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Health Promotion during Childhood

Pediatric Nursing
Pediatric nursing is a branch of nursing concerned with care of infants and children. 

Pediatric nursing requires the knowledge of normal psychomotor, psychosocial, and cognitive growth and development, as well as health problems and needs of children.  Preventive care and anticipatory guidance are integral to the practice of pediatric nursing

Purpose of pediatric nursing
1. Preventing disease or injury

2. Assisting children, including those with permanent disability or health problems to achieve and maintain an optimum level of health and development

3. Treating or rehabilitating children who have health deviations

Characteristics of a pediatric nurse
· Be able to support a child through a difficult or painful procedure

· Be able to establish trust

· Communicate with children on their level

· Be honest

· Teacher– know about medications ,disease also teach by example
· Networker  with community resources and volunteer organizations

· Role model 

· Child and family advocate

· Coordinating the health care team

· Recognize uniqueness

· Develop partnerships with parents p. 695– mutual respect and sharing the decision making role

Role of pediatric nurse 

Pediatric nurses are involved in every aspect of a child's and family's growth and development. Nursing functions vary according to regional job structures, individual education, and experience, and personal career goals. No matter where pediatric nurses practice, their primary concern is the welfare of the child and family. The pediatric nurse's roles include a therapeutic relationship, family advocacy, disease prevention/health promotion, health teaching, support/ counseling, coordination/collaboration, ethical decision making, research, and health care planning.

The establishment of a therapeutic relationship is the essential foundation for providing quality nursing care. Pediatric nurses need to be meaningfully related to children and their families and yet 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.


The trends toward health care have been prevention of illness and maintenance of health rather than treatment of disease or disability. 

Child and family reaction to illness and hospitalization

For children and their families, illness and hospitalization constitute a stressful experience and it is often first crisis for children because:

1. Stress represents a change from the usual state of health and environment routine.

2. Children have a limit number of coping mechanisms to resolve the stressful events.

3. Children's reaction of these crises are influenced by their- developmental age; previous experience with illness and separation; available support system; and seriousness of the diagnosis
Stressors and Reaction related to the developmental age:

 * Separational anxiety: major stress from middle infancy throughout the pre- school years. Also called anaclitic depression.

- Protest phase- children cries loudly, screaming for the parent, refuse attention of anyone else.

- Despair phase- the crying stops, the child much less active, disinterested in playing or food and withdraws from others.

- Detachment phase – also called denial phase. The child becomes more interested in the surroundings, plays with others, form new relationships, self-centered.

* loss of control: One of the factors influencing the a mount of stress imposed by hospitalization is the a mount of control that persons perceive themselves as having. Lack of control increases the perception of threat and can affect children coping skills.

The major areas of loss of control are in terms of physical restriction or limitation of movement; altered routine and dependency.

Toddlers are striving for autonomy and this goal is evident in most of their behaviors, when their egocentric pleasures meet with obstacles, toddler react with negativism especially temper tantrums.

* Bodily injury and pain: fears of bodily injury and pain are prevalent among children. Recent researches showed that young children including newborns react to painful stimulus.
Hospitalization of Preschoolers:

A. Child response to hospitalization:

1. Typical fears of hospitalization of preschoolers include- Separation; loss of control; bodily injury and pain from intrusive procedures

2. Common behaviors:

A. Aggression (physical and verbal) earlier behavior

B. Regression marked by dependency; withdraw, feeling of fears, and shame.

3. The preschooler's ability to understand the reason for hospitalization is limited by egocentricity and magical thinking.

School-age hospitalization children:

A. Childs' response to hospitalization:

1. Common fears include disability and possibly death; unknown events and procedures; loss of control and independence; interruption of daily routine, separation from peer, inability to participate in usual activity.

School- age child's reaction to hospitalization depends in large part on his or her experiences and coping abilities.

Hospitalization of adolescents:

A. Common fears of hospitalized adolescents include loss of control; bodily injury and pain; sexual changes' separation from peer group.

B. Behaviors: rejection and uncooperativeness; self-assertion; self control; cooperation; then anxiety depression; loneliness or overconfidence and manipulation.

Stressors and Reactions of the family of the hospitalized child

Parental Reactions depending on variety of influencing factors include disbelief; guilt anger; fears, anxiety and frustration.

Siblings reaction include fear, jealousy and guilt

Nursing Care Plan:

1. Anxiety /fear related to separation from accustomed routine and support

2. Anxiety/ fear R/T distressing procedures and events

3. Powerlessness R/T the health care environment

4. Diversion activities deficit R/T impaired mobility effect of illness

5. Activity intolerance R/T generalized weakness and fatigue

6. Potential for injury R/T trauma of unfamiliar environment, therapy and hazardous equipment

7. Self- care deficit R/T mechanical restrictions or bed rest

8. Altered patterns of urinary elimination R/T positioning
Promoting healthy parenting


Raising children is one of the most complicated and challenging tasks, this task encompasses a gradual shaping of the neonate into a person capable of living in our society and generational of the values and skills.

