques. In oscillometry, pressure changes are transmitted through the arterial wall to the pressure cuff, and the oscillations are detected by a pressure-sensitive indicator. Oscillometers have digital read-outs for systolic, diastolic, and mean arterial pressures (MAPs) and for pulse. The MAP is not the same as the mean BP (arithmetic average of systolic and diastolic pressures). Rather, it is a value somewhat lower than the arithmetic mean. BP readings using oscillometry, such as Dinamap, are generally higher (10 mm Hg higher) than measurements using auscultation (Park, Menard, and Schoolfield, 2005) (Table 6-5). Differences between Dinamap and auscultatory readings prevent the interchange of the readings by the two methods (Midgley, Wardhaugh, Macfarlane, and others, 2009).




TABLE 6-5


NORMATIVE DINAMAP BLOOD PRESSURE VALUES (SYSTOLIC/DIASTOLIC; MEAN ARTERIAL PRESSURE IN PARENTHESES)










	AGE GROUP

	MEAN

	90th PERCENTILE

	95th PERCENTILE










	Newborn (1–3 days)

	65/41 (50)

	75/49 (59)

	78/52 (62)






	1 month–2 years

	95/58 (72)

	106/68 (83)

	110/71 (86)






	2–5 years

	101/57 (74)

	112/66 (82)

	115/68 (85)
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From Park M, Menard S: Normative oscillometric blood pressure values in the first 5 years in an office setting, Am J Dis Child 143(7):860–864, 1989.





Doppler ultrasonography translates changes in ultrasound frequency caused by blood movement within the artery to audible sound by means of a transducer in the cuff. This technique is useful for systolic pressure measurement but is unreliable for diastolic pressure measurement. Oscillometric and Doppler instruments are useful in measuring BP in infants and have largely replaced the flush method, which reflects only the mean BP, and the auscultatory method.














Selection of Cuff


No matter what type of noninvasive technique is used, the most important factor in accurately measuring BP is the use of an appropriately sized cuff (cuff size refers only to the inner inflatable bladder, not the cloth covering). A technique to establish an appropriate cuff size is to choose a cuff with a bladder width that is approximately 40% of the arm circumference midway between the olecranon and the acromion (see Research Focus box). This will usually be a cuff bladder that covers 80% to 100% of the circumference of the arm (Fig. 6-12) (Beevers, Lip, and O’Brien, 2001). Cuffs that are either too narrow or too wide affect the accuracy of BP measurements. If the cuff size is too small, the reading on the device is falsely high. If the cuff size is too large, the reading is falsely low (Clark, Kieh-Lai, Sarnaik, and others, 2002).
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FIG 6-12 Determination of proper cuff size. A, Cuff bladder width should be approximately 40% of circumference of arm measured at a point midway between olecranon and acromion. B, Cuff bladder length should cover 80% to 100% of arm circumference. C, Blood pressure should be measured with the cubital fossa at the heart level. The arm should be supported. The stethoscope bell is placed over the brachial artery pulse proximal and medial to the cubital fossa and below the bottom edge of the cuff. (From National Institutes of Health, National Heart, Lung, and Blood Institute: Update on the Task Force Report [1987] on high blood pressure in children and adolescents: a working group report from the National High Blood Pressure Education Program, NIH Pub No 96-3790, Bethesda, Md, September 1996, Author.)
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Selection of a Blood Pressure Cuff


Researchers have found that selection of a cuff with a bladder width equal to 40% of the upper arm circumference most accurately reflects directly measured radial arterial pressure (Clark, Kieh-Lai, Sarnaik, and others, 2002).





Using limb circumference for selecting cuff width more accurately reflects direct arterial BP than using limb length because this method takes into account variations in arm thickness and the amount of pressure required to compress the artery. For measurement on sites other than the upper arms, use the limb circumference, although the shape of the limb (e.g., conical shape of the thigh) may prevent appropriate placement of the cuff and inaccurately reflect intraarterial BP (Table 6-6).




