
Chapter 39
1. Compare how the anatomy and physiology of the respiratory system in children differs from that of adults.

· Children

· Infants obligatory nose breathers

· Frontal sinuses and sphenoid sinuses developed by 6-8

· Airway of lumen smaller

· Airway narrow and highly compliant-likely to collapse

· Muscles supporting airway less functional
· Mucous membranes lining the airway are less securely attached-risk for edema and obstruction
· Bronchi and bronchioles narrower in diameter-obstruction risk

· Smaller number of alveoli-risk for hypoxemia and carbon dioxide retention
· Chest wall highly compliant/pliable

· Higher metabolic rate

· Need for oxygen higher

2. Relate various factors associated with respiratory illness in infants and children.

· Throughout #6
3. Determine common laboratory and other diagnostic tests useful in the diagnosis of respiratory conditions.

· Pages 1228-1229
4. Determine common medications and other treatments used for treatment and palliation of respiratory conditions.

· Treatments on page 1223
· Medications on pages 1224-1225

5. Relate risk factors associated with various respiratory disorders.

· Throughout #6
6. Distinguish different respiratory illnesses based on their signs and symptoms.

· Common cold
· URI or nasal pharyngitis

· Nasal congestion relieved by humidity followed by suctioning

· Assessment – stuffy runny nose, watery nasal discharge turning to thicker and discolored, cough little sputum
· Management – symptom relief, comfort, education on how to prevent spreading of the cold

· Sinusitis

· Bacterial infection of the paranasal sinusitis
· Maxillary and ethmoid are the main sites, then after age 10 frontal sinuses
· Symptoms lasting less than 30 days equal acute, symptoms longer than 4 – 6 weeks is chronic

· Assessment – cough, fever, bad breath, facial pain, eyelid edema, irritability, poor appetite

· Management – normal saline nose drops or sprays, cool mist humidifiers, adequate fluid intake, educate family on medications and importance of taking the full course of antibiotics
· Influenza

· Viral infection spreads inhalation of droplets or contact with fine particles aerosols

· Assessment – abrupt onset of fever, facial flushing, chills, headaches, malaise, cough, wheezing, photophobia, coryza 

· Management – supportive, treatment of cough and fever, hydration, education on yearly vaccines

· Pharyngitis

· Inflammation of the throat mucosa     
· Viral – sore throat and nasal confection, bacteria – sore throat 
· Assessment – Onset is abrupt, fever, sore throat, difficulty swallowing, headache, abdominal pain, inflamed tonsils, strawberry tongue, tender anterior cervical nodes, fine red skin rash
· Management – throat swab, rapid strep test, promoting comfort with saline gargles, educate on antibiotic course and when child may return to school
· Tonsillitis 

· Inflammation of the tonsils

· Viral – symptomatic treatment

· Assessment – voice sounds become muffled or hoarse, pharynx is red, enlarged tonsils, difficulty breathing and swallowing
· Management – relieving pain with ice collar, airway clearance with side lying position and suctioning, maintaining fluid volume, teaching post-op care and food limitations
· Infectious Mononucleosis

· Epstein barr virus                            
· Assessment – fever, malaise, sore throat, lymphadenopathy, monospot, splenomegaly, hepatomegaly, tonsils have gray patches
· Management – symptomatic, rest periods, analgesics, salt water gargles.
· Croup   
· Laryngotracheobronchitis                      
· Inflammation of the larynx trachea and bronchi due to viral infection     
· Parainfluenza causes most cases

· Assessment – cough that develops during the night and sounds like barking, temperature mildly evaluated
· Management – table 39.2 on page 1242
· Epiglottitis

· Inflammation of the epiglottis caused by Hib
· Between 2 – 7 years old and can be life threatening                 
· No throat exam

· Assessment – high fever, may refuse to speak or a very soft voice, refuse to lie down or sitting forward with neck extended, drooling, anxiety, irritability and respiratory distress
· Management – do not leave child unattended, do not place in supine position, 100% oxygen
· Epistaxis

· Nose bleed                                    
· Management – Sit up and lean forward, apply pressure to anterior portion of nose by pinching it closed, encourage child to breath through mouth, apply ice
· Foreign Body Aspiration

· Frequently between 6 months and 5 years  
· Assessment – cough, wheeze, stridor, need chest x-ray

· Management – prevention, encourage well child visits, teach parents which foods and toys are possible risks for aspiration
· RDS      

· Lack of surfactant makes lungs stiff and poor gas exchange

· Assessment – retractions, cyanosis, nasal flaring, grunting, tachypnea 

· Management – ventilator, prevent infection, nutrition, fluid and electrolytes balance 
· Asthma

· Inflammatory airway disorder with airway edema and mucous production
· Most common chronic illness
· Assessment – cough – non-productive turning productive of frothy sputum, difficulty breathing, wheezing, irritable, diminished breath sounds, skin color pink turning cyanosis 
· Management – pages 1261 – 1263 are medication delivery devices, increase child self-esteem, support system
· Cystic Fibrosis
· Autosomal recessive disorder, 50% live past age 30
· Assessment – salty tasting skin, abdominal pain, greasy stools, poor weight gain, clubbing of nails, barrel chest, wheezing, crackles, hyperresonance in lung fields, tender liver
· Management – human BNase, anti-inflammatory agents, antibiotics, inhaled bronchodilators, fat soluble vitamins, increase calories, increase protein, lung transplant is successful in some, family coping, prevent infection, postural drainage on page 1269 - 1270
· Apnea

· Absence of breathing for longer than 20 seconds
· Assessment – bradycardia, color change, coughing, gaging, muscle tone alterations, hypothermia, hypoglycemia
· Management – gently stimulate to breath again, sometimes use caffeine to stimulate respirations, rescue breathing, maintain thermal environment, educate on home apnea monitor use, decrease anxiety
· Tracheostomy

· Artificial opening in the airway    
· Relieve airway obstruction

· Assessment – Note the reason, inspect the site, note the size and type of tube, make sure ties fit securely with one finger width underneath, clear breath sounds, note presence of secretions (color, thickness and amount)
· Management – may need restraints, provide humidity, suctioning, place a sign at the head of the child’s bed showing the suction catheter size and length, keep an extra trach tube of the same size and one size smaller at the bedside, perform trach care every 8 hours, trach care on page 1274 box 39.3
7. Utilize nursing interventions commonly used for respiratory illnesses.