Parenting: it is a developmental stage in the life cycle, there are lies that bind the parents to their children throughout the lifetime.

Preconceptual health promoted through:

· Healthy environment

· Nutrition

· Work 

Assess parent needs, identify parenting problems. In regards to how should children behave?  
Nursing strategies to develop related parents tasks:

1. Provide parenting and child care education

2. Empathize with parent’s sense of responsibilities and offer reassurance and support that the parent can learn to know the child’s needs.

3.   Provide positive reinforcement for appropriate behaviour

4. Teach parents the importance of balance between the infants needs and needs of other members

5. Help family identify and utilize personal and community resources

Nursing diagnosis related to parenting

1. Altered parenting R/T lack of knowledge 

2. Altered parenting R/T change in family unite: new child

Factors in pre-conception health
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Health during childhood


Health is a complex phenomenon. The World Health Organization (WHO) has defined health as " a state of complete physical, mental, and social well-being and not merely the absence of disease. " Despite this broad definition, health is traditionally assessed by observing mortality (death) and morbidity (illness) rates over time. Therefore the balance between physical, mental, and social well-being and the presence of disease become prime indicators of health.


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 post-neonatal mortality (28 days to 11 months). Birth weight is considered the major determinant of neonatal death in technologically developed countries and is closely related to gestational age. The relationship between birth weight and mortality shows that the lower the birth weight, the higher the mortality.


Death rates for children older than 1 year of age have always been lower than those for infants (Childhood mortality). 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. 


Morbidity: In addition to disease and injury, children face other problems that can significantly alter their health. These include behavioral, social (family), and educational problems that are sometimes referred to as the new morbidity or pediatric social illness.

Communication: 

Communication is a complex process that includes the perceptions and judgments of all individual involved. Communication may be verbal, nonverbal, or abstract. Verbal communication may involve language and its expression; vocalizations in the form of laughs, moans, and squalls. Nonverbal communication, often called " body language" includes gestures, movements, facial expressions, postures, and reactions. Abstract communication takes such forms as play, artistic expression, symbols, photographs, and choice of clothing. 

Many factors influence the communication process. To be successful, communication must be appropriate to the situation, properly timed, and clearly delivered. This implies that nurses understand and use techniques of effective communication. Verbal and nonverbal messages must be congruous; that is, two or more messages sent via different levels must not be contradictory. 

Guidelines for communication and interviewing:
The most widely used method of communicating with parents on a professional basis is the interview process. Interviewing, unlike social conversation, is a specific form of goal-directed communication. As nurses converse with children and adult, they focus on individuals to determine the kind of person they are, their usual mode of handling problems, whether help is needed, and the way in which they react to counseling. Developing interviewing skills requires time and practice, but following some guiding principles can facilitate this process.  

1. During interview pay attention to infants and younger children through play or 
by occasionally directing questions or remarks to them. Older children may be 
active participants.

2. The nonverbal components of the communication process convey the most 
significant message. Infants respond to adults’ nonverbal behaviors, they 
become quit when they are cuddled, patted or receive other forms of gentle 
physical contact. They derive comfort from the sound of voice.

3. Allow children time to feel comfortable.

4. Avoid sudden or rapid advances, broad smiles, and extended eye contact.

5. Talk to parents if child is initially shy.

6. Communicate through transition objects such as dolls, before questioning a 
young child directly.

7. Assume a position that is at eye level with child.

8. Speak in a quiet, confident voice.

9. Use simple words and short sentences.

10. Be honest with children.

11. Allow children to express their concerns and fears.

12. Younger school-age children want explanation and reasons for everything. 
They want to know why an object exists, why it is used, how it works and the 
purpose of its use.

13. Children younger than 5 years are egocentric, therefore focus communication 
on them.

14. Experiences of other children do not interest them.

15. Nonverbal messages should be consistent with words and actions ( do not 
smile while doing something painful)

16. Older children have an adequate and satisfactory use of language thus they 
require simple explanation. Allow them to touch and examine articles that will 
come in contact with them.

17. Give older children the opportunity to talk without the parents’ present.

Adolescence:

1. They fluctuate between child and adult thinking and behavior, thus anticipating 
these shifts in identity.

2. Expect behaviors like cooperation, hostility, anger… etc.

3. They are willing to discuss their concerns with an adult outside the family (as 
nurse).

4. They are quick to reject persons who attempt to impose their values on them or 
who appear to have little respect for who they are and what they think or say.