TABLE 6-6


RECOMMENDED DIMENSIONS FOR BLOOD PRESSURE CUFF BLADDERS










	AGE

	WIDTH (cm)

	LENGTH (cm)

	MAXIMUM ARM CIRCUMFERENCE (cm)*











	Newborn

	4

	8

	10






	Infant

	6

	12

	15






	Child

	9

	18

	22






	Small adult

	10

	24

	26






	Adult

	13

	30

	34






	Large adult

	16

	38

	44






	Thigh

	20

	42

	52














[image: image]





*Calculated so that largest arm would still allow bladder to encircle arm by at least 80%.


From National High Blood Pressure Education Program Working Group on High Blood Pressure in Children and Adolescents: The fourth report on the diagnosis, evaluation, and treatment of high blood pressure in children and adolescents, Pediatrics 114(2 suppl 4th Rep):555–576, 2004.





When using a site other than the arm, BP measurements using noninvasive techniques may differ. Generally, systolic pressure in the lower extremities (thigh or calf) is greater than pressure in the upper extremities, and systolic BP in the calf is higher than that in the thigh (Fig. 6-13). Table 6-7 lists these differences that are applied to oscillometric measurements taken on the right extremities with the child supine and the cuff size based on the circumference method.




TABLE 6-7


DIFFERENCES IN OSCILLOMETRIC SYSTOLIC BLOOD PRESSURE BETWEEN ARM AND LOWER EXTREMITY SITES IN NORMAL CHILDREN










	 

	SYSTOLIC BLOOD PRESSURE × (MEAN ± SD)






	AGE GROUP (YR)

	ARM-THIGH

	ARM-CALF










	4–8

	−7.1 ± 6.8

	−9.3 ± 7.4






	9–16

	−2.4 ± 7.7

	−5.0 ± 26.9
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From Park M, Lee D, Johnson GA: Oscillometric blood pressures in the arm, thigh, and calf in healthy children and those with aortic coarctation, Pediatrics 91(4):761–765, 1993.







[image: image]


FIG 6-13 Sites for measuring blood pressure. A, Upper arm. B, Lower arm or forearm. C, Thigh. D, Calf or ankle.
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When taking BP, use an appropriately sized cuff. When the correct size is not available, use an oversized cuff rather than an undersized one or use another site that more appropriately fits the cuff size. Do not choose a cuff based on the name of the cuff (e.g., an “infant” cuff may be too small for some infants).
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Compare BP in the upper and lower extremities to detect abnormalities, such as coarctation of the aorta, in which the lower extremity pressure is less than the upper extremity pressure.

















Measurement and Interpretation


Measuring and interpreting BP in infants and children require attention to correct procedure because (1) limb sizes vary, and cuff selection must accommodate the circumference; (2) excessive pressure on the antecubital fossa affects the Korotkoff sounds; (3) children easily become anxious, which can elevate BP; and (4) BP values change with age and growth. In children and adolescents, determine the normal range of BP by body size and age. BP standards that are based on gender, age, and height provide a more precise classification of BP according to body size. This approach avoids misclassifying children who are very tall or very short. The revised BP tables now include the 50th, 90th, 95th, and 99th percentiles (with standard deviations) by gender, age, and height (see Appendix E).


To use the tables in a clinical setting, determine the height percentile by using the newly revised Centers for Disease Control and Prevention growth charts (www.cdc.gov/growthcharts). The child’s measured systolic BP and diastolic BP are compared with the numbers provided in the table (boys or girls) according to the child’s age and height percentile. The child is normotensive if the BP is below the 90th percentile. If the BP is at or above the 90th percentile, repeat the BP measurement at that visit to verify an elevated BP. BP measurements between the 90th and 95th percentiles indicate prehypertension and necessitate reassessment and consideration of other risk factors. In addition, if an adolescent’s BP is more than 120/80 mm Hg, consider the patient prehypertensive even if this value is below the 90th percentile. This BP level typically occurs for systolic BP at 12 years old and for diastolic BP at 16 years old. If the child’s BP (systolic or diastolic) is at or above the 95th percentile, the child may be hypertensive, and the measurement must be repeated on at least two occasions to confirm diagnosis (National High Blood Pressure Education Program Working Group on High Blood Pressure in Children and Adolescents, 2004) (see Nursing Care Guidelines box).