· Throughout #6 
8. Devise an individualized nursing care plan for the child with a respiratory disorder.

· Pages 1231-1233
9. Develop child/family teaching plans for the child with a respiratory disorder.

· Throughout #6

10. Detect the psychosocial impact of chronic respiratory disorders on children.
· Children may have a low self-esteem

· Need coping techniques

· Anxiety

· Depression

· Scheduled care
· Need family support 

· Educate on medication and treatment needs and importance 

Chapter 40 

1. Contrast the anatomy and physiologic of the cardiovascular system in infants and children versus adults

a. The fetal heart is developed within the first 21 days of gestation, with the development of the heart rate and fetal blood circulation.  The four chambers of the heart and arteries are formed during gestational months 2-8.  With the first breath, several changes occur in the cardiopulmonary system that enable the newborn to make the transition from fetal circulation to normal circulation.  As the newborn breathes for the first time, the lungs inflate, reducing pulmonary vascular resistance to blood flow.  

b. The structure and function of the infant’s and child’s cardiovascular system differ from those of adults, depending on age.  In infants and children under 7 the heart lies more horizontally. As a result, the apex lies higher, below the fourth intercostal space.  In the infant the heart lies higher in the chest and occupies over half of the chest width.  As the lungs grow over time the heart is displaced downward.  The toddler/preschooler (between 1 and 6 years) has a heart four times the birth size.  By school age the child’s heart is 10 times the size it was at birth.  However, the heart is smaller proportionally at this time than at any other stage in life.  During the school age years, the heart grows more vertically.  The infant’s heart at rest exhibits a greater resting tension than the adult’s so volume loading or increased stretch may actually lead to decreased cardiac output. 

2. Determine nursing care related to common laboratory and diagnostic tests used in the medical diagnosis of pediatric cardiovascular conditions

a. Common laboratory and diagnostic tests are listed on pages 1288 and 1289 in table 40.1.  each nursing implication is listed after the test that was performed

3. Determine cardiovascular disorders common in infants, children, and adolescents

a. Typically cardiovascular disorders in children are divided into congenital heart disease and acquired heart disease.  The prevalence of CHD is about 8 per 1000 live births; premature infants have a higher rate and many chromosome defects are associated with CHS, including Down syndrome, velocardiofacial syndrome, turner syndrome, trisomy 13, trisomy 18, Williams syndrome, Prader-Willi syndrome, and cri-du-chat. 

b. Tetralogy of Fallot: is a congenital heart defect that actually comprises four heart defects: pulmonary stenosis, VSD, overriding aorta, and right ventricular hypertrophy.  

i. How it is treated: surgical: shunt is placed 

ii. Lab and diagnostic tests: echo, possibly revealing right ventricular hypertrophy, decreased pulmonary blood flow, and reduced size of the pulmonary artery.  ECG, indicating right ventricular hypertrophy.  Cardiac Cath: reveal the extent of the structural defects

c. Tricuspid Atresia: is a congenital heart defect in which the valve between the right atrium and right ventricle fails to develop.  As a result, there is no opening to allow blood to develop.  As a result, there is no opening to allow blood to flow from the right atrium to the right ventricle.  

i. How it is treated: surgically: shunt again may be used

ii. Lab and dx tests: echo: reveals absence of tricuspid valve.  ECG: indicating possible heart failure.  Cardiac Cath: reveal the extent of structural damages.  

d. Atrial Septal Defect: is a passageway or hole in the wall that divides the right atrium from the left atrium.  There are three types of ASD. 

i. ASD1: ostium primum: the opening is at the lower portion of the septum

ii. ASD2: ostium secundum: the opening is near the center of the septum

iii. Sinus Venosus defect: the opening is near the junction of the superior vena cava and the right atrium.  

iv. Echo and electrocardiograms are done to diagnosis the disease

e. Ventricular Septal Defect: is an opening between the right and left ventricular chambers of the heart. It is one of the most common congenital heart defects.  

i. Dx and lab tests that are done: MRI, echo, cath

f. Atrioventricular Canal Defect: result of a failure of the endocardial cushions to fuse

i. Echo is used to DX the disease

g. Patent Ductus Arteriosus: is failure of the ductus arteriosus, a fetal circulatory structure, to close within the first weeks of life.  As a result, there is a connection between the aorta and pulmonary artery

i. Lab and Dx: echo, electrocardiogram, chest xray

h. Coarctation of the aorta: is narrowing of the aorta, the major blood vessel carrying highly oxygenated blood from the left ventricle of the heart to the rest of the body.  

i. Lab and Dx: primarily based on history and physical

i. Aortic Stenosis: condition causing obstruction of the blood flow between the left ventricle and the aorta: 

i. Lab and DX: echo is the most important test to ID disease.  

j. Pulmonary Stenosis: condition that causes an obstruction in blood flow between the right ventricle and the pulmonary arteries

i. Lab and DX: echo and electrocardiogram. 

4. Utilize appropriate nursing assessments and interventions related to medications and treatments for pediatric cardiovascular disorders.

a. Improving oxygenation

i. Provide frequent ongoing assessment of the child’s cardiopulmonary status. Assess airway patency and suction as needed.  Position the child in fowler’s or semi fowler’s position to facilitate lung expansion.  Monitor vital signs and the child’s skin color

b. Assisting the child and family to cope

i. The parents are fearing long term disability or death.  Thus, the parents may overprotect the child.  Provide developmentally appropriate explanations to the child. Encourage play therapy and promote parent and child bonding

c. Preventing Infection

i. Teach proper hand hygiene and dental care

d. Provide care for the child who is undergoing surgery

i. Preop: take temp, weight, assess respiratory, and auscultate. 

ii. Provide emotional support to parents

5. Develop an individualized nursing care plan for the child with a cardiovascular disorder

a. We did packets in class for this

b. And also there are nursing care plan examples on pages 1292-1295

6. Detect the psychosocial impact of chronic cardiovascular disorders on children

a. The child may be scared of being looked at or treated differently

b. Parents may be over protective

c. If adolescent: scared body image may change (scars from surgery)

d. Children may be more reluctant to socialize

7. Devise a nutrition plan for the child with cardiovascular disease

a. Adequate nutrition is critical to foster growth and development as well to reduce the risk for infection.  Children with heart defects typically have increased nutritional needs due to the increased energy expenditure associated with increased cardiac and respiratory workloads.  

b. Learn the recommendations for the child’s age group and assess their likes and dislikes. This may be done by keeping a journal or diary for a week.  

c. Allow the child choices so they feel more in control

d. Nursing care plan on 1293 goes over nutrition

8. Develop child/family teaching plans for the child with a cardiovascular disorder

a. You need to teach what to expect with the heart condition the child has

b. Outline expectations and what things are ok to expect (prepare parents for childs condition)

c. Teach nutrition: teach adequate ways to get the child nutrition to keep them strong

d. Teach physical limitations

e. Teach coping methods

f. Teach counseling options

Chapter 41: Nursing Care of the Child with a Gastrointestinal Disorder

1. Contrast the anatomy and physiology of the GI system in children vs. adults.

· The GI tract includes everything from the mouth to the anus. The primary function of the GI system is to aide in the digestion and absorption of nutrients and water, elimination of waste products, and secretion of various substances required for digestion.

· A childs GI tract is not fully developed until age 2. The muscle tone of the lower esophageal sphincter is not fully developed until age 1 month so infants tend to regurgitate after feedings. 

· Newborns have a stomach capacity of only 10-20 mL. By age 2 months their stomach capacity increases to 200 mL. By age 16, the stomach capacity is 1500 mL and by adulthood the stomach capacity is 2,000 to 3,000 mL. Hydrochloric acid reaches the adult levels by age 6 months.

· A full-term infant has approximately 250 cm of small intestine and an adult has up to 600 cm. Fat loss is up to 20% of intake in a newborn as opposed to only 7% for an adult. 

· The liver at birth accounts for 5% of the infant’s body weight whereas it only accounts for 2% in an adult.

· Infants and children have a greater amount of body water than adults do. Infants and children require a larger relative fluid intake than adults and excrete a relatively larger amount of fluid. This places newborns and children at an increased risk for fluid loss compared to adults.

· Infants do not have teeth to help aide in digestion as adults do.

2. Determine common medical treatments for infants and children with GI disorders.

· Refer to table 41.1 for Common Medical Treatments and Drug Guide

·  (PAGE 1330-1331) !!!!!! *****


3. Determine common lab and diagnostic tests used to identify disorders of the GI tract.

· Refer to Chart 41.1 Common Laboratory and Diagnostic Tests

· PAGE 1333-1335 !!!!!!****

4. Relate medication therapy used in infants and children with GI disorders.

· Refer to table 41.1 on page 1331 for medication descriptions. I’m just going to list a few here. There is no specific section on medication therapy besides this chart.

· Histamine-2 blockers (famotidine): decreases histamine production, thereby reducing gastric acid secretion, used for heartburn, GERD, or gastric ulcers

· Proton pump inhibators (omeprazole): blocks the pump that produces gastric acids, indicated for erosive esophagitis, h. pylori eradication

· Prokinetics (metoclopramide): stimulates GI motility to help empty the stomach faster and promote intestinal motility

· Stimulants (docusate sodium): stimulates peristalsis in the large intestine to produce bowel movement, used to relieve constipation 


5. Relate risk factors associated with various GI disorders.

· Cleft lip: sex-males, race-American Indian and Asian, family history, maternal obesity, and environmental factors (exposure to cigarette smoke while pregnant)

· Meckel’s Diverticulum: age-infant and children, sex-male

· Inguinal and Umbilical hernias: Inguinal: sex-male, age-preemie. Umbilical: race-more frequent in African Americans, preemies

· Anorectal Malformations: congenital malformation

· Dehydration: decreased fluid intake, diarrhea, vomititng, environmental exposure

· Oral Candidiasis (Thrush): most common in newborns and infants, children with immune disorders are at risk, children who use corticosteroid inhalers, and antibiotic use

· Oral lesions: ulcers-trauma, vitamin deficiency, celiac disease, Crohn’s disease, gingivostomatitis- herpes simplex virus, herpangina-enterovirus

· Hypertrophic Pyloric Stenosis: family history

· Intussusception: more likely in males

· Malrotation and volvulus: occurs from bilious vomiting

· Appendicitis: fecal material impacted into the relatively narrow appendix

· GI reflux: common in premature infants

· Peptic ulcer disease: commin in children over age 10

· Constipation: low fiber diet, sedentary, bed rest

· Hirschsprung’s disease: absence of ganglion cells

· Short bowel syndrome: necrotizing enterocolitis, small intestinal atresia, gastroschisis, malrotation with volvulus

· Celiac disease: family history, people with an autoimmune or genetic disorder

· Recurrent abdominal pain:  no known cause

· Pancreatitis: abdominal trauma, drug and alcohol use

· Gallbladder disease: females, increased age, onset of puberty

· Biliary atresia: cause and risk factors are unknown

· Hepatitis: viral infection, bacterial invasion, metabolic disorders, chemical toxicity, trauma

