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رؤية ورسالة واهداف قسم تمريض الاطفال

اولا الرؤية :-

يطمح قسم تمريض الاطفال بكلية التمريض ان يرتقى بالمستوى المعرفى والمهنى والخبرات التطبيقية والمهارات التمريضية فى استخدام التقنيات الحديثة لدى طلاب الكلية لتحقيق التميز والمنافسة اضافة الى اعداد البحوث العلمية التى تعمل على خدمة المجتمع.
ثانيا الرسالة :-

يسعى قسم تمريض الاطفال الى تخريج كوادر مؤهلة وذات كفاءة عالية فى التمريض للمنافسة فى اسواق العمل المحلية من خلال برنامج تعليمى مناسب واكسابهم المعارف والمفاهيم والمهارات واجراء البحوث العلمية الجديدة فى مجال تمريض الاطفال وتقديم خدمة متميزة للمجتمع وتنمية البئة فى محافظة سوهاج
ثالثا الاهداف الاستراتيجية :-

1- تزويد الطلاب بالمعلومات النظرية والتدريبات المهنية فى مجال تمريض الاطفال لتلبية احتياجات الطفل من الميلاد الى المراهقة فى الصحة والمرض
2- تأهيل الطلاب على كيفية التعامل مع الاطفال الاصحاء والمرضى فى مختلف الفئات العمرية وايضا العناية التمريضية وذلك من خلال دراسة الحالات المختلفة و تمثيل الادوار و حل المشكلات دراسة الحالات المرتبطة بمشاكل الطفل والاسرة عمليا
3- تنظيم التدريبات العملية لامداد الطالب بالمعلومات والمهارات لتطبيقها فى المحافظة على صحة الطفل والوقاية من الامراض الاكثر شيوعا وعلاجها واعطاء المشورة للطفل والاسرة

Vision of the Faculty:

Aspiring College of Nursing Sohag University that occupies a privileged in nursing education and scientific research in order to reach for Entrepreneur ship center for graduate cadre sable to compete in providing the best nursing services to improve the health level in the South Valley labor market
Mission of the Faculty:

Seeks College of Nursing is to graduate human cadres in the nursing field with a high level of efficiency and by providing suitable for giving them the knowledge and concepts and skills needed for the labor market and conduct scientific research educational service in the field of specialization and provide excellent service to the community and environment development in the Sohag governorate.

Strategic objectives of the Faculty:

- Check the efficiency of the college nursing education programs and through the development of graduate and postgraduate programs and the development of the educational environment.

- The creative capabilities of the graduate's development in the field of clinical training dedicated to patient care by using modern information technology and evidence-based care.

- Modernization and development of professional and managerial skills of faculty members and their assistants and administrators.
The development of research capacity for faculty, researchers, staff and support research projects and applied research.

- Get project academic accreditation from the National Authority for quality and academic accreditation.

- Creat especial programs such as education open to different cadres of nursing staff in line with the needs of the community and the requirements of the labor market.

- Meet the needs of the community based on the assessment and identification through cooperation with various community views these needs.
Formulate an effective partnership with the parties to the health system and the institutions of society.

- Self-resource development and physical capabilities of the college through the activation of the role of the special units and turn them in to centers of excellence.

- Activate the self-evaluation and continuous improvement in all elements of university education and scientific research.

- Improve the efficiency and effectiveness of community nursing services in the Sohag governorate.

- Continuous and comprehensive development of the institutional capacity of the college to keep pace with technological development.

- Curriculum development to cope with the scientific and technological development.
Vision of the department:

It aspire Pediatric Nursing Department, Faculty of Nursing rise to the level of knowledge and professional applied nursing experience and skills in the use of modern techniques of college students to achieve excellence and competition, as well as the preparation of the scientific research work on community service.

Mission of the department

Seeking Pediatric Nursing Department is to graduate qualified cadres and highly efficient in nursing to compete in local labor markets, through appropriate educational program to equip them with the knowledge, concepts, skills, and conduct new research in the field of nursing babies and provide excellent service to the community and environment development in Sohag

Strategic objectives of the Department:

1- Provide students with theoretical information and professional training in pediatric nursing to meet the needs of children from birth to adolescence during health and disease.