[image: image] Nursing Care Guidelines


Using the Blood Pressure Tables







1. Use the standard height charts to determine the height percentile.


2. Measure and record the child’s systolic blood pressure (SBP) and diastolic blood pressure (DBP).


3. Use the correct gender table for SBP and DBP.


4. Find the child’s age on the left side of the table. Follow the age row horizontally across the table to the intersection of the line for the height percentile (vertical column).


5. There, find the 50th, 90th, 95th, and 99th percentiles for SBP in the left columns and for DBP in the right columns.




• BP less than 90th percentile is normal.


• BP between the 90th and 95th percentiles is prehypertension. In adolescents, BP of 120/80 mm Hg or greater is prehypertension even if this figure is less than the 90th percentile.


• BP over the 95th percentile may be hypertension.





6. If the BP is over the 90th percentile, the BP should be repeated twice at the same office visit, and an average SBP and DBP should be used.


7. If the BP is over the 95th percentile, BP should be staged. If BP is stage 1 (95th to 99th percentile plus 5 mm Hg), BP measurements should be repeated on two more occasions. If hypertension is confirmed, evaluation should proceed. If BP is stage 2 (>99th percentile plus 5 mm Hg), prompt referral should be made for evaluation and therapy. If the patient is symptomatic, immediate referral and treatment are indicated.





From National High Blood Pressure Education Program Working Group on High Blood Pressure in Children and Adolescents: The fourth report on the diagnosis, evaluation, and treatment of high blood pressure in children and adolescents, Pediatrics 114(2 suppl 4th Rep):555–576, 2004.

















Orthostatic Hypotension


Orthostatic hypotension (OH), also called postural hypotension or orthostatic intolerance, often manifests as syncope (fainting), vertigo (dizziness), or lightheadedness and is caused by decreased blood flow to the brain (cerebral hypoperfusion). Normally, blood flow to the brain is maintained at a constant level by a number of compensating mechanisms that regulate systemic BP. When one assumes a sitting or standing position from a supine or recumbent position, peripheral capillary vasoconstriction occurs, and blood that was pooling in the lower vasculature is returned to the heart for redistribution to the head and remainder of the body. When this mechanism fails or is slow to respond, the person may experience vertigo or syncope. One of the most common causes of OH is hypovolemia, which may be induced by medications such as diuretics or vasodilator medications and by prolonged immobility or bed rest. Other causes of OH include dehydration, diarrhea, emesis, fluid loss from sweating and exertion, alcohol intake, dysrhythmias, diabetes mellitus, sepsis, and hemorrhage.


Blood pressure measurements taken with the child supine then standing (at least 2 minutes in each position) may demonstrate variability and assist in the diagnosis of OH. A child with a sustained drop in systolic pressure of more than 20 mm Hg or in diastolic pressure of more than 10 mm Hg after standing for 2 minutes without an increase in heart rate of more than 15 beats/min most likely has an autonomic deficit. Nonneurogenic causes of OH have a compensatory increase in pulse of more than 15 beats/min as well as a drop in BP, as noted previously. For children and adolescents with vertigo, lightheadedness, nausea, syncope, diaphoresis, and pallor, it is important to monitor BP and heart rate to determine the original cause. BP is an important diagnostic measurement in children and adolescents and must be a part of the routine monitoring of vital signs.





[image: image] Nursing Alert


Published norms for BP, such as those in Appendix E, are valid only if you use the same method of measurement (auscultation and cuff size determination) in clinical practice.
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Birth weight doubles by end of rst4-7
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612 monts Weight gain—85-140 g (3-5 ounces) | Monthly gain—1.25 cm (0.5 inch)
Birth weight rples by end of istyear ['gi g increases by =50% by end of it year
Toddiers Bisth weight quxdruples by age 2.5 years | Heightat age 2 years is =50% of eventual adult height
Gain during second year—about 12 cm (47 inches)
Gain during third year—about 68 cm (2:4-3.1 inches)
Preschoolers Yearly gain—2-3 kg (45-6.5 pounds) | Birth len th doubles by age 4 years
ey gain—5-7.5 cm (23 inches)
Schoolage eary gain—2-3 kg (45-6.5 pounds) | Yearly gainafterage 7 years —5 em (2 inches)
children

Birth leng th riples by aboutage 13 years

Pubertl growh spurt

Femles—10-14

Weight gain—7-25 kg, (15.5-55 pounds)
Mean—17.5 kg, (38.5 pounds)

Height gain—5-25 cm (2-10 inches);
age of 13 years

5% of e height achieved by orset of menarche or skeletal

Mean—20.5 cm (8 inches)

Males—11-16

Weight gain—7-30 kg, (15.5-6 pounds)
Mean—23.7 kg, (522 pounds)

Height g ain—10-30 cm (4-12 inches); =95% of mature height achieved by skeletal sge of 15 years
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Neive instrumental
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[assumpTiONS STRENGTHS LIMITATIONS APPLICATIONS|

Family Systems Theary

‘A change inany one partofafumily | Applicable for fmily innormal | More diffcultto determine | Mate selection, courship processes, fily communication,
systemaffects all other pars of the everyday lfe, as well s for | cause-andefiect boundary maintenance, power and control within fnily,
family system (circular causalty). family dysfunction and relaionships because of parent-child relaionships, teensge pregrancy and
Family systems are characterized by | pathology circular causality parerthood
periods of rapid growth and change | Useful for families of varying

and periods of relatve stabily.
Both too litte change and foo much
change are dysfunctional for the
family system therefore, abalance
between morphogenesis (change)
and morphostasis (no change) is
Family systems can inifisfe change, a5
well s react o it

structure and in various
stages of the lfe cycle

Family Stress Theory

Stress s an inevitable partof iy life,
andany event evenif positive, can
be stresstul for the family.

Family encounters both normtive
expected stressors and unexpected
sinational sressors over is life
eycle,

Stress has a cumlaive eficton
family.

Families cope with and respond to
stressors with a wide range of
resporses and effectivencss.

Potential t explin and predict
family behavior in response
to stressors and to develop.
effective interventons fo
promote family adsptation
Focuses on positive
contrbution of esources,
caping, and sacial support
adptive outcomes
Canbe wsedby many
disciplines in the health field

Relaiorships among all
variables in the frameswork
ot yetadequily
described
Not yet known if certin
combinatons of resources
and coping strategies are
applicable o al stressful
evenss

“Taasition to paresbood and other normative rarsions,
single pvent bumilies, familis experiencing work telied
sressors dualeamer family, unemployment), acu or
chonic chidbood llness or disabilty, infetlty, eath ofa
child, divorce, teenage pregnancy and pareribood

Developmental Theory,

Families develop and change over time
in similar and consistent ways.
Family and ts memmbers must perform.
certin ime-specific tasks set by
themselves and by persars in the
broader society.
Family role performance atane stge
offaily lie cycle inflaences family’s
behavioral optons at ext sage.
Family tends to be in stage of
disequlibrium when eniering a nesw
lie cycle siage and srives toward
homeostass within stages.

Provides adyramic, rther than
st view of the fmily
Addresses both changes.
within the faily and
changes inthe faily as a
social systemover s i
history.

Anicipates potential
stressors that normlly
accompuny twansitions to
various stages and when
problems may peak because

oflack of resaurces

“Traditional mockl more easily
applied o twoparent
families with children
Use of age of oldest child
and morial duation as
morker of stge transition
Sometimes problemtic
(e:g, instephmilies, single-
parent families)

‘Antcipatory guidance, ecbeational sraegics, and developing
o strenghoning farily esources for mansgementof
wransion to parenthoods iy adustment o children
enteing school,becoming adolescents,leaving home;
maragermert af ‘empty nest” years and rtiement
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[MONOZYGOTIC OR IDENTICAL TWINS

DIZYGOTIC OR FRATERNAL TWINS

Characteristics

Resultof one fertlized ovum that became seporated early in
development

Resultof fertlization of two ova

‘Alike physically and genetically

Diffe physically and genetically

Same sex

May be same or opposie sex

Frequency

Occurs uniformly inal populations

V aries among races (highest in Afican Americans, lowest in Asians, intermediate in whites)

Unafected by matermal age

More common with advancing mutemal age (mandmum a ages 35 to 39 years; then decreases

copidly)

‘Tendency unaffected by heredity

Marked familal tendency

Expressed only inthe fermale

Fathers appear o transmit disposition oward double ovlation to davghters

Similar behavior

Dissinilr behavior; more sibling rivalry
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[BIRTH AND DEATH

DIET AND FOOD PRACTICES

MEDICAL CARE

Buddhist

Birth—No baptism

Infat presentation

Death—Last it chanting is offen pacticed at beckide soon
o deaty he decesed' family or Budlis prist shouid
be contacted

Organ dorvion and trrsplantaion —Organ doration s 3
motorof individsl coscience

Restrctions on some food
combinations; extremes mistbe
avoided

Some sects are stietly vegetaian

Discourage use of alcohol and drugs

Thness & believed fo be il o id development ofsoul
ilness resuls from Karic causes

Surgery i pormitied,butexermes mustbe avoided

Cleanliness s of greatmportance

Family, community, and Buddhist prist are supporive
visitors

Church of Chist, Scientist (Chistian Science)

Birth—No baptism.

Death—No bt rtes; autopsy is not permitied exceptn cases
of sudden deat, individuwls can choose burial or cremation

Organ donstion and transplantaion —Church tokes no specific
position on transplantaion as distnct from other medical or
surgical procedires

Inclivichss decide on organ donstion

‘Abstain from alcobol and some forms of]
waand coffee

Oppose human infervention with drugs or other therapies;
however, acceptlegally required immunizations

Accept physical and moral healing

Farmily, frends, and memmbers of spirtsl community may
visit

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

Birth—No baptism

Infan i blssed by church offiial at st opportnity afier
bih (inchurch)

Bapismby immersion a5 years

Death—Beliove thtitis proper o bury the dead n the
round; cremtion’s discourged

Organ dorion snd tarsplartation - ndivickals can choose
whether o will organs o be used i ransplas

Prohibit tea (except herbal), coffee, and
alcobol

Some individuals avoid chocolte and
other produets thatcontin caffene

Fasting for 24 hours each morih

Devout adberens believe in divine healing,
Medical therapy is not prohibited

Spirtl fems —A “gament” type of underwear) thatis
considered sacred: person may not want to remove it

Farmily, frends, and church members are supportive
visitors

Hindu

Birth—No baptism.

Death—Certan prescribed rites are followed afer deathy
priestmay tie thread around neck or wrist o signify
blessing; iy will wash the body; are partcular about who
touches their dead; bodies are to be cremuied

Organ donstion and transplantaion—No relgious laws
proibiing donation; individal decision

Many dietary restrictions
Eating meats forbidden

With an amputation, loss ofalimb is believed to represent
sins commitied in previous life

Accept most modem medical practces; some beliefin
ith healing

Spirt fem—Person may wear athread around wrist or
body; do not remove it

Family, community members, and priest are supportive
visitors

Islam (Muslim/Moslem)

Bith—Acbinl e st words said 0 the inant i bis or ber
vight ear are Allalo- Atbar (Allahis great), and the
reminer ofthe Callfor Prayer s recitd: an Agesga (poty)
10 celebrae the birth ofthe chid s arnged by the parens
mole children re circumeised

Death—Athe e of deah, specific il (e, baing,
wiapping the body incloth) must be done by same-sex
Muslins before moving and handing the body, itis
prefesble o cortact someore fromthe persarts mosque or
the local Klamic Societ to performthese susls

Organ dorion and transplantaon —ndivichal decides

Prohibital pork products and alcabol
Fasting is practced during the rirh
month of the klamic year (Ramadn)

Believers are encouraged in the Quftan to seek treatment;
itis tught that only Allah cures; however, Muslims are
faught notto refuse treament in the belief thot Alla will
take care of them because he akso chooses atfimes o
work through the effots of humrs.

Otter practices —Right hand is used for eating; lefthand is
forhygienc

Family an friends are supportive visitors

Jehovalfs Witnesses

Birth—No baptism.

Death—No offcial s ies are practiced when death aceurs

Organ donstion and transplantaion —Organ doration is
forbidden

No tobacco; moderate akeahol
permissible

Blood o blood products are not allowed; volume
expanders are permissible if ot derived from blood

Judaism (Orthodox and Conservative)

Birth—No baptism.