6. Differentiate between acute and chronic GI disorders.

· Acute: usually have a rapid onset and a short course, which at times can be severe. Examples include dehydration, vomiting, diarrhea, thrush, oral lesions, hypertrophic pyloric stenosis, intussusceptions, malroation and volvulus, appendicitis

· Chronic: long lasting or recur over time. Examples include gastroesophageal reflux, peptic ulcer disease, constipation, Hirschsprung’s disease, short bowel syndrome, inflammatory bowel disease, celiac disease, recurrent abdominal pain


7. Determine common GI illnesses of childhood.

· Functional abdominal pain, constipation, soiling, irritable bowel syndrome

8. Utilize nursing interventions commonly used for GI illnesses.

· Change diapers frequently, use diaper skin cream, maintain liquids, perform ostomy care, perform mouth care, promote adequate nutrition, educate, protection of the surgical site in cleft palate/lip, promotion of appropriate bowel elimination, promoting effective breathing, monitor blood count, electrolytes and liver function tests


9. Devise an individualized nursing care plan for an infant/chaild with a GI disorder.

· Refer to pages 1336-1338 Nursing Care Plan 41.1

10. Develop child/family teaching plans for children with GI disorders.

· Educate on the importance of medication compliance, counsel families on how to manage the child with vomiting or diarrhea at home including rehydration needs, encourage stress reduction, teach how to clean/ change an ostomy bag if needed


11.  Detect the psychosocial impact that chronic GI illnesses have on children.

· Be aware of possible issues related to poor self-esteem and body image

· Always take your patient seriously, listen to their symptoms

· Encourage child/ teen to participate in care

· Observe coping methods

· Acknowledge anger and denial

Chapter 42

1. Contrast the anatomy and physiology of the genitourinary systems in infants and children vs adults. 
· Many GU disorders are congenital Chronic kidney disease is most commonly a result of congenital structural defects or infections, inflammatory, or immune process that damage the kidneys. In adults it is usually due to hypertension or diabetes. 

· Glomerular filtration rate is slower, and kidney is less able to concentrate urine and reabsorb amino acids placing children at an increased risk of dehydration. BUN in infants and young toddlers is less than older children and adults. And the renal system usually reaches functional maturity around 2 years of age. 
· The kidneys are large in relation to the abdomen until adolescence. Children’s kidneys are less protected than in adults. The urethra is naturally shorter in all ages of female than in males. In infants the close distance of the urethral opening and anus place at an increased risk. And male urethra is shorter than in adult hood placing them at a higher risk as well. 

· Bladder capacity of a new born is about 30ml, increases to adult capacity of 270ml by 1yr. Normal urinary output for infants and children is 1ml/kg/hour. (1yr old 400-500ml per day.)  Infants and toddlers may voids as often as 9-10 times a day by age 3 avg is same as adults 3-8. 

· Reproductive organs are immature at birth and mature at puberty, hormonal changes in puberty account for reproductive concerns particularly in females. 
2. Develop nursing care related to common laboratory and diagnostic testing used in the medical diagnoses of pediatrics genitourinary conditions.  

· These are all in a table on page 1385-1387.  Some of these include a urinalysis BUN, CBC, Creatinine etc. The table gives Nursing interventions and explanations. 

· Suprapubic aspirations are a useful method for obtaining a sterile urine specimen from neonates and young infants. This where a needle is inserted through the anterior wall of the abdomen and urine is aspirated. Infants and toddlers not potty trained may require a urine bag for urine collection. Sterile bag for cultures and a clean bag for urinalyses. Sterile urine catheterization is performed like an adult. If no small caths are available sterile 5 French or 8 French feeding tubes works well. 

3. Determine GU disorders common in infants, children and adolescents. 

Bladder Extrophy: 

· Midline closure defect occurs during embryonic period of gestation. Bladder is open and exposed outside of the abdomen. Diagnosed by prenatal ultrasound, 

· Complications include UTI. 

· Treatment is surgical repair. 

· Nursing care: prevent infection, protections or skin breakdown, postop care, cath of stoma. Preop; keep in supine, keep bladder moist and covered with sterile plastic bag, change soiled diaper immediately sponge baths, apply protective barrier cream. Postop; prevent infection keeps supine, cath care and maintenance and irrigation, note blood tinge and treat spasms with meds. 

Hypospadias/Epispadias: 

· Hypospadias is urethral defect where the opening of the urethra is on the ventral surface and not at the end of the penis. Epispadias is urethral defect with the urethral opening on the dorsal surface of the penis. In both the opening may be near the glans, midway along, or near the base. If untreated the boy may not be able to aim from a standing position. The placement may interfere with deposition of sperm during intercourse leaving the man infertile. The defect is usually repaired after 1yr of age. 
· Assessment: note Hx of unusual urine stream inspect penis for placement of urethral meatus. Inspect for chordee: a fibrous band causing the penis to curve downward. Palpate for presence or absence of testicles in scrotal sac. Cryptorchidism (undescended testicles), hydrocele and inguinal hernia often occur with hypospadias. 
· Nursing Management: Newborns with either should not undergo circumcision until after repair. Postop care and parent education. Some postop care may include double diapering drain and tube care and maintenance, dressing changes etc. 
Obstructive Uropathy

· Obstruction at any level along the upper and lower urinary tract.  Most common obstructions are on page 1395. Defects may be unilateral or bilateral and can be partial or complete obstruction of urine flow resulting in dilation of the affected kidney. Other complications are recurrent UTI, renal insufficiency, and progressive damage to the kidney resulting in renal failure. 

· Health Hx: description of present illness common S/S may include Recurrent UTI, incontinence, Fever, Foul-smelling urine, Flank pain, abdominal pain urinary frequency, urinary urgency, dysuria, and hematuria. 