2- Training students on how to deal with both healthy and patient children in different age groups as well as nursing care, through the study of different situations, role-playing, problem-solving, case study problems associated with child and family practice.

3- Organization of practical exercises to provide students with information and skills to apply them in maintaining the health of

10 children and the prevention of the most common diseases and treatment, and to give advice to the child and family.
Current Concept of Pediatric Nursing

General objectives:

Students will be able to know the current concept of pediatric nursing at the end of this lecture.

Specific objectives:

The students will be able to

1-Define of a Pediatric Nursing

2-Define of a Pediatric Nurse

3- Know the roles of the pediatric nurse:

4- List the top 10 Traits Every Nurse Should Have:

5- Know, what makes a good pediatric nurse?

Definition of a Pediatric Nursing:

It is the art and the science which provides care and promotes health of Child. With regard to social, mental, psychological and physical growth

It is the diagnosis and treatment of human responses to actual or potential health problem. Its purpose is to promote the highest level of health for each child.

Definition of a Pediatric Nurse:

A pediatric nurse is a nurse who has successfully completed a recognized course of study and practice experience in the nursing care of infants, children and adolescents / young people. Roles of the pediatric nurse: The pediatric nurse may function in the following roles in a variety of settings throughout the continuum of care, including

1-Advocate - Functions as a child/adolescent and family advocate - Influences public policy and legislation that affect pediatric rehabilitation through active support and/or direct involvement - Provides health education regarding the health needs of children with disabilities and their families - Facilitates the entire family's transition from hospital to home and community 
2-Coordinator of Care - Works as a valued member of the healthcare team - Brings together the expertise of health professionals and integrates that knowledge into a comprehensive continuum of care - Facilitates the coordination of academic activities (e.g., hospital-based, return to regular classroom) - Facilitates the design and implementation of the child's, adolescent's and/or family's individualized plan of care - Uses appropriate resources to develop and implement an individualized teaching and discharge plan with the child/adolescent and their family 
3-Leader and Consultant - Provides leadership in the professional practice setting and the profession - Consults with other health professionals - Delegates responsibilities to other members of the team
- Acts as an agent of change - Involves stakeholders in the decision making process and considers factors related to safety, effectiveness, cost, and impact on practice 
4-Care Provider - Implements nursing care based on a sound knowledge base, scientific principles and developmental theories, and a documented therapeutic plan - Promotes optimal wellness - Integrates ethical provisions in all areas of practice - Maintains professional practice standards by providing nursing interventions that meet individual needs and are consistent with the total rehabilitation program 
4- Health Teaching and Promotion - Shares rehabilitation knowledge and skills with patients, families, the interdisciplinary team, and the community - Offers support to families about the special needs of their children and adolescents with disabilities - Provides teaching to help cope with and/or prevent health and functional problems - Acts as a resource and role model for nursing staff and students. Leads or participates in activities such as nursing committees and professional organizations that promote the improvement of nursing care and the advancement of professional rehabilitation nursing 
5- 6- Team Member

- Collaborates with other professionals, the child or adolescent, and the family in assessing, planning, implementing and evaluating an individual interdisciplinary plan of care - Collaborates in the development of new service delivery models that best meet the needs of young clients and their families - Interacts with and contributes to the professional development of peers and colleagues 
7- Researcher - Evaluates existing research in light of current evidence and research findings - Integrates evidence and research findings into best practices - Contributes to nursing and the field of pediatric rehabilitation through participation in research. Intra- and interdisciplinary research is essential to continual development of knowledge and skills and to evidence-based practice 
8- Professional Practice, Education, and Evaluation - Attains knowledge, skills and competency that reflect current nursing practice - Evaluates one's own practice in relation to professional standards and guidelines, relevant statutes, rules and regulations - Systematically enhances the quality and effectiveness of nursing practice

Top 10 Traits Every Nurse Should Have:

1- A Caring Nature: If a person cannot care about the people they are serving, they will not excel as a nurse. Nurses deal with the sick and injured and their families on a daily basis, and they need to be able to show them that they truly care about their situation.

2- Be Empathetic: Nurses regularly deal with people who are scared and in pain. They must be able to put themselves in their patients‘shoes if they are going to give them the quality of care that a good nurse provides.