5. Listen to them, don’t interrupt, and avoid comments or expressions that convey 
disapproval or surprise. 

HEALTH PROMOTION AND PROBLEMS DURING INFANCY (1 MONTH-1 YEAR)

Promoting optimum growth and development (G & D)during infancy:

· Growth is an increase in physical size (quantitative change)

· Development is an increase in skills or functions (qualitative change)

· Infants are seen 6 times during their first year; 2 weeks, 2 months, 4 months, 6 months, 9 months, and 12 months.

· G & D is monitored by plotting measurements on a standardized growth charts, specific for girls and boys, from birth to 3 years, and 3 to 18 years.

· Use corrected age to plot measurement for preterm babies. 

· Areas of focus in these visits are:

· Growth milestones: Ht., Wt., H.C. 

· Developmental milestones.

· Dental health.

· Nutritional adequacy.

· Parent-child relationship.

· Vision & hearing assessments.

· Immunization.

Selected factors that influence growth and development

· Heredity.

· Neuroendocrine factors.

· Gender.

· Disease.

· Season, climate, and oxygen concentration.

· Prenatal influences.

· Environmental hazards.

· Socioeconomic level.

· Nutrition.

· Interpersonal relationships.

Growth milestones:

Weight (Wt.): 

· Average birth weight is 3400g, double their Wt. at 4-6 months and triple it by 1 
year.

· Gain 907 gm/ mon. until age of 5 mon. then decreased by half this amount during 
the 2nd 6 mon. of age. 

· Average 1-year-old male weighs 10 kg.

· Average 1-year-old female weighs 9.5 kg.

Height (Ht.):

· Average Ht. at birth 50 cm, increases by 2.5 cm/mon. during the 1st 6 mon. & half 
this amount during the 2nd 6 mon (by the end of first year birth has increases by 
almost 50% mainly in trunk rather than legs).

· Average Ht. at 6 mon. is 65cm.

· Average Ht. at 1 year is 74 cm.

Head Circumference (H.C):

· Average birth head circumference is 33-35 cm. Average H.C. is 43 cm at 6 
months and 46 cm at 1 year.

· Increases rapidly reflecting rapid brain growth.

· By the end of 1st year, brain reach 2/3 of its adult size (increases in Wt. 2.5 times 
of its birth Wt.).

· Cranial sutures: posterior fontanel (triangular, 0.5-1 cm. Closes between 2-3 
month of age), & anterior fontanel (diamond shape 4-5 cm, closes at 12-18 
months).

Vital signs: 

· Pulse at birth 120-160 bpm. Respiratory rate 30-40 breath/min. blood pressure 
80/50 mmHg.

Developmental milestones:

1. Shape 

· Abdomen is protuberant.

· Legs may appear short and bowed
· Large head proportion to the rest of the body.
2. Gross motor development (large body movements): most important are:

· Newborn baby turns head when prone.

· Rolls over from back to side and Lifts chest off the bed at 3 mon.

· Sitting at 6-8 mon.

· Creeping at 9 mon.

· Cruising at 10-11 mon,

· Walking at 12 mon. avg(8-15).

3. Fine motor development: most important are:

· Accept an object, grasp it with whole hand and bring hands together at 5 mon.

· Pass an object from one hand to the other at 7 mon.

· Pincer grasp at 10 mon.

4. Language development:

· Begin to make small cooing (dove-like) sounds by the end of the first month.

· Use crying as a way of communication (hungry, wet, lonely or in pain) at 2 
months.

· Squeal with pleasure to smiling faces or friendly tone at 3 months.

· Laugh out loud and talkative (i.e.: cooing, babbling, gurgling when spoken to) at 
4 months.

· Speaks a first word (da-da, ma-ma, da-da) at 9 months

· At 10 months says bye-bye, No.

5.
Play: solitary play

 Promoting Optimum Health during Infancy

Dental health:

· First tooth usually erupts at age 6 months, followed by a new one monthly.

· Teething pattern vary, some newborns may be born with teeth (natal teeth), or 
have teeth in first 4 weeks (neonatal teeth) incidence is 1 of 2000 infants.

· Water with fluoride is essential.

· Begin brushing even before teeth erupt (using a soft washcloth).

Sleep:

· Pattern vary among infants, first month sleep when not eating. After that require 
10-12 hours sleep at night and several naps during the day.

· Always put infant on his back or side to sleep to prevent SIDS with no pillow.

Nutritional health:

First 6 months of life:

· Human milk is the most desirable complete diet for infant. The normal infant receiving breast milk from a well-nourished mother needs no specific vitamin & mineral supplements, with the exception of iron by 4-6 months of age.

· Commercial iron-fortified formula is the second choice. Whole milk should not be introduced to infants until after 1 year of age.

· The introduction of solid foods before 4-6 months is not recommended (immature systems & food allergies).
Second 6 months of life:

· Chewing movements do not begin until 7-9 months, thus foods require chewing should not be introduced before that.