· Physical exam and Lab tests: palpate abdomen for mass. Asses Bp, prenatal ultrasound. 

· Nursing Mangaemtnt: Postop care which includes inspecting urine, admin meds, and teach parents about drains, and care. 

Hydronephrosis

· Condition in which the pelvis and calyces of the kidney are dilated. May be congenital defect, result of obstructive uropathy, or secondary to vesicoureteral reflux. Complications may include renal insufficiency, hypertension, and eventually renal failure. 

· Health Hx: description of illness. Children may be asymptomatic but S/S may include Failure to thrive, intermittent hematuria, presence of an abdominal mass, s/s of a UTI like vomiting, poor feeding, fever, and irritability. And explore current med Hx. 

· Physical exam and Lab tests: monitor Bp of infants and children, palpation of abdomen may reveal enlarged kidneys or distended bladder, a voiding cystourethrogram (VCUG) to determine the presence of structural defect. Other tests are renal ultrasound; intravenous pyelogram may help clarify diagnosis. 

· Nursing Management: teach Parents s/s of UTI and sepsis. Parents should observe for adequacy of urine output and hydration status. Teach appropriate perineal care. 

                                               Vesicoureteral Reflux

· Vesicoureteral reflux (VUR) urine from the bladder flows back through the ureters. This occurs with bladder contractions during voiding. Reflux may be in one or both ureters. If reflux occurs when urine is infected the kidney are at risk and pyelonephritis may occur. The increase kidney pressure may result in scaring and hypertension later in life with several other kidney problems. Primary VUR is from a congenital abnormality ad the vesicoureteral junction that results in incompetence of the valve. Secondary VUR is related to other structural or functional problems such as neurogenic bladder, bladder dysfunction, or bladder outlet obstruction. 30-40% of all children diagnosed with UTI have primary VUR. VUR is grades according to severity, Grade 1-5. 1 result in minor dilation of proximal ureter and 5 is severe dilation of ureter and pelvis of the kidney. Grades 3-5 usually warrant surgical repair. 
· Health Hx: look for fever, dysuria, frequency or urgency, nocturia, hematuria, pain in the back, abdomen, or flank. Look for Hx of recurrent UTI’s and fam Hx of VUR. 
· Nursing management is prevent infection, teach and postop care. 
Female Disorders:  Labial Adhesions
· Labial fusion that can be complete or partial adherence of the labia minora. UTI can result from urine behind the labia if left untreated. The vaginal orifice may become inaccessible presenting with difficulty in sexual intercourse later in life. Young girls have a high risk of adhesion (3 months – 4 years) 

· Nursing management: topical estrogen cream once or twice daily, teach parents about cream application until labia separates, encourage use of petroleum jelly daily for 1 month following labial separation to prevent recurrence of adhesion.

Vulvoginitis 

· Inflammation of the vulva and vagina. Infection may occur due to overgrowth of bacteria or yeast, or from chemical factors such as bubble bath, soaps, or perfumes. Asses for young age, poor hygiene, sexual activity, immune disorders, diabetes mellitus. 

· Nursing management: Teach Hygiene. 

                                 Male Disorders: Phimosis and Paraphimosis

· Phimosis the foreskin of the penis cannot be retracted. This is normal in newborns but can be pathologic later. Paraphimosis is more serious characterized by retraction of the phimotic prepuce, which causes a constriction band behind the glans of the penis and results in incarceration if left untreated. Topical steroid cream may be used for 1 month with Phimosis; Paraphimosis requires reduction of the prepuce or a small dorsal incision to release the foreskin. Circumcision may not be used to treat either. 
Cryptorchidism

· (Undescended testicles) one or both testicles do not descend into the scrotal sac. Usually they descend during the seventh month of gestation. Failure of decent can be a result of mechanical, hormonal, chromosomal, or enzymatic causes. It occurs in 4% of term infants and 30% preterm infants. Complications if allowed to progress into school age years include sterility and an increased risk of testicular cancer in adolescence and adult years. Treatment is surgical. 

· Assessment: prematurity, first born child, cesarean birth, low birth weight, hypospadias. Palpate for the presence of both testicles. 

· Nursing Management: Refer infant for surgical repair if testicles have not dropped by 6 months of age. Postop care. 

                                            Hydrocele and Varicocele

· Hyrdocele is fluid in the scrotal sac, and is usually benign and self-limiting disorder. It’s noted early in infants and spontaneously resolves by 1yr. Varicocele is a venous varicosity along with spermatic cord. It is often noted as a swelling of the scrotal sac. Complications are low sperm count or reduced sperm motility, which can result in infertility. 

· Nursing Assessment: Hx of present illness, Hydrocele will have an enlarged scrotum that may decrease in size when lying down, inspect for fluid-filled appearance. Varicocele will have a mass on one or both sides of the scrotum and bluish discoloration. Inspect for masses, the spermatic vein feels worm-like on palpation. Will be painful. 

· Nursing Management: Both of these conditions should be watched and tend to resolve spontaneously. 

Testicular Torsion

·  Testicles are abnormally attached to the scrotum and twisted. It requires immediate attention due to ischemia that can result, leading to infertility. Commonly occurs in boys 12-18years old but can occur at any age. 

· Nursing assessment: Hx of present illness, along for s/s of sudden severe scrotal pain. Inspect for swelling, which may appear hemorrhagic or blue black. 

· Nursing Management: Surgical correction is required immediately. Admin pain meds and reassure child and family surgery will correct. 

Epididymitis 
· Inflammation of the epididymis. Caused by infection with bacteria. Most common cause of pain in the scrotum. Rare before puberty, but if it does it may be a result from urethral or bladder infections related to urogenital anomaly. 