3- Be Detail-Oriented: Nurses must remember to write everything they do on patients‘charts. They must also remember to bring medications at the correct times. Being an organized detail-oriented person is therefore crucial for someone in this career field.

4- Be Emotionally Stable: Nurses feel the joy of seeing a new baby born, followed by the pain of losing a long-term patient who had become a friend. Emotional stability is crucial in order to survive the roller coaster ride of emotions nurses must endure on a daily basis.

5- Be Adaptable: No day is quite like the next when you work as a nurse, so they need to be able to adapt to circumstances. People are unpredictable at the best of times, but under stress become even more unpredictable, so a nurse‘s typical workday will require flexibility and adaptability.

6- Have Physical Endurance: Breaks for nurses are few and far between. They are on their feet all day, sometimes for 12 or more hours at a time, so nurses must have good physical endurance to succeed in nursing.
7- Be a Quick Thinker: When a nurse notices something is not right with a patient, they need to be able to make decisions quickly and put their plans into action instantly. Nursing is not the career for someone who needs time to think about a situation before responding, because even a fraction of a second can mean the difference between life and death.

8- Have Great Judgment: A nurse must be able to look at a patient‘s current state and accurately assess what is or is not needed. This must happen quickly during emergencies. Nurses therefore need sound judgment and maturity.

9- Be Hard-Working: Nursing is a never ending job. Someone is always ill and in need of some sort of aid or attention. Its also unusual for a hospital or medical centre to be overstaffed, which of course means more workload on each nurse in the unit. Being a hard worker is therefore a very important trait.

10- Have Great Communication Skills: Nurses communicate with each other, doctors, patients, and patients‘ families on a daily basis, so being able to communicate clearly and effectively, and to read people is necessary for people in this career

What makes a good pediatric nurse?

Pediatric nurses need to have a few additional traits to be successful:

1. Need to like children

Pediatric nurses spend their entire day working with children and families. It will make you better at your job if you enjoy working with your patients.

2. Patience, patience, patience

Children have a short attention span and like many adults probably would prefer to be somewhere else other than your office.

Growth and development

Definition of Pediatric Nursing:

Pediatric nursing involves in giving assistance, caring and support to the growing and developing children to achieve their individual potential for functioning with fullest capacity.

Definitions:
Growth: refers to an increase in physical size of the whole body or any of its parts. It is simply a quantitative change in the child’s body.  It can be measured in Kg, pounds, meters, inches, etc...

Development: refers to a progressive increase in skill and capacity of function. It is a qualitative change in the child’s functioning. It can be measured through observation.
Principles of Growth and Development:

1. Continuous process:

         Growth and development are continues process, each stage depends upon the preceding one.

2. Predictable sequence:

         In all dimensions of growth and de​velopment there is a definite, predictable sequence. This se​quence is orderly and continuous, with each child normally passing through every stage. 
3- Don’t progress at the same rate (↑ periods of GR in early childhood and adolescents and ↓ periods of GR in middle childhood).

4. Not all body parts grow in the same rate at the same time. For example a child's brain will grow the most during the first 5 years of life, reaching 90 percent of its final size.
5. Each child grows in his/her own unique way. 
6. Growth and development proceed in regular related directions:

a) Cephalo-caudal (head down to toes). The head end of the organism develops first and is very large and complex, whereas the lower end is small and simple and takes shape at a later period. 
b) Examples:
· Head initially grows fastest (fetus), then trunk (infant), and then legs (child).

· Infant can raise his head before sitting and can sit before standing.
c) Proximodistal (center of the body to the peripheral) or near to far. 
Examples:
· Motor control of the arms comes before control of the hands, and hand control comes before linger control.
7. General to specific. Growth   and   development   follow   patterns,   one of which is general to specific. As a child matures, her activities become less generalized and more focused.
Example:

8. A newborn's response to pain is usually a whole-body response, with flailing of the arms and legs even if the pain is in the abdomen. 
9. From simple to complex patterns:
         It's the progression of functions from simple to complex. 
Factors Affecting Growth and Development:

1. Hereditary Factors:
2. Genetic Factors:
3. Environ​mental Factors:

A. Prenatal Environment:
· Factors related to mothers during pregnancy, such as:
· Age of the mother: less than 16 years and more than 40 years.

· Malnutrition of the mother.

· Diabetic mother.

· Exposure to radiation.

· Infection with German measles.

· Smoking mother, use of drug.

· Infection diseases like rubella, toxoplasmosis, syphilis, and herpes.

· Factors related to fetus, such as:

· Malposition in the utero.

· Faulty placental implantation.

B. Postnatal Environment:
· External environment, such as:

· Socio economic status of the family.

· Child nutrition.

· Climate and season Ordinal position in the family.
· Number of siblings in the family.

· Family structure, i.e., single parent family, extended fami
· ly, or the child lives with either parents or step-parent.
· Internal environment, such as:
· Intelligence.
· Hormonal influences e.g. influence of growth hormone or thyroid hormones.
· Emotion e.g., if love is not given, retardation in growth and development can occur.
Types of Growth and Development:
Types of Growth:
1. Physical growth (Ht, Wt, head & chest & arm circumference).

2. Physiological growth (vital signs…).
Types of Development:
1. Motor development

2. Cognitive development.

3. Emotional development.

4. Social development.
Stages of Growth and Development:

1. Prenatal:

· Germinal (conception to approximately 2weeks).
· Embryonic (2 - 8 w).

· Fetal stage (8 - 40 or 42 w- birth-).
2. Infancy:

· Neonate: Birth to end of 1 month.

· Infancy: 1 month to end of 1 year.

3. Early Childhood:

· Toddler: 1-3 years.

· Preschool: 3 - 6 years.

4. Middle Childhood:

· School age: 6 to 12 years.

5. Late Childhood:

· Adolescent: 13 years to approximately 18 years.
Newborn Stage

         Newborn stage is the first 4 weeks or first month of life. It is a transitional period from intrauterine life to extra uterine environment.

Normal Newborn Infant:

· Physical Growth:

· Weight = 2.700 – 4 kg.

· Wt loss 5% - 10% by 3 - 4 days after birth.

· Wt gain by 10th days of life.

· Gain ¾ kg by the end of the 1st month.

· Weight: They lose 5 %  to 10 % of weight by 3 - 4 days after birth as result of :

· Withdrawal of hormones from mother.

· Loss of excessive extra cellular fluid.

· Passage of meconium (feces) and urine.

· Limited food intake.

· Height:

· Boys average Ht = 50 cm.

· Girls average Ht = 49 cm.

· Normal range for both (47.5 - 53.75 cm).

· Head circumference:

· 33-35 cm.

· Head is ¼ total body lengths.

· Skull has 2 fontanels (anterior & posterior).

· Chest circumference:

· It is 30.5 to 33 cm (usually 2–3cm less than head circumference).

· Anterior fontanel: Diamond in shape.

· It closes at 12 - 18 months of age.

· Posterior fontanel: Triangular, it closes by the end of the 1st month of age.

· Physiological Growth:

· Vital signs:

· Temperature (36.3 to 37.2(C).

· Pulse (120 to 160 b/min).

· Respiration (35 to 50 C/min).

· Blood pressure: B.P. is low. It is difficult to determine accurately. It should be remembered that as a person grows older P &R decrease while B.P. increases.

· Reflexes:

         Certain reflexes are absolutely essential to the infants' life as protective reflexes:

1. Blinking reflex - It is aroused when the infant is subjected to light.
2. Coughing and sneezing - to clear the respiratory tract.
3. Gagging- to prevent choking.
4. A number of reflex actions are involved in feeding:
a. The rooting reflex- causes the infant to turn his head towards anything which touches his cheek and is his way of reaching for food.
b. Sucking reflex-provide sucking movements when anything touches the lips.
c. Swallowing reflex - it follows sucking reflex.
d. The gagging reflex - comes into play when he has taken more into his mouth then he can successfully swallow can also cough if a little of the fluid is swallowed the wrong way and enters the trachea.
· Other reflexes:

· The grasp reflex - An infant will grasp any object put into his hands, hold on briefly and then drop it.
· Moro reflex (Startle reflex) - this reflex is aroused by a sudden loud noise or loss of support. The reaction is aimless muscular activity. It demonstrates an awareness of equilibrium. In its absence the possibility of brain damage must be considered.
· The tonic-neck reflex: - It is a postural reflex in which the infant, when lying on his back turns his head to one side and extend the leg on the side to which the head is turned. Reflexes the other leg and arm.
         Gross Motor Development: The newborn's movements are random, diffuse and uncoordinated. Reflexes carry out bodily functions and responses to external stimuli.

· Cognitive development: The cognitive development of newborn infant is difficult to understand or observe it.
· Emotional development: The newborn expresses his emotion just through cry for hunger, pain or discomfort sensation.
Infancy stage
Introduction

As no other time of life are physical changes &developmental achievements so dramatic as during infancy. All systems undergo progressive maturation. 

Definition of Normal Infant:

         It is the period which starts at the end of the first month up to the end of the first year of age. Infant's growth and development during this period are rapid.

· Physical growth of normal infant:

· Weight: the infant gains:

· Birth to 4 months → ¾ kg/month.

· 5 to 8 months → ½ kg/month.

· 9 to 12 months → ¼ kg/month.

         The infant will double his birth wt by 4 - 5 months and triple it by 10 - 12 months of age

· Height:

· Length increases about 3 cm/month during the 1st 3 months of age,

· Then it increases 2 cm/month at age of 4 - 6 months,

· Then, at 7 - 9 months, it increases 1 ½ cm per month.

· At 10 – 12 month, it increases 1cm per month.  

· Head circumference:

· It increases about 2 cm/month during the 1st 3 months,

· Then, ½ cm/month during the 2nd 9 months of age.

· Posterior fontanel closes by 6 - 8 w of age.

· Anterior fontanel closes by 12 - 18 months of age.

· Chest circumference:

· By the end of the 1st year, it will be equal to head circumference.

· Physiological growth of normal infants:

· Pulse 110 - 150 b/min.

· Respiratory 35 ± 10 c/min.

· Blood pressure 80/50 ± 20/10 mmHg.

· Dentition:

         Eruption of teeth starts by 5 – 6 months of age. It is called "Milky teeth" or "Temporary teeth".
- Needs of infant:

· 1. Need for feeding.

· 2. Need for suckling pleasure&.

· 3. Need for warmth& comfort.

· 4. Need for love& security.

· 5. Maintaining health.
Infant care: 
· 1. Carrying infant& cuddle him.      

· 2. Bathing for clean         

· 3. Exercise

· 4. Observation of body& skin         

·  5. Expose to fresh air& sunshine.  

· 6. Follow safety measures for each procedure; bathing, clothing, selection of toys& furniture(as crib)

· 7. Feeding& weaning.

-Health problems of infant:

I. Nutritional disturbance: 

· 1. Protein energy malnutrition (PEM): As Kwashiorkor: and Marasmus

· 2. Failure to thrive (FTT)

· 3. Food sensitivity
· 4. Cow’s milk allergy:

· 5. Lactose intolerance:

· 6. Improper feeding technique:

· 7. Regurgitation and “spitting up”

· 8. Paroxysmal abdominal pain (colic)

· II. Diaper dermatitis

· II. Psychological problems:

· Anxiety due to:

·  - Frustration in feeding or suckling

·   - Lack of parental love                     

·  - Stranger anxiety                            - Child abuse                 - Malnutrition
Normal Toddler

       During the toddler years, your child will go through a time of rapid change in all areas of development. Many experts divide child development into five areas: physical, social, emotional, cognitive, and language. 

Definition of toddler stage is between 1 to 3 years of age. During this period, growth slows considerably.

· Physical growth:

· Weight:

         The toddler's average weight gain is 1.8 to 2.7 kg/year.

Formula to calculate normal weight of children over 1 year of age is

Age in years X 2+8 =….kg

Eg., the weight of a child aging 4 years = 4 X 2 + 8 = 16 kg.

· Height:

· During 1–2 years, the child's height increases by 1cm/month.

· The toddler's height increases about 10 to 12.5 cm/year.

Formula to calculate normal height
Age in years X 5 + 80 =….cm.

e.g., the length of 2 years old child = 2 X 5 + 80 = 90 cm.

· Head and chest circumference:

· The head increases 10 cm only from the age of 1 year to adult age.

· During toddler years, chest circumference continues to increase in size and exceeds head circumference.

· Teething:

· By 2 years of age, the toddler has 16 temporary teeth.

· By the age of 30 months (2.5 years), the toddler has 20 teeth.

· Physiological growth:

· Pulse: 80 - 130 beats/min (average 110/min).

· Respiration: 20 – 30 C/min.

· Bowel and bladder control:

· Daytime control of bladder and bowel control by 24 - 30 months.

Behavioral characteristics of the toddler:-
1. Negativism

2. Ritualistic behavior

3. Slowness in carrying out requests

4. Temper tantrums
5. Strong expression of emotions
Emotional-social needs of toddler child:-

1- Love and security:-
2- Guidance:-
3- Independence:-
4- Toilet Training:-

Care of the Toddler child ;-
1. Physical care: - this will include bathing, dental care to prevent teeth decay, clothing and freedom to play.

2. Sleep: - Toddler child sleep on the average 12-14 hours out of 24 hours, including a day time nap of one to two hours.

a-  Safety measures

3.   Health supervisions-Physical checkup, immunization and dental care.
4.  Nutrition: - The toddler age group needs 1200 calories per day, the primary aim in dietary management of this children is to accustom them to chopped foods and to remove all strained food from the diet. The mother should be:-

a- Serve food in small amounts.

b- Chop or cut food in to small pieces.

c- Serve food which includes all groups as milk, meat, fruits, vegetables Cereals, fat and carbohydrates.

d- Serve nutritious snacks between meals.

e- Give vitamins and iron supplement

· Commen problem and concerns are:
        1-Temper tantrums: 

2- Night crying:
       3- Stranger anxiety:

       How to deal with it:
         Stranger anxiety is a normal part of development and will occur in some form or another in most children.
1. Don't pressure.
2. Don't ignore your child's distress.
3. Warn friends and relatives.
4. Teach friends and relatives appropriate approach techniques.
5. Introduce new caretakers (e.g., babysitters) gradually.
6. Provide reassurance.
7. Introduce your children to new people (both children and adults)     starting. When they are very young. 
4-Poor appetite:
         This is a very common problem among children between the ages of 2-6 years.   
How to deal with this problem:
1. Offering food in an attractive way.

2. Fix the time of your child meals as much as possible 

3. Food preferences are developed early in life and once they are established, they are hard to break. Therefore, the earlier you encourage healthy food choices for your child, the better. 

4. For a while let your child choose what he eats. Children with decreased appetites usually continue to drink enough fluids. 

5. Allow one small snack between meals.

6. Serve small portions of food--less than you think your child will eat. 
5-Teething

Preschool stage

Definition: It is the stage where child is 3 to 6 years of age. The growth during this period is relatively slow.
· Physical growth:

· Weight: The preschooler gains approximately 1.8 kg/year.

· Height: He doubles birth length by 4 - 5 years of age.

· Physiological growth:

· Pulse: 80 - 120 beat/min. (average 100/min).

· Respiration: 20 - 30C/min.

· Blood Pressure: 100/67 + 24/25.

· Fine Motor Older Toddler:

· 3 years old: copy a circle and a cross - build using small blocks.

· 4 years old: use scissors, color within the borders.

· 5 years old: write some letters and draw a person with body parts.

· Emotional Development of Preschooler:

· Fears the dark.

· Tends to be impatient and selfish.

· Expresses aggression through physical and verbal behaviors.

· Shows signs of jealousy of siblings.

· Social development in preschoolers:

· Egocentric.

· Tolerates short separation.

· Less dependent on parents.

· May have dreams & night-mares.

· Attachment to opposite sex parent.

· More cooperative in play.

· Needs of Preschool:

1. Play.                    

2. Drawing.

3. Nutritional Guidance.

4. Safety and Security.

5. Nursery School.

6. Sex Education.

7. Sleep and activity.

8. Dental health

Health Problems of Preschool:.
1. Thumb-Sucking.

2. Enuresis.

3. Encopresis.

4. Child abuse.

5. Poisoning.

6. Communicable diseases.
7. Stress

School Age
Normal school-age child:

         School age period is between the ages of 6 to 12 years. The child's growth and development is characterized by gradual growth.

· Physical growth:

· Weight:

· School age child gains about 3.8 kg/year.

· Boys tend to gain slightly more weight through 12 years.

· Height:

· The child gains about 5cm/year.

· Body proportion during this period: Both boys and girls are long-legged.

· Dentition:

· Permanent teeth erupt during school-age period, starting from 6 years, usually in the same order in which primary teeth are lost.

· The child acquires permanent molars, medial and lateral incisors.

· Physiological growth:

· Pulse: 90 + 15 beats/min (75 to 105).

· Respiration: 21 + 3 C/min (18–24).

· Blood Pressure: 100/60 + 16/10.

· Red flags: school age:

· School failure.

· Lack of friends.

· Social isolation.

· Aggressive behavior: fights, fire setting, animal abuse.

Need of School-age Children:-

· Sleep:
· Physical activity and exercise:

· Nutrition and Diet:-

· Play

· safety

Problems at school age children: 

· Obesity 

· Dental Problems in School-Age Children

· Canker Sores

· Canker sores are small ulcers on the inside of the mouth or on the tongue.
· Tooth Decay

 - Vision Problems
Mental, Emotional and Behavior Problem

1- Anxiety disorders

2- Major depression

3- Attention- deficit-hyperactivity disorder (ADHD)

4- Learning disorders
Adolescent Age
Definition of adolescent:

         Adolescence is a transition period from childhood to adulthood. It is based on childhood experiences and accomplishments. Adolescent age 13 to 18 year old.

         Physical growth:

· Weight:

· Growth spurt begins earlier in girls (10 - 14 years, while it is 12 - 16 in boys).

· Males gains 7 to 30kg, while female gains 7 to 25 kg.

· Height:

· By the age of 13, the adolescent triples his birth length.

· Males gains 10 to 30 cm in height.

· Females gains less height than males as they gain 5 to 20 cm.

· Growth in height ceases at 16 or 17 years in females and 18 to 20 in males.

· Physiological growth:

· Pulse: Reaches adult value 60 - 80 beats/min.

· Respiration: 16 – 20 C/minute.

NB: The sebaceous glands of face, neck and chest become more active. When their secretion accumulates under the skin in face, acne will appear.

· Appearance of secondary sex characteristics:

· Secondary sex characteristics in girls:

· Increase in transverse diameter of the pelvis.

· Development of the breasts.

· Change in the vaginal secretions.

· Growth of pubic and axillary hair.

· Menstruation (first menstruation is called menarche, which occurs between 12 to 13 years).

· Secondary sex characteristics in boys:

· Increase in size of genitalia.

· Swelling of the breast.

· Growth of pubic, axillary, facial and chest hair.

· Change in voice.

· Rapid growth of shoulder breadth.

· Production of spermatozoa (which is sign of puberty).

· Adolescent behavioral problems:

· Anorexia.

· Attention deficit.

· Anger issues.

· Suicide.

· Adolescent Teaching:

· Relationships.

· Substance use and abuse.

· Gang activity.

· Driving.

· Access to weapons.
Help keep adolescent safe:-

Safety:-

    Adolescents become stronger and more independent before they've developed good Promoting optimum growth and development:-

1. Nutrition:

   Adolescence is a period of increased needs for additional nutritional requirements. These are vital to support the growing increase in body mass, and to build-up stores of nutrients,. Caloric requirements vary according to age; sex. level of activity and weather. Adolescent girls require an average of 2200 calories/day, while adolescent boys need 2800 calories/day. The average daily protein should be 100 gm/day. In the meantime, there must be sufficient supply of calcium, iron, and zinc in daily diet, in addition to vitamins A, B, C, D, and E.

· Eating habits and behavior:           
Children interest, attitudes and routines are altered as an increasing number of meals are eaten away from home. Omitting breakfast or eating a breakfast that is nutritionally poor in quality is also frequently a problem. Snacks, usually selected on the basic of accessibility rather than nutritional merit. Adolescents characteristically reject or only infrequently eat a sufficient amount of fresh fruits and vegetables, especially those that rich in ascorbic acid.

· Nursing consideration:-

In helping teenagers select a nutritious diet, it is best to begin with Their present diet and actively involve than in the process They respond where their independence is respected and they are given the opportunity to make their own decisions regarding food choices..
2.  Sleep and Rest: -
Rapid Physical growth, the tendency toward overexertