Pediatric Study Guide #2
Chap. 46 Respiratory Dysfunction:
Respiratory Infection Incidence:
Age:
· Infants <6months: Maternal Antibodies
· 3-6months: Infection Rate Increases 
· Bottle Fed: Increased Infection (1st 3 months)
· Toddler and Preschool: High Rate Viral Infection R/T exposure
· >5 yrs: Increase in Mycoplasma pneumonia & B-strep infections
· Increased Immunity w/Age
Size:
· Diameter of Airways (Smaller)
· Organisms move down rapidly due to shorter distances between structures
· Short Eustachian Tubes Increase Infections
 Decreased Resistance r/t:
· Immune System
· Allergies/Asthma
· Cardiac Anomalies
· Cystic Fibrosis
· Day Care
Seasonal Variations:
· M/C in Winter & Spring (Feb-March)
· Mycoplasmal Infections more Common in Fall & Winter
· Asthmatic Bronchitis more frequent in Cold Weather
· RSV season Winter & Spring!! Vaccine Decreases Incidence!! 
· Very Expensive


Interventions:
· Help Breathe Easier      
· Decrease Fever=Decreased Resp. Rates!       KEEP FEVER BELOW 101!!
· Hydrate & Well Nourish                          Tylenol @ birth  Motrin @ 6mnths
· Help Family Remain Calm Edu use of Neb
Croup Syndrome:
S/S:
· Barking Cough
· Inspiratory Strider
· Various Degrees of Respiratory Distress
Affects: 
· Larynx
· Trachea
· Bronchi
· Epiglottis, Laryngitis, LTB, Tracheitis
!!!ACUTE EPIGLOTTITIS!!!
Potential for Respiratory Obstruction
Prevention:
· HIB Vaccine
S/S: 
· Sore throat
· Pain
· Tripod Positioning
· Retractions
· Inspiratory Strider
· Mild Hypoxia
· Distress

Nursing Considerations:
Trach Kit @ Bed Side
Remember: Swelling is Severe & Sudden
NO TONGUE BLADES!!!!!!
Keep Airway Open
IVPB -Increase Steroids to Decrease Inflammation
Concern: Rebound Effect Steroid decreases swelling, then spikes till built up in system
!!!Acute LTB!!!
AKA: Laryngotracheobronchitis
M/C Croup Syndrome
Affects Children <5 yrs
Caused by:
· RSV, parainfluenza virus, Mycoplasma pneumonia, Influenza A&B
S/S: 
· Inspiratory Stridor    (HS and Anxiety)
· Suprasternal Retractions   (Sucking in of skin)  
(Kids: Sub all the way up to supra = major respiratory distress!!)
· Barking/Seal like Cough
· Increasing Respiratory Distress/Hypoxia
· Can lead to Respiratory Failure, Acidosis, and Death



Nursing Management:
· Intubate Prophylactically
· Maintain Hydration IV or PO ( Hold PO if RR 50) ( IV age 3 )
· High Humidity w/Cool Mist
· Neb Treatments
· Epinephrine INH    (Racemic Epi INH = Tmnt of Choice)
· Steroids IV

!!!Pharyngitis!!!   (Education & Treatment)
AKA: Strep Throat
Untreated leads to Bodily Rash & Heart Condition AKA: Scarlett Fever!!
S/S:
· Flu like Symptoms
· Sore Throat
· NO S/S
Diagnostics:
· Culture
· X-Ray of Neck
Tx;
Treat w/ antibiotics; keep away from other kids for 24 hrs
Throw Away Toothbrush
Finish all Antibiotics



Otitis Media (Prevention):
Ear Infection
S/S: 
· Pulling on Ears
Tx:
· Amoxicillin 
· Augmentin (Allergic Rx in Kids) 
Prevention:
· Avoid Smoking 
· Bottle Propping
Also caused by short tubes
!!!Foreign Body Aspiration!!! (S/S)
S/S: (Initial)
· Choking
· Gagging
· Wheezing
· Coughing
Laryngotracheal Obstruction S/S:
· Dyspnea
· Cough                               Cyanosis may occur if obstruction becomes worse
· Stridor 
· Hoarseness R/T decreased Air Entry



Bronchial Obstruction S/S:
· Cough (Paroxysmal)
· Wheezing
· Asymmetric Breath Sounds
· Decreased Entry Airway
· Dyspnea
Larynx S/S:
· The child is unable to speak or breath
· Progression the child’s face may become livid
If total the child can become unconscious and die of asphyxiation
If partial hrs days weeks may pass w/ no S/S, Secondary are R/T to the area where it is lodged and are usually caused by a persistent respiratory tract infection distal to the obstruction.
Nursing Alert!!
The child in severe distress 
1) Cannot Speak
2) Becomes Cyanotic
3) Collapses
These 3 signs truly indicate the child is choking and requires immediate action!! The child can die within 4 minutes!!!!






Asthma (Clinical Manifestations):
Cough:
· Hacking, Paroxysmal, Irritative, Nonproductive
· Becomes Rattling, producing frothy, clear gelatinous sputum
Respiratory Related Signs:
· SOB
· Prolonged Expiratory Phase
· Audible Wheezing
· Malar Flush, Red Ears
· Deep Dark Red Lips
· Poss. Progression to Cyanosis of Nails or Circumoral
· Restless/Apprehension
· Sweating as Attack Progresses
· Posture: Older Children Tripod
· Speech: Short, Panting, Broken Phases
Chest:
· Hyperresonance on percussion
· Course, Loud Breath Sounds
· Wheezes throughout
· Prolong Expiration
· Crackles
· Generalized Inspiratory & Expiratory Wheezing: Increasingly High Pitched
With Repeated Episodes:
· Barrel Chest
· Elevated Shoulders
· Use of Accessory Muscles of Respiration
· Facial Appearance: Flattened Malar Bones, Circles under Eyes, Narrow Nose, Prominent Upper Teeth

Severity Classification Kids 5 yrs & Older:  > IN STEPS = >SEVERITY
· Step 1:  Mild Intermittent (Sports Induced) Cough Rattle in Chest
· Step 2:  Mild Persistent ( Mild, but more Frequent)
· Step3:  Moderate Persistent (Possible Admit Retractions SOB)
· Step4:   Severe Persistent (Increase in Retractions SOB)
DX:  S/S, PFT
Treatment: Neb, INH, Pulmicort w/ Albuterol, Advair, Steroids, Antienergin Agonists Acute S/S 
R/T: Smoke, Hot to Cold, Activity, Stress, URI, Allergies
· Age 2 Stop Light Action Plan
Green: Baseline Zero Tmnt
Yellow: S/S of attack Increased Tmnt Freq. Meds
Red: Tmnt ASAP    ER!!!!

!!!STATUS ASTHMATICUS!!!
Need Tmnt ER!! Epinephrine 0.01mg/kg (max dose 0.3mL)
Generally coupled w/ another infection (pneumonia)
Maintain Airway!!
Resp. Status, Decrease Bronchospasm, PICU cont. Treatment
Albuterol Increases heart rate, Xopenex less effect on heart




Diet & Diagnostic Evaluation of Cystic Fibrosis:
· Most common lethal genetic illness among white children
· Autosomal Recessive Trait
· Inherits defective gene from both parents 1:4
· Results in Mechanical Obstruction
· Thick inspissated mucoprotein accumulates , dilates, precipitates, coagulates to form concentrations in glands and ducts
· Respiratory Tract and Pancreas are Predominantly Affected
!!Most Reliable Test!!
· Sweat Chloride Test Na+2 and Cl- will be 2-5 times > than the controls
Decreased O2/CO2 exchange = Hypoxia, Hypercapnea, Acidosis
Progression leads to Pulmonary HTN, Cor Pulmonale, Respiratory Failure, and Death
Concern w/ Pathogens Colonization Hard to Eradicate
Stagnant Mucus Hardens Where it’s at
GI Tract:
· Thick Secretions Block Ducts
· Prevents Pancreatic Enzymes from Reaching Duodenum
· Impaired Digestion/ Absorption of Fat Steatorrhea
· Impaired Digestion/Absorption of Protein Azotorrhea
· Pancreatic Fibrosis may lead to Diabetes Mellitus
· Impaired Salivation: Good Oral Hygiene Biotin Mouth Wash 
!!!Diet!!!
· High Protein, High Calorie Diet as much as 150% RDA
· Replacement of Pancreatic Enzymes
· Salt Supplementation


Nursing Interventions R/T Pneumonia:
· Antimicrobial Therapy as soon as Dx is suspected  IV antibiotics
· O2 respiratory distress, Monitor Sats
· Cool Mist Tent as Prescribed, Cool Humidification Opens Airways and Reduces Temp
· Suction Mucus to maintain patent airway
· Chest Physiotherapy and Postural Drainage q4hrs
· BR to conserve energy
· Encourage Child to Lie on Affected Side to Splint Chest (Unilateral) to Reduce Pleural Rubbing
· Encourage Fluid Intake (monitor for aspiration) IV
· Antipyretics (Reduce Fever)
· Monitor Temp for Risk of Febrile Seizures
· Isolation Precautions for Pneumococcal or Staphococcal Infections
· Antitussives as Prescribed (Guaifenesin)
· Continuous Closed Drainage if purulent fluid is present
· Fluid may be removed by thoracentesis (good for cx, and adm antibiotics directly into pleural cavity) 










Chapter 47:  Gastrointestinal Dysfunction:
!!!TYPES OF DEHYDRATION!!!
· Isotonic = H20 & Salt are lost in EQUAL portions!!  PRIMARY loss in Children!!!!!
· Hypotonic=  Electrolyte Deficit Exceeds Water Deficit
Lyte >H20 Loss
· Water moves from ECF to ICF  
· Shock is a frequent Finding
· Physical Signs more severe w/ smaller fluid loss
· Hypertonic=Water Loss Exceeds Electrolyte Deficit Heart Issues
Water>Lyte Loss
· Caused by a larger loss of H20 or a Larger Intake of Electrolytes
· Most Dangerous Form of Dehydration!!!!!
· Can be seen in Infants given fluids by mouth w/ high solutes & in children who receive high protein NG tube feedings
· Fluid shifts from ICF to ECF
· Shock is less apparent, Alt LOC, Inability to Focus, Lethargy, Hyperreflexia, Hyperirritability to Stimuli

!!!Common Causes of Diarrhea in Children!!!
· Rotavirus (Most Common)  
Had at least once by Age 2- Green Slimy, Foul Odor
· Salmonella, Shigella, Campylobactor
· Giardia
· Cryptosporidium
· C-Diff   (Caused by Antibiotics)
· Antibiotic Therapy
TMNT:    AVOID SUPPOSITORYS!! Do not STOP diarrhea                      Imodium Contraindicated!!! Manage Fluids, Lytes PO, I/V, BRATS Diet

!!!DIET FOR CONSTIPATION!!!
· Increase Fiber and Fluids, Eliminate Constipating Foods
· Infancy- Dark Corn Syrup in Infants Formula
· Childhood- Increase in Fiber & Fluids

High Fiber Foods:
· Whole Grains Bread & Cereal, Bran, Pancakes, Waffles, Muffins w/ Fruit or Bran, Brown Rice
· Raw Veggies, Broccoli, Cabbage, Carrots, Cauliflower, Celery, Lettuce, Spinach
· Cooked Veggies, Asparagus, Beans, BS, Corn, Potatoes, Rhubarb, Squash, String Beans, Turnips
· Raw Fruits, w/ Skins or Seeds, Ripe Banana, Avocado, Raisins, Prunes,  or Other Dried Fruits
· Misc. Nuts, Seeds, Legumes, Popcorn, High Fiber Snack Bars


!!!S/S of APPENDICITIS!!!
· RLQ Pain Periumbilical  (@ McBurney’s Point) Most Intense Site of Pain (Cardinal Sign)
· Fever
· Rigid Abdomen
· Decreased or Absent Bowel Sounds
· Vomiting (Following Onset of Pain)
· Constipation or Diarrhea
· Anorexia
· Tachycardia, Rapid, Shallow Breathing
· Pallor
· Lethargy
· Irritability
· Stooped Posture (Guarding)
· Rebound Tenderness (Not reliable causes pain to child)
· Rupture = No Pain
Never Give Laxatives, Enemas, or Use of Heat if suspected Stimulation of bowel activity increases risk of perforation!!
!!!Treatment for Hirschprung’s Disease!!!
· AKA: Aganglionic Mega Colon
· Assoc. w/ Down’s Syndrome
· Lower Intestine lacks nerve endings resulting in no parastalysis stool build enlarging colon
Concerns:
· Sepsis
· Possible Stricture
Management:
· Temporary Ostomy
· Soave Second Stage Pull Through Procedure
Pre-op Care:
· Enema Tmnt
· Low Fiber, High Protein, High Calorie Diet
· Severe Situations TPN
· Surgical Prep= Emptying of the Bowel use of Saline Enemas, Decreasing Bacteria Flora w/ Antibiotics
Post-Op:
· BP
· VS
· I/O
· Checking for Signs of Shock
· Bowel Perforation Signs: Fever, Vomiting, Increased Tenderness, Irritability, Cyanosis, Dyspnea, and Abdominal Distention ( Measurement of Abdominal Circumference!!)
!!!C/M of PYLORIC STENOSIS!!!
· AKA: HPS (Hypertrophic Pyloric Stenosis)
· Occurs when the muscle of the pyloric sphincter becomes thickened, causing elongation and narrowing of pyloric channel, producing an obstruction , compensatory dilation, hypertrophy, and hyperparalyisis of the stomach
S/S:
· Projectile Vomiting 3-4 feet side lying, 1ft or more back lying
· Occurs shortly after feeding, or several hours
· May Appear Intermittently
· May be Nonbilious Vomiting; may be blood tinged
· Eagerly wants another feeding after vomiting
· No evidence of pain, except chronic hunger
· Wt Loss
· Dehydration
· Distended Upper Abdomen
· Palpable Olive Shaped Tumor in Epigastrium R to the Umbilicus
· Visible Gastric Peristaltic Waves L to R across the Epigastrium
!!!Nursing Management of Intussisception!!!
!Life Threatening!
· Telescoping or Invagination of one portion of Intestine into another
· R/T Intestinal Lesions, Cause Usually Unknown
· S/S: Sudden Acute Abdominal Pain, Palpable Sausage Mass, Currant Jelly Stools-Red, Purple, Slimy, Drawing Knees to Chest, Dance Sign (Empty LRQ), Appears Normal in between pain


Interventions:
· Monitor for Signs of Perforation & Shock (Fever, Increased HR, Change in LOC, BP, Resp. Distress) Report Immediately
· Antibiotics, IV Fluids, Decompression via NG tube
· Monitor for passage of norm, brown stool = Intussisception has reduced itself
· Radiologic Guided Enema Dye VS Saline 1/10 reoccurs then surgical Management
· Early Dx Tmnt Good!!
· Educate Enema, Surgery
!!!CM &Nursing Management of TRACHESOPHAGEAL FISTULA!!!
· Failure of esophagus to develop as a continuous passage, not properly formed in utero.
S/S: 
· Excessive Salivation & Drooling
· Three C’s
· Coughing
· Choking
· Cyanosis
· Apnea
· Increased Resp. Distress During & After Feeding
· Abdominal Distention
· Regurgitation
Nursing Management:
X-RAY & Surgical Intervention only TMNT!!
· Pre Op:
· Incubator or Warmer w. Humidified O2
· NPO
· IV Fluids
· Monitor Resp Status
· Suction Mouth & Pharynx
· Elevate HOB 30-45
· Antibiotic Therapy
· Double Lumen Cath to LIS to keep pouch empty of secretions, chk patency
· G-tube to minimize regurgitation
· Protect Airway 
· TPN Nutrition Feeding Issues
· Post Op:
· Resp Rate
· I/O
· IV/Parental Nutrition/Antibiotics
· Daily Wt
· Site S/S of Infection
· Pain
· Dehydration & Fluid Overload
· Monitor for Anastomatic Leaks aeb purulent drainage from CT increased temp & WBC
· Maintain Double Lumen Cath @ Low Suction
· Edu Parents on SX G-Tube Care, Feedings, Skin Care
· G-Tube Feedings as Prescribed
· Oral Feeding as Prescribed
· G-Tube attach to Gravity Drainage
· Pacifier for Infants on NPO