Ritl cireumeision of mule infas on eighih day; performed
by mohel (sl circumiser fmiliar with Jowish Law and
aseptic technique)

Deat—According to traditon, during st moments of e,
relatives and close frends remmin with the deceased

Amputated imbs or surgically removed tissues should be
e availble to il for burial

Cremation notallowed

Organ dontion and transplantation—A complex issue;
Sometimes they are practiced

Nume ot dietary kosher laws exist
followers are allowed only meat fom
arimals that are vegetable eaters and
are eially slughiered: predstory
fowl, shellish, and pork are prohibited

Mik prodcts served firstcan be
followed by meatina few minues, but|
ik may notbe consumed for several
hours afer eating meat

Fasting is pt of Yom Kippur
observance

Matzo replaces leavened bread during
Passover week

May resistsurgical procedures during Sabbath, which
extends from sundovn Frcay il sundown Saurday

s i ground for violating dietary lavs

Spiriual e —Men may wear payer shawl, yarmlke
(cap) while praying

Family, frierds, and rabbi ar supportive visiors

‘Roman Catholic

Bisth—Infant baptist especially urgentif poor prognosis,
whenit may be performed by anyone
Death—Sacrament o the Sick i performed f prognosis s
poor while paent s alive

Organ dorstion and transplantaion —Transplariation of
organs i viewed by Catholics as ethically and morally
accepiable t the Vaticar; organ donation i viewed a5 an
actof chariy

‘Abstaining from meat s practiced on
Ash Wednesday, Good Frday, and
Fridays during Lent (as a rle)

Encourage anointing of e sick.

St fems —Rosary beads, crucifix

Teaditional church teaching does notapprove of
cantraceptives or abartion
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[RANK CAUSE RATE CAUSE RATE CAUSE RATE CAUSE  RATE
Allcases 261 | Allcases 122 | Allcases 156 | Allcases | 532
T [ Aceidenss 55| Accidenss 55| Accidens 45 | Accidens | 221
2| Congeriti anomalies| 25| Cancer 25| Cacer 21| Homicide [ 55
5| Homcide 25| Congeritalanomalies | 05| Suieide 5 |sucik |77
& | Cancer 20| Homicide 06| Homicide 0 Caer |30
5| Heandisemse 09| influenzaand precmonia] 0.5 | Congenial anomalies| 05| Heartdisease| 1.5
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[EVIDENCE OF ADEQUATE

EVIDENCE OF DEFICIENT OR EXCESS NUTRITION  DEFICIENCY OR EXCESS®

NUTRITION

I children, Lteral diameter increased in | Sharp protrusion ofstermum. ViaminD
proportion to anferoposterior diameter

‘Smooth castochondral junctions Erlarged costochondral junctiors Vitamins C, D

Breast development—Normul forage | Delayed development See under General Growly especially zinc
Cardiovascular System
Pukse and blood pressure (BF) within | Palpiations Thiamine
nomal it Rapid puse Potassium
Excess thiamine
Arhythmias Magnesium, potassium
Excess niacin potassium
Increased BP Excess sodium
Decreased BY “Thianine

Excess niacin

“Abdomen

Inyoung children, cylindric and prominent]

Disterded fobby, poor musculaure

Protein, calories

Prominen; large Excess calories
I older childen, fat Potbelly, constipaion Vitanin D
Normal bowel habits Diantbea Niacin
Excess vitaminC
Constipaion Excess calcium, potassium

Musculoskeletal System

Muscles —Firm, well developed equal
strength bilerally

Flabby, weak, generalized wasting

Protein, calories

Weakess, pain, cramps.

“Thiamine, sodium, chloride, potassium, phosphors, mognesium.
Excess thiamine

Muscle twitching, tremors

Magnesium

Musculr paralysis

Excess potassium

‘Spine—Cervical and lumbar curves.
(double Scurve)

Kyphosis, lordosis, seoliosis

VitaminD

Extremities —Symmetric; legs siight with

Boving of extremities, knock knees

Vitamin D, calcium phosphorus

minimum bovwing

Epiphyseal erlargement

Vitamins A, D

Blecding into joints and muscles, jointswelling, pin

VitaminC

Joints—Flexible, full ange of motion, no
pain or stiffness

‘Thickening of cartex of long bones with pin and fragily,
hord tender lumps in exremities

Excess vitamin A

Osteoporosis oflong bones.

Calcium
Excess vitaminD

Neurologic System

Behavior—Alert, responsive, emotionally
stble

Listess, iritabl, lethargie, apatheic (sometimes
apprehensive, amvous, drowsy, mentally slow,
confused)

“Thiammine, niacin, pyridoxine, vitamin C, potassium, magnesium iron,
protein, calories
Excess vitamins A, D, thiamine, olic acid, calcium

‘Absence of teany, convulsions

Masklike fcial expression, blured speech, involuntary
laghing

Excess mangancse

Convulsions

Thiamine, pyridoxine, vitamin D, caleium, mognesium.
Excess phosphorus (in relation to calcium)

Intact peripheral ervous system.

Peripheral nervous system toxiciy (rsteady gt numb,
fectand hands, fine motor clumsiness)

Excess pyridonine

ntact eflenes

Diminished or absent tendon e flexes

‘Thiamine, vitamin E
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[RANK CAUSE OF DEATH (BASED ON 10th REVISION, INTERNATIONAL CLASSIFICATION OF DISEASES) PERCENT RATE

Allrces, allcases 100 [et
1| Congenil snomales 02 |7
2| Disorders elating o short gestaion and wspeciied low bich weight 65 [10s0
3| Suden infae deahsyndrome 52 525
4| Newbom affcted by motermal complications of pegrincy 50 En
5| Accidens (wintrsiora inuries) i 50
6| Newbom affcted by complicatons of he placersa, unbilical cord, and mermbranes 39 247
7| Bacteilsepsis of evbom 26 165
5| Respiratory disress of rewbom 22 132
9| Diseases ofcirculatory system 21 137
10| Neorial bemortuge 20 130
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AGE ()

TYPE OF ACCIDENT 4 14 s 15u
Males
Allcauses 180 [958 [240 | 1244
Unintentioral injuries (ol ty pes) 25 [152 106|523
Motor vehicle accidents st@s3m[ssws3m
Drowning se|velselsze
Fires and bums 5e)|250[0se| -
Firearms — ose@losew[-
Ingestion of food or object selse|- |-
Fals - = - |ee
Mecharical suffocation T e e
Poisoring - = |- |0
Allother unintentional njuries 31 |25 [1a |53
Accidents as a perceniage ofall deahs | 27% | 382% | 44.3% [ 420%
Femules
Allcauses. 6629 [318 [17.4 460
Unintentioral injuries (ol ypes) 181|109 [67 |200
Motor vehicle accidens wolvolsolrin
Drowning w|200f0se0se
Fires and bums 126)]200]07a)| -
Firearms - |- |oelus
Ingestion of food or object selue[- |-
Fals - = = e
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[HEAUTH BELIEFS 'HEALTH PRACTICES FAMILY RELATIONSHIPS ~ COMMUNICATION
“African
Tiness classified Selfcare and olk medicine Strong Kirship bonds in ‘Alertto any evidence of discrimination

Natural—Affected by forces of naure without
adequate protection (e.g., coldai, polluion,
food and water)

Unnatural—God's purishment for improper
behavior

May sce illess as the “will of God”

prevalent

Folk therapies usually religious in
origin

Folk therapies affen nat shared with
the medical provider

Prayer as common mears for
prevention and reament.

extended nily;
members come o aid of
others in crisis

Less likely to view illness
2s aburden

Place strong emphasis on
work and ambition
Elders cared for and
respecied

Place importance on nonverbal behavior

Affection shown by touching and hugging

Silence may indicate lack of st

Inital eye contact o show respect;
meintaiing eye contact can be viewed .
aggressive

Besto use direct but caring approach

Chinese

‘A healhy body viewed x gift from parerts and
ancestors and mstbe cared for
Healthscen s one of the resuls of balance
betsween the forces of yin (cald) and yang
(hot —energy forces hat e the world
ess caused by animbalance

Blood believed to be source of lfe andis not
regererated

Chifs nnate erergy

Goal of therapy is to restore the
balance of yin and yang
Acupuncturistreedies applied fo
appropriste meridians identified in
terms of yin and y ang,
Acupressiure and i chi replacing
acupuncture in some areas
Moxibustion— Application of het to
skin over specific meridians.