· Nursing Assessment: Hx of painful swelling of scrotum which may be gradual or acute. If sexually active explore previous encounters prior to onset. Document history of dysuria or urethral discharge. Note any edema and erythema of scrotum. Palpate and note hardened or tender epididymis palpate inguinal lymph nodes for enlargement. Urinalysis may be positive for bacteria and white blood cells.  Urethral discharge may be positive for sexually transmitted infection such as Chlamydia or gonorrhea. 

· Nursing Management: encourage bed rest with scrotum elevated; ice packs may help with pain relief, admin pain meds such as NSAIDs. Admin antibiotics and educate boy and family.

Nephrotic syndrome

· Results as increased glomerular basement membrane permeability leading to abnormal loss of protein in the urine. Generally in three forms idiopathic, congenital, and secondary. Congenital is an inherited disorder but is rare. Mainly in people of Finnish decent. Prognosis is poor though with some success with early and aggressive treatment. And kidney transplants in infants. Secondary is due to other conditions such as systemic lupus erythematous, henoch-Schonlein purpura, or diabetes. Idiopathic is most common in children often termed minimal change Nephrotic syndrome (MCNS). This is most frequent in male most common in children less than 3 years of age. Complications include poor growth infections, anemia, peritonitis, thrombosis, and renal failure. These children are at an increased risk of thromboembolism. 

· Nursing Management: Promote diuresis. Admin cortisol and taper off over time. Admin diuretic and watch for signs of hypokalemia. Prevent infection, want to monitor temperature. Viral illness may trigger relapse of Nephrotic syndrome. Admin antibiotics and teach parents if child is unimmunized and exposed to chicken pox that they need to contact their physician immediately so they can receive varicella zoster immunoglobulin. 

· Educate the family on how to give meds, and monitor for adverse reactions. Demonstrate urine dipstick techniques to detect protein, and encourage family to keep chart of dipstick results. The child may return but should avoid contact with sick children. 

 

           Hemolytic-Uremic Syndrome

· HUS is defined as three features: hemolytic anemia, thrombocytopenia, and acute renal failure. In 90% of HUS an illness featuring diarrhea precedes the onset of the syndrome. Other causes include idiopathic, drug related, association with malignancies, transplantation, and malignant hypertension. Features of HUS as well as the effects on the other organs are caused primarily by microthromi and ischemic changes within the organs. 

· Maintain fluid volume balance. Strict I&O. Assess Bp frequently, admin antihypertensive, encourage nutrition intake, admin blood transfusions, monitor labs. 

· Preventing HUS: proper hand washing, teach proper hand washing, encourage the use of “swim diapers” which contain feces for children who are not potty trained. Teach parents to thoroughly cook all meals to a core temp of 155 degrees Fahrenheit. Wash fruits and vegetables thoroughly. Avoid unpasteurized dairy products and fruit juices. 

Look over glomerular nephritis and renal failure. Should be review from patho. 

4. Use appropriate nursing assessments and interventions related to medications and treatments for pediatric GU disorders. 

· Assessment includes health history, physical exam, lab and diagnostic testing. These are all the normal nursing assessments we are used to. A few things to take note on when talking about the GU and renal systems is noting diabetes history and reoccurrence of UTI and congenital abnormalities that may have been present at birth. The previous section about the illnesses gives interventions and treatments for the disorders. Meds are on pages 1382 & 1383, and common treatments are on page 1381. 

5. Individualized care plan is from 1389 to 1391. The plan should be tailored to the child and their needs. 

6. Psychosocial impact of chronic illness of GU disorders is that of any chronic disorders. . Depression, anxiety, body image disturbance, Poor self-esteem trouble coping, socialization problems etc. 

7. Nutritional plan for a child with renal insufficiency. 

· Encourage foods the child likes within the dietary restrictions. Daily protein requirements for adequate growth range from 0.9 to1.5 grams of protein per kilogram of weight. Sodium and/or potassium restrictions may be necessary. Provide medications or supplements such as Vit D and calcium, Ferrous sulfate, Bicitra or sodium bicarbonate, multivitamins, erythropoietin injections, and growth hormone injections. 

8. Teaching for family and child are included in the various GU disorders. 

Ch. 46- Hematologic Disorders

1. Anemia: levels of RBCs and Hgb are lower than normal. Developes as a result of decreased production of RBCs.

2. Iron deficiency Anemia: Occurs when the body does not have enough iron to produce Hgb. Infants= consumption of cow’s milk (dietary intake of more than 500 g/day of cow’s milk produces decreased Hgb levels in infants)

Treatment: Iron supplements such as ferrous sulfate, ferrous fumarate, or blood transfusions for severe cases

Health history: irratabilty, HA, SOB, pallor, fatigue, difficulty feeding, pica, muscle weakness, unsteady gait, and SPOONING OF NAILS 

Nursing Management: promoting safety (protect from unsteady gait and dizziness), dietary interventions (begin iron supplements at 4-5 months of age, limit cow’s milk intake to 24 oz./day for children over 1 yr of age, limit fast foods, and encourage foods such as tuna, red meats, eggs, tofu, enriched grains, dried fruits, vegetables, dried beans, and iron-fortified cereals), teaching (iron stains teeth and can cause constipation- give stool softeners, increase fluid intake and increase fiber)

3. Aplastic Anemia: failure of the bone marrow to produce cells and decreased number of all blood cells

Management: hematopoietic stem cell transplantation from an HLA- matched siblings donor or immunosuppressive therapy of high-dose cyclophosphamide

Nursing Mamagement: Administer leukocyte-dependent packed RBCs or platelet transfusions

4. Sickle Cell Disease: group of inherited hemoglobinopathies in which the RBCs don’t carry the normal adult hemoglobin, but rather a less effective type.

Infants with Sickle Cell Anemia are normally asymptomatic until age 3-4 months. Infants have an increased incidence of enuresis because the kidneys cannot concentrate urine effectively. Pain is most coming in the joints. 

Management: Provide immunizations and prophylactic antibiotics to reduce the risk of infection. PAIN CONTROL!!!!! Note JAUNDICE, conduct neuro tests (many children have strokes), check for splenomegaly. IMMEDIATELY REPORT SWELLING OF HANDS/ FEET IN INFANTS/ TODDLERS BECAUSE OF DACTYLITIS (ASPECTIC INFACTION OCCURS IN HANDS/ FEET AND IS 1ST SIGN OF VASO-OCCLUSIVE EVENT)

Nursing Management: Educate (family members to be tested for carrier status, penicillin), managing pain crisis (administer pain meds routinely instead of PRN, relieve stress because stress caused further sickling of cells, AVOID USE OF DEMEROL FOR PAIN MEDICATION BECAUSE IT HAS BEEN LINKED WITH AN INCREASED RISK OF SEIZURES WITH SICKLE CELL ANEMIA), managing sickle cell crisis ( treat infection/injury, increase fluids, DON’T USE COOLING MATTRESSES BECAUSE IT CAN LEAD TO MORE SICKLING), preventing infection (Oral Penicillin V by 2 months of age or erythromyocin if allergic, continue until at least 5 years of age), supporting family and child 

5. Thalassemia: genetic disorder that most often affects people of African, Caribbean, Middle Eastern, South Asian, and Mediterranean descent. Inherited from an autosomal recessive process and children have a reduced production of normal hemoglobin. Alpha and Beta(more common).

Minor (Beta/ Cooney’s): leads to mild microcytic anemia, no treatment is needed

Intermedia: Blood transfusions to maintain quality of life

Major: blood transfusions and iron removal (chelation therapy)


Cooney’s: no beta-globulion chain resulting in hemolytic anemia and chronic hypoxia, fractures, skeletal deformities, growth retardation, HEMOSIDEROSIS (EXCESSIVE SUPPLY OF IRON= causes brown pigmentation of skin, bony changes, and altered organ function)


Nursing Assessment: Infants are usually diagnosed by 1 yr of age and have a hx of pallor, jaundice, and failure to thrive. 

Labs: Hgb/ Hct are decreased, peripheral blood smear shows poikilocytosis (varation in size and shape of RBCs), elevated bilirubin levels, and elevated iron level

Nursing Management: Support family and minimize effects of the illness (administer blood transfusions and educate family)

6. Disseminated Intravascular Coagulation (DIC): activation of coagulation. Triggers are septic shock, presense of endotoxins and viruses, tissue injury, and caner treatment. Hemorrhage and organ tissue damage can occur. Use Heparin at lower does to counteract the deficiency in the coagulation/ anticoagulation pathway- at an increased risk of bleeding.

Nursing Assessment: inspect for signs of bleeding (petechiae or purpura, blood in urine/ stool, or persistent oozing from venipuncture or umbilical cord in newborn)

Labs: Prolonged PT, PTT, or aPTT time, bleeding time, and thrombin time, and decreased levels of fibrinogen, platelets, and clotting factors.

Nursing Management: If bleeding is suspected, apply pressure to the area along with a cold compres (if that doesn’t work, elevate the affected body part)

7.  Hemophilia: group of x-linked recessive disorders that result in deficiency in one of the coagulation factors in the blood. X-LINKED RECESSIVE DISORDERS ARE TRANSMITTED BY CARRIER MOTHERS TO THEIR SONS (usually only males are affected), inability of the platelets to be used in clot formation… ANTI-CLOT!!!!

Management: PREVENT BLEEDING (have the child avoid activites with a high potential for injury), factor replacement should be given prior to surgeries or other traumas that can lead to bleeding, such as dental care of IM injections.

Nursing Assessment: not black tarry stools, or if the child bleeds for longer periods after injuries occur, chest pain or abdominal pain (internal bleeding)

Labs: decreased Hgb/Hct if bleeding if prolonged or severe

Nursing Management: Preventing bleeding episodes (regular exercise helps keep the muscles and joints stronger, which lead to fewer bleeding episodes), managing a bleeding episode (administer factor VIII replacement as prescribed by slow IV push, desmopression for mild cases. If external bleeding, apply pressure to the area until the bleeding stops. If inside a joint, apply ice or cold compress to the area and elevate any injured extremities. 

Children may benefit from the NHF Youthworld, which offers support, education, etc.

8. Von Willebrand Disease: genetically transmittable bleeding disorder that may affect both genders and all races. Interventions are the same as with hemophilia. Administer Desmopression nasal spray when a bleeding episode occurs.

Chapter 49

1. Compare childhood and adult cancers.

Pediatric cancers most often arise from primitive embryonal (mesodermal) and neuroectrodermal tissues, resulting in (in order of frequency) leukemia, CNS rumors, lymphoma, neuroblastoma, rhabdomyosaroma, WIlms’ tumor, bone tumors, and retinoblastoma.

Adult cancers mostly arise from epithelial cells, resulting in carcinomas. 

Check out chart 49.1 on pg 1625 to see how cancer is different in children than adults.

2. Describe nursing care related to common laboratory and diagnostic testing used in the medical diagnosis of pediatric cancer.

*CBC- normal values vary according to age and gender.  WBC count differential is helpful in evaluating source of infection.  May be affected by myelosuppressive drugs.  

*Alpha-fetoprotein (AFP)-  produced by the fetal liver and yolk sac, normally decreases to very low levels by 1 year of age. May be elevated in hodgkin’s disease or other cancers, used to etermine tumor burden. No food or fluid restriction required.

*Urine catecholamines (VMA, HVA)- Catabolism of catecholamines causes elevated levels in urine.  Diagnosis of neuroblastoma (which produce catecholamines). 24 hour urine collection.  Levels may be altered with certain foods and drugs or vigorous exercise.

*Chest x-ray- used to identify tumor or metastasis of the thorax. Chest must be held stationary for a brief time. 

*Computed tomography (CT scan)- multiple films taken in successive layers to provide a 3D view of the body part being scanned.  Used to identify tumor location or metastatis.  Some CT scans are done with oral or IV contrast. (notify physician if child has iodine or shellfish allergy).  May require a several hour period of NPO if contrast is used (contrast can cause nausea) Encourage fluid intake after scanto facilitate excretion of contrast dye.

*MRI- based on how hydrogen atoms behave in magnetic field when disturbed by radiofrequency signals. Does not require ionizing radiation.  Provides a 3D view of the body part scanned.  Identifies extent of tumor or metastatic spread.  Remove all metal objects from the child. Child must remain motionless for entire scan, parent can stay in room with child.  Younger children will require sedation to keep still.  A loud thumping sound occurs inside the machine during the scan procedure this can frighten the child, explain the sound to the child and explain that it will not harm them.

*Bone scan- administration of IV radionuclide material, which is taken up by the bone and is visible on the scans. Identifies metastasis to bone. Requires patent IV for injection.  Encourage fluid intake after injection to increase uptake of injected radionuclide.  Scan will be performed 1-3 hrs after injection.

*Ultrasound- identifies tumor presence especially in abdomen or on kidney.  Fasting for a few hours may be required when certain organs are to be visualized.

*Bone marrow aspiration and biopsy- a needle is inserted through the cortex of the bone into the bone marrow, bone marrow is aspirated, and the cells are evaluated. Evaluation for leukemia or metastasis of other cancers to bone marrow.  Use EMLA or lidocaine to decrease pain with procedure.  Often perfoemed under conscious sedation.  Aapply a pressure dressing to arrest bleeding.  Assess for tenderness or erythema.  May require mild analgesia for post procedure pain.

*Lumbar puncture (LP)- evaluation of tumor or metastasis to brain or spinal cord. Also used to administer intrathecal medications.  Use EMLA cream before procedure to decrease pain. May be performed under conscious sedation, place child in lateral recumbent position. Use distraction techniques in the older child or teen. Encourage child to recline for up to 12 hours after LP.

3. Identify types of cancer common in infants, children, and adolescents.

*Acute Lymphoblastic Leukemia- most common form of cancer in children, most often occurs between 2-10 years of age. Generally the higher the WBC count at diagnosis, the worse the prognosis. 

*Acute Myelogenous Leukemia (AML)- 2nd most common type of leukemia in children, its incidence peaks during the adolescent years. 

*Hodgkin’s Disease- malignant B lymphocytes grow in the lymph tissue, usually starting in one general area of lymph nodes. The presence of Reed-Sternberg cells differentiates Hodgkin’s disease from other lymphomas. Rare in children under 5, most common in adolescents and young adults, more common in boys than girls.

*Non-Hodgkin’s Lymphoma- mutations in the B and T lymphocytes that lead to uncontrolled growth. 

*Brain tumors most common form of solid tumor and the second most common type of cancer in children. 


-Medulloblastoma (most common)- half occur in children <6 years old.

*Osteosarcoma- most common malignant bone cancer in children, occurring most frequently in adolescents at the peak of growth spurt.

*Ewing Sarcoma- highly malignant bone tumor, accounting for only about 10% of childhood bone tumors.

*Rhabdomyosarcoma-Diagnosis is usually made between 2-5 years old, 70% of rhabdomyosarcomas diagnosed by age 10.

*Wilm’s tumor- most common renal tumor in children accounting for 5-7% of all childhood cancers.  Peak incidence occurs between ages 4 and 5 years old. 

*Retinoblastoma- congenital, highly malignant tumor that arises from embryonic retinal cells, accounts for 5% of blindness in children.  Most children are diagnosed by age 3 and have an overall survival rate of 90%.

4. Identify appropriate nursing assessments and interventions related to mediations and treatments for pediatric cancer.

It’s all in the table Common Medical Treatments 49.1 on pgs 1627 and 1628. Also Common Drugs For Neoplastic Disorders 49.1 on pg 1628-1630.

5. Describe the psychosocial impact of cancer on children and their families.

Child’s self esteem may be lower, anxiety and stress levels will be higher. Ongoing medical procedures and the fear of dying take a toll on the child and family.  Assess care giver stress in the parents.  Assess parents for quality time spent with other children, because sometimes the healthy siblings are somewhat ignored.  Assess child’s friends and their connection with them, many children will receive overwhelming amounts of support from school friends for a little bit and generally will be pulled away from them because of their hospital stay.

6. Devise a nutrition plan for the child with cancer.

Frequent small meals and snacks, avoid spicy foods, allow bubbles to dissipate from carbonated beverages before they are ingested, take off lid from food before entering the patients room so the smell isn’t as strong. 

Determine child’s favorite foods to increase the likelihood that the child will consume adequate amounts of food. 

Administer antiemetics

Breakfast- waffle with whip cream and fresh fruit, and water unless child can tolerate milk or

Morning snack- cheese with crackers

Lunch- Fresh vegetables, baked potato with cream cheese and butter (extra calories), 

Afternoon snack- yogurt and granola bar

Dinner- Baked Chicken (whatever kind of meat (besides deli meat) the child enjoys, just need good amounts of protein) apple sauce, and broccoli with cheese.

Late night snack- ice cream, frozen yogurt, or fresh fruit smoothie.

 7. Develop patient/family teaching plans for the child with cancer.

Teach parents:  when to call the oncologist for children who have cancer.

-call the oncologist or seek medical care if any of the following occur: temp is 101 or higher. 

cough or rapid breathing, increased bruising, bleeding, or petechiae, pallor or increased levels of fatigue. 

Earache, sore throat, nuchal rigidity.  

Red, irritated skin on the child’s buttocks, abdominal pain, difficulty or pain with eating, drinking or swallowing. 

Constipation or diarrhea.  

For children with central venous catheters: pus, redness, or swelling at the site, breakage of the catheter.