· Extrusion reflex fades at 4 months until this time it is difficult to introduce solid foods.

· Quantity of food: newborn stomach can hold up to 2 tbs (30 ml), at 1 year of age increased to 1 cup (240ml).

Introduction of solid foods:

· Start with cereals: added to orange juice or breast or formula milk. Cereals are fortified with vitamins and iron. Start with rice cereal (fewer allergies) twice daily change by another kind of cereals after a week.

* Caution: not to be given from a bottle because of the danger of aspiration.

· Vegetables: vegetables are the second choice after cereals at 7 month of age, they are rich in iron. Should be blended (do not add butter, its difficult for infants at this age to digest fat).

· Fruits: fruits are offered one month after vegetables (8 mon.).

· Meat: usually introduced at 9 months.

· Egg yolk at 10 months (( iron) should be given before egg white (( protein) because protein can cause allergy. Egg should be thoroughly cooked because of the danger of Salmonella.

· Weaning is gradual, could be started at 9 months (diminished sucking reflex)

Immunizations

· Diphtheria, Tetanus, a cellular Pertussis (DTaP): 

· Single vial, I.M injection at 2, 4, 6, & 15 months (or 2,3,4, & 15mon). A booster dose is then given between age’s 4-6 years. 

· DT is then given at 11-12 year of age, then every 10 years.                       

· S/E: low grade fever, redness, pain at the site of injection, & drowsiness.

· Pertussis is contraindicated in children who have a progressive or unstable neurologic disorder or who have a severe allergic reaction to Pertussis in a previous DTP vaccination. 

· Pertussis is not given after 6 year of age because it has more severe side effects.

· Hepatitis B Vaccine (HBV): given along with DTaP & Polio at 2, 3, & 4 mon.

· Haemophilus influenza type B (Hib): given along with DTaP & Polio at 2, 3, & 4 mon.

· Polio vaccine (Oral Polio Vaccine OPV): 

· Should not be administered to any child who is immunosuppressed.

·  OPV is given along with DtaP at 2, 4, 6, & 15 mon.(or 2,3,4, & 15 mon) a fourth booster dose is given at 4-6 yr.

· Measles, Mumps, Rubella (MMR): S/C

· 1st dose at 15 mon. ,2nd dose at 4-6 yr.

· Children are not immunized earlier than 12 mon. because of the interference of maternal antibodies.

· S/E includes, transient rashes and fever, which begin 5-12 days after the vaccine, joint pain, & low-grade-fever.  

· Children should be skin-tested for tuberculosis before measles vaccine because of the false-negative reaction.

Injury prevention

Accidents are a leading cause of death in children:

· Aspiration: round, cylindrical objects, hotdog, carrot. Bottle feeding (prop 
bottles). Toys should be checked for loose pieces or parts (button eyes). Children 
younger than 5 years should not be offered popcorn or peanuts.

· Falls: 2nd major cause of death in infants. Infants should not be lift unattended on 
a raised surface.

· Motor vehicle accidents: use car seats for newborn.

· Drowning: do not leave infant alone in a bathtub.

· Poisoning and burns.

Some concerns related to normal growth and development

1. Teething: 

- Gums are sore and tender causing pain with less eating or feeding, which make infant hungry and irritable.

- High fever, convulsions, vomiting & diarrhea, earache are never normal signs of teething. 

- Acetaminophine Q 4 hours is enough to decrease pain.

2. Thumb sucking: 

· Peaks at 18 mon. it is a normal habit and does not deform the jaw line or cause baby talk as well as it stops by school age.

3.  Pacifier:

· Problem of cleanliness.

· Problem of aspiration if it wasn’t one piece.

· Strangulation if wear it on a string around the neck.

· Weaning should be at 9 months maximum (time of decreased sucking reflex) after that it became difficult.

4.  Colic: paroxysmal abdominal pain.

· Usually occur in infants younger than 3 mon. of age.

· Unclear cause but may occur from overfeeding, swallowing too much air while 
feeding, or from a formula that is too high in carbohydrate.

· Thorough assessment should be done R/O any intestinal obstructions or diseases.

Health Problems during Infancy

· Failure to Thrive (FTT)

· FTT describes infant who fails to gain weight, height or both.

· There is a wide variation in normal growth and development in general, the rate 
of change may be a better indicator of a problem rather than the actual 
measurement.

· There are multiple causes that will disturb the body’s metabolism enough to result 
in delayed growth.

· Two types of FTT are:

1. Organic (Intrinsic): medical problems such as:

· Chromosomal abnormalities (e.g. Down syndrome).

· Defects in major organs & systems (cardiac, respiratory, GI problems).

· Abnormalities of the endocrine system (thyroid hormone deficiency, growth 
hormone deficiency).

· Damage to the brain or CNS that may lead to feeding difficulties.

· Anemia or other blood disorders.

2. Non-organic (Extrinsic):

· Environmental, psychosocial problems.

· Emotional deprivation, parental withdrawal or rejection.
· Economic factors: low living conditions.
· Exposure to infections/ toxins


Clinical manifestation:

· Ht., Wt. & H.C. deficiencies.

· Delayed physical skills (rolling over, sitting, standing, …etc.).

· Mental & social skills are delayed.

· Delay of development of secondary sexual characteristics.

· Poor hygiene

· Less smiling with poor eye contact.

· Diaper Rashes:

· Most common skin problem during infancy.

· Characterized by scaling and/or ulceration of the skin in the diaper area.

· It could involve the buttock, lower abdomen, genitalia and upper portion of the thighs.

· Etiology: combination of factors: prolonged contact of urine and feces, which breaks into ammonia, leading to maceration and irritation, that cause redness and tenderness. It could be infected with candida.

Nursing Care:

 Education and prevention:

· Change diaper frequently.

· Clean skin with water and mild soap.

· Dry well and expose to air.

· Use petroleum products that act as a barrier to moisture.

· In mild cases use Zinc Oxide.

· Bottle mouth syndrome:

Is early severe dental caries of deciduous teeth caused by sucrose in milk. This occurs when infant falls a sleep with a bottle of milk for a long period of time, that allows the milk to stain the oral cavity.

· Sudden infant death syndrome (SIDS).

· 2/1000 infants die in their sleep for no apparent reason each year.

· Risk of SIDS is highest at 4-6 weeks of age.

· Parental blame.

· SIDS theories:

· Sleep apnea.

· Heart problems.

· Transition from reflexive breathing to voluntary control.

· Inability to swallow effectively in the prone sleeping position.

· Back to sleep.

· No soft bedding

· Risk Factors for SIDS:

· Low-birth weight infants 5X - 10X more likely to die of SIDS.

· Twins and triplets have 2X SIDS rate.

· Young mothers & fathers.

· Mothers who smoked.

· Mothers who had difficult pregnancy.

· Mothers with poor nutrition during pregnancy.

Health Promotion and Problems during Toddler Age (1-3 years)

Physical growth:

· Gain about 2.5 kg and 12 cm /year during the toddler period.

· H.C = C.C at 6 months of age, at 2 years of age C.C <H.C.

· H.C increased 2 cm during the second year compared to 12 cm during the first 
year.

Appearance: 

· Subcutaneous tissues or baby fat begins to disappear toward the end of the second 
year (baby looks more leaner).

· Protuberant (prominent) abdomen from underdeveloped abdominal muscles.

· Forward curve of the spine at the sacral area (Lordosis).

· Bowleggedness persists through the period (leg muscles bear the weight of large 
trunk), walk with a wide stance.

Body systems:

· Respiration: slows slightly, abdominal breathing.

· Heart rate: slows from 110 to 90 bpm.

· Blood pressure: increased to 99/64 mmHg.

· Brain develops to about 75% of its adult size.

· Stomach capacity increases. Can eat 3 meals/day.

· Stomach secretions become more acidic which decrease gastrointestinal 
infections.

· Possible control of the urinary and anal sphincters.

Dental health:

· 8 new teeth (the canines and the first molars) erupt during the 2nd year.

· All 20 deciduous teeth are generally present by 2.5-3 years of age.

· First dental visit at around 2.5 years. 

· Soft toothbrush with water (no toothpaste), with supervision.

Play and Safety:

· Parallel play (alongside each other, not with others).

· Imitation is very common.

· Short attention span.

· Accidents are the major cause of death.

· Poisoning from ingestion of cleaning products, drugs, and poisonous plants.

· Aspiration or ingestion of small objects.

· Motor vehicle accidents (MVA).

· Burns, falls, and playground injuries.

Nutrition: 

· Growth rate dramatically decreases, thus lower calories, proteins, and fluids are 
needed.

· Decrease appetite (physiologic anorexia) they sit and play with food. One 
tablespoon of each food served is a good start.

· Insist on feeding themselves (may refuse to eat at all), they are picky eaters.

· Avoid diet high in sugar / high in fats (no more than 30% of daily calory from fat). Daily 
calories requirement = 1300 kcal.

· Adequate Calcium and Phosphorous is important for bone mineralization (whole 
milk).

· Assess intake of 5 food groups.

Sleep pattern:

· Total hours 12 hours / night with 2 naps as a start. At the end of toddler stage decreased to 8 hours/night and one nap.

· Some sleep problems are common like fear of separation. Nightmares started 
about age of 3.

· Bedtime rituals are needed to represent security.

Fears:

· Separation anxiety: Begins about 6 months and persists throughout the preschool 
period.

· Going to sleep.

· Large animals.
Parental concerns associated with the toddlers: 

1. Toilet training: 

· One of the biggest tasks.

· Readiness for training unusual before 18 months.

· Signs of readiness:

· Dry for 2 hours.

· Site and squats.

· Begin to be uncomfortable in wet diaper.

· Verbalize desire to void or defecate.

· Some helpful strategies:

· Use potty-chair and limit time to 5-10 min.

· Praised for cooperative behavior or successful evacuation.

· Dressing children in easily removed clothing (using training pants).

· Use same words always for urination or defecation (not to confuse them).

· If resist, try again in few weeks.

2. Negativism.

· Persistent negative “no” response to every request.

· Negativism is not an expression of being stubborn or disrespectful, but a 
necessary assertion of control.

· One method of dealing with the negativism is by reducing the opportunities for a 
“no” answer.

3. Temper tantrums.

· It’s a way to release their tension. They may lie down on the floor, kick their feet, and scream.

· Head banging and breath holding are other behaviors some children use.

Health Promotion and Problems during Preschool Age (3-6 years)

Physical Growth:

· Body contour changes to slimmer, taller, and much more childlike proportions.

· The anteroposterior and transverse diameter of the chest reach adult proportions.

· Pulse rate decreases to 85 bpm.

· Blood pressure 100/60 mmHg.

· Stronger muscles thus can perform gymnastics activity.

· Weight: slight gain, average gain 2 kg a year.

· Height: only 6-8 cm a year.

· Head circumference not routinely measured over 2 year-old.

Play:

· Do not need many toys because they use their imaginations (imaginary friends).

· They enjoy games that use imitation (playing house).

· Around 5 years, they become interested in group games.

Safety

· Their interest in learning and imitating adult roles may lead them into exploring 
blades, electric saw, taking medicine…etc. (supervision is so important)

· Automobile safety.

· Educate children about the potential threat of harm from others.

Nutritional health (similar to toddlers)

· Offering small servings of food.

· Nutritious snacks (fruit, cheese, juice, and milk).

· All 5-food groups should be included.

Sleep:

· They refuse naps even if they’re tired.

· Refuse to go to sleep because of the night waking from nightmares or night 
terrors.

· Use night-light, and continue bedtime routines.

Teeth care:

· Should start independent toothbrushing as daily practice (if not started at toddler 
age).

· Encourage not eating candies or sweets.

Fears:

· Occurs because their imagination is so active.

· Fear of dark.

· Fear of mutilation (simple injury, painful procedures).

· Fear of separation.
Common Health Problems of early childhood

1. Infectious disorders:

· Communicable diseases: Chicken Pox, Diphtheria, Measles, Pertussis, …etc.

· Conjunctivitis.

· Stomatitis.

2. Ingestion of injurious agents:

· Cosmetics and personal care products, cleaning products, plants, foreign bodies, gasoline.

· Heavy metal poisoning (mercury, iron, lead)

3. Enuresis:

· Involuntary passage of urine past the age when a child should be expected to have 
attained bladder control (usually by age of 4 years for night control)

· Occur approximately 5- 7 years of age.

· Enuresis is primarily an alteration of neuromuscular bladder functioning.

· The symptoms may be influenced by emotional factors (birth of a sibling).

· No clear etiology. Predictive factors are:

· Longer duration of sleep in infancy.

· Positive family history.

· Slower rate of physical development in children up to 3 years.

Types: 

a. Primary: if bladder training was never achieved.

b. Secondary or acquired: if control was established but has now been lost.

1. Nocturnal: occur at night (most common type)

2. Diurnal: occur during the day.

3. Both.

Management:

· Attempts to correct stress factors if any.

· Limit fluids after dinner.

· Drug therapy (Tofranil): anticholinergic drug that inhibits urination, given an 
hour before bed.

· Bladder stretching exercises.

· Motivational therapy/ positive reinforcement (recording the dry nights).

· Punishment is contraindicated.

4. Tonsillitis:

· The causative agent may be viral or bacterial.

· Often viral in children younger than 3-year-old.

· Bacterial is more common in the school age children.

· Manifestations of viral infection: gradual onset, low-grade fever, and slight 
erythema of the pharynx.

· Manifestations of the bacterial infection: abrupt onset, temperature equal to or 
more than 40 º C, white exudate, and severe sore throat.

Health Promotion and Problems during School age (6-12 years).

Physical growth and maturation of systems:

· Healthiest years of childhood.

· Gastrointestinal is reflected in fewer stomach upsets, better maintenance of blood 
sugar levels and an increases stomach capacity.

· Caloric needs are less than they were in the preschool years and less than they 
will be during the coming adolescent growth spurt.

· Bladder capacity generally greater in girls than in boys, there are individual 
variations in frequency of urination and differences in the same child according to 
circumstances such as temperature, humidity, time of day, amount of fluids 
ingested, and emotional state.

· The immune system become more competent in its ability to localize infections 
and to produce an antibody-antigen response (levels of IgG & IgA antibodies 
increase & reach adult’s level).

· The heart grows more slowly during the middle years and is smaller in relation to 
the rest of the body than at any other period of life (Innocent heart murmurs may 
be heard due to the changing size of the heart in reference to the thorax).

· Physiologic splitting of heart sounds may be present for the first time (pulmonary 
valve tend to close slightly later than the aortic valve (lub d-dub), usually 
associated with inspiration).

· At 6 year-old frontal sinuses are developed increases the possibility of sinus 
headache.

· Brain growth is complete by age of 10 years; as a result fine motor coordination 
becomes refined.

· Preadolescence is the period that begins toward the end of middle childhood and 
ends with the thirteenth birthday. There is no universal age at which children 
assume the characteristics of preadolescence. The first physiologic signs begin to 
appear of about 9 years (particularly in girls) and are usually clearly evident in 1
1-12 years-old children.

· Either early or late appearance of these characteristics is a source of 
embarrassment to both sexes.

· Weight increased by 1.3-2.2 kg/year.

· Height: 2.5-5 cm/year.

· Average 6 year-old Wt. is 21 kg.

· Average 6 year-old Ht. is 115 cm.

· Average 12 year-old Wt. is 40 kg.

· Average 12 year-old Ht. is 150 cm.

· Pulse rate decrease to 70-80bpm.

· Blood pressure increased to 112/60 mm Hg.

· Respiration is 20-25 breath/ min.

Teeth:

· Age of loose tooth: deciduous teeth are gradually lost and permanent teeth erupt 
around age of 6 years.

· Average child gains 28 teeth between 6 and 12 years.

· Regular dental visits.

· Regular brushing.

· Malocclusion and dental caries are common.

Play:

· Their play takes on new dimensions that reflect a new stage of development.

· Not only does play involves increased physical skill, intellectual ability, and 
fantasy, but also as children form groups, they begin to evolve a sense of 
belonging to a team or club.

· The games they play have fixed and unvarying rules that may be bizarre and 
extraordinarily rigid.

· They also enjoy many quit and solitary activities such as collections.

· The newly acquired skill of reading becomes increasingly satisfying.

· Enjoy challenging play – video/computer games.

· Around 7 years of age, imagination is declined.

· Helping in kitchen with jobs (making salad).

Promoting school safety:

· More accidents as a result of being independence.

· Children can follow instructions thus education is so important.

· Bicycle safety (use helmet), drugs, tobacco use.

Nutrition:

· Good appetites.

· They need a breakfast to provide them with enough energy to get them through active morning.

· Educate them about some elementary facts of nutrition (nutritious snacks).

· Fostering industry by helping to plan meals.

· Require more iron during pre-puberty and adequate calcium and fluoride for teething.

· Balanced diet.

· Obesity may occur (junk food).

Sleep:

· Younger school age: 10-12 hour/day.

· Older school age: 8-10 hour/day.

· Nighttime terrors may continue during the begging of school.

Fears:

· Most of the new fears that trouble them are related to school and family (e.g., fear 
of failing, fear of teachers and bullies, and fear of something bad happening to 
their parents).

· Excessive worry about past behavior.

· Fear of kidnapping, death.

Common Health Problems

· Enuresis.

· Dental caries.

· Attention Defect Disorder (ADD)/Attention Defect Hyperactivity Disorder 
(ADHD).

· Malocclusion:

· The upper jaw in children matures rapidly in early childhood along with skull growth, the lower jaw forms more slowly, which forces teeth to make a prolong series of changes until they reach their final adult alignment and position.
· In the case of good teeth occlusion, the upper teeth overlap the lower teeth by a small amount and teeth are evenly spaced. Malocclusion is the deviation from normal
· Good alignment is necessary for optimum formation of teeth, health of the supporting tissues, optimum speech development and pleasant physical appearance.
· Malocclusion may be:
· Congenital, and related to conditions such as cleft palate, a small lower jaw or familial.
· May result from constant mouth breathing or abnormal tongue position.
· Teeth braces may be needed for treatment.
Health Promotion and Problems during Adolescent (12-18/20 years)

Physical growth:

· Adolescence is a transition period between childhood and adulthood.

· Early period (12-14).

· Middle period (15-16).

· Late period (17-20).

· The very obvious physical changes are noted in increased physical growth and the 
appearance and development of secondary sex characteristics.

· These periods include puberty, primary and secondary sex characteristics.

· Puberty ends with the ability to reproduce, which in girls is the establishment of 
regular ovulation and in boys is the establishment of spermatogenesis.

· The physical changes of puberty are primarily the result of hormonal activity 
influenced by the central nervous system.