Wide use of medicinal herbs.
procured and applied n prescribed
Meals may or may notbe planned ol
balance hotand cold

Extended by patiem

Strong conceptafloyalty
of young o old

Respect or elders bughe
early age—acceptance
wihou questioning ot
talking back

Childrerts bebavior a
reflction on farily

Family and inividsl
bonor and “ce”
important

Selfreliance andselt
esteembighly valwed;
selfexpression repressed

Open expression of emotiors unacceptable
Offen smnile when they do nat comprehend
Eye contact avoided as asign of espect

Haitian

lness seen s a punishment.
Notural cause (maladi bone die—disease of the
Lord) caused by environmental fxctors,

Healtha personal resporsibiliy
Foods have properties of hot” or
“cold” and light” or “beavy” and

Mainterance of ily
reputation paramount
Lineal authority supreme;

Recentimmigrants and older persons may.
speakonly Hatin Creole
Often seile and nad in agreerment when do

movement of bload within the body, changes | mustbe inbarmony withone's e | childreninasubordinate | notundersand
between hotand cold,and bone displacement | eyele and bodily staes positon n family Quietand gente commricationsiyle and
Supematural(oa —spiis’ anger) Natural llesses reaied by home hierarchy lack of ssertivencss lead health care
‘Gaod health seen s the mintersrce of and folk remedies first Children vaved for providersfo faely believe they
eqilirium May wse religious medalions, porentl secuity inold comprehend bealth teaching and are
Prayer nd good spirsl habis important rosary beads, ot figure ofsaintto | age andexpucted o complant
pray with contebue o iy May not sk questons ifbealth care
welfre ot an arly age provider i busy or nshed
Japanese
Shinto eligious infuence Energy restored by mears of | Close inergenerational Make significan use of monverbal
Humon inherenty good scupunctur, acupressure, elaorships commrication wih subte gestres and
Evil cased by ouside spiss messoge, and moxibustion along, | Generational categories: facil expression

iness caused by contact with polluting ageris
(e, blood, corpses, skin diseases)

Healh achieved through hammony and bolance
betveen selfand society

Disease caused by disharmony with society and|
ot caring for body

affected meridians.

Kanps medicine —Use of naual
herbs.

Believe in removal of diseased parts

Trend s o use both Westerm and
Asian bealing methods

Care for people with disabilies
Viewed as family’s resporsibilty

Take pride in chids good health

Seek preventive care and medical
care for llness

Issei—First generaton to
live in United Staes.

Nisei—Second generation

Third generation

Yonsei—Fourth generation|

Family tends to keep.
problems o self

Value selfcontrol and self-
suffciency

Conceptofhaji (shame)
imposes strong contzol;
uacceptable behavior of
children relects on
family

Sansei

Tend to suppress emotions
Will offen wai ity

Mexican American

Health controlled by environment, e, and wil
ofGad

Certain lnesses considered “bot” and “cold”
staes and ae treated with food that
complemens those states

Disease based on imbalance between indivicual
andenvironment

Seekbelp fomeura ndes or
curnndera, especially i sl areas

Cunndens) receives positon'by
bith,apprenticeship, o a “callng”
viadramor vision

Treatmenss involve e of hetbs,
ik, and eligios artcts
Practce for severe illess—moke
promises,visitshries, ofier
mecils and candles, offr prayers
Adere o “bot”and “coldt food
prescripions and probibitions for

prevention and reatmert of lness.

Stzong Kirship—extended
familis include compdre
(godparens)established
by sl kirship

Children vlved highly and
desined, ahen
everywhere with family

Elderly treted with
respect

Sponish speaking or bilingual

May have astrong preference for naive
language and revert o it n imes ofsress.

May shake hands or engage in
introdctory embrace

Interpret prolonged eye contactas
disrespectul

Relaxed conceptof ime —may be ke to
appointments

Native American
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