· Primary sex characteristics are the external and internal organs that carry on 
reproductive functions.

· Secondary sex characteristics are the characteristics that distinguish the sexes 
from each other but play no direct part in reproduction.

· Puberty in girls can begin any time between 8 and 14 years of age and once 
initiated is completed within 3 years.

· The girl will gain 5-20 cm in height and 7-25 kg in weight.

· Menarche, the onset of menstruation, occurs about 2.5 years after the onset of 
puberty. At this time girls will have achieved 90%-95% of adult height. Growth 
in height ceases in girls at 16 or 17 years of age.

· On the average, puberty begins about 1.5-2 years later in boys (9-16 years of age). 
The average boy will gain 10-30 cm in height and 7-30 kg in weight. In boys 
growth in height commonly ceases at 18 or 20 years of age.

· The increase in body size doesn’t occur in all organ systems at the same rate; the 
increase in skeletal system is faster than muscular system, increase in legs faster 
than it is in trunk.

· Heart and lungs increase in size more slowly which lead to reduced blood supply 
and O2 flow (they become fatigued easily).

· Pulse reduces to 70 pbm.

· Respiration decreases to 20 breaths/min.

· Blood pressure increased to 120/70 mm Hg.

Teeth:

· Adolescents gain their 2nd molars at about 13 years old.

· 3rd molar between 18-21 years.

Safety:

· Motor vehicle accidents are the leading cause of death among adolescents.

· Motorcycles, bikes, scooters need safety helmet.
· Drowning.
· Smoking, drugs, and alcohol should be discouraged.

Nutrition:

· The rapid and extensive development in height, weight, muscle mass, and sexual 
maturity of adolescence is accompanied by new and greater nutritional 
requirement.

· They have an increased appetite, enjoy food (quick snacks).

· They are poorly nourished despite the large intake  (empty-calorie snacks, sweets, 
and soft drinks).

· Adolescents who are slightly obese because of prepubertal changes may begin 
low- calorie or starvation diets to lose weight.

· Daily intake should be balanced among the food groups.

· Common dietary deficiencies include iron, calcium, and zinc. There is a 
substantial increase in the need for these minerals during the period of rapid 
growth- calcium for skeletal growth, iron for expansion of muscle mass and blood 
volume, and zinc for the generation of both skeletal and muscle tissue.

· Increase amounts of milk are usually required.

· Girls need more iron supplementation (good sources of iron: red meats, dried 
beans, green vegetables, iron-fortified cereals, and snacks that include peanuts, 
raisins and other dried fruits).

· Sources rich in zinc include animal products such as meat, seafood, eggs, and 
milk.

Sleep:

· Adolescents need more sleep than school-age children to support the growth spurt 
(protein synthesis occurs most readily during sleep).

·  Daily sleep hours = 12 hour.

Health Problems during adolescence:

1. Acne:

· Self-limiting inflammatory disease that involves the sebaceous glands mainly in the face, neck, back, upper arms, chest, and shoulders.

· Most common skin disorder in adolescents.

· Occurs more frequently in boys.

· Peak age in girls: 14-17 years and in boys: 16-19 years.

· Genetic factors may play apart in their development (45% of adolescent males with acne have a positive family history for acne).

· Premenstrual flares of acne occur in nearly 70% of females, suggesting a hormonal cause.

· Cosmetics containing lanolin, petrolatum, vegetable oils, oleic acid, can increase comedone production.

· Exposure to oils in cooking grease can be a precursor to acne.

· Cigarette smoking may increase the number of inflammatory lesions.

· There is no known link between dietary intake and the development or worsening of acne lesions.

    Management:

· Adequate rests, moderate exercise, well-balanced diet, and decrease emotional stress.
· Cleansing: 
· Gentle cleansing with mild cleanser once or twice daily.
· Antibacterial soaps are ineffective.
· Medication (topical) and sunblock agents are effective measures.
2. Scoliosis:

· Is a lateral curvature of the spine usually associated with a rotary deformity that eventually 
causes cosmetic and physiologic alterations in the spine, chest, and pelvis.

·  It can appear at any age but is more frequent in adolescent girls.

· May occur spontaneously or in association with other diseases or deformities.

· Scoliosis can be structural or functional. 
· Structural scoliosis is characterized by changes in the spine and its supporting 
structures that causes loss of flexibility and noncorrectable deformity. Structural 
scoliosis may be congenital or a secondary defect associated with other disorders, 
especially neuromuscular disease or paralysis.

· Functional or nonstructural scoliosis is caused by some other deformity, such as 
unequal leg length, which can be corrected by treating the underlying problem.
Management: involves straightening and realignment of the vertebrae by either external (bracing) or internal (surgical) fixation techniques. Bracing is not curative but may slow the progression of the deformity until the spine has reached the more adult size.
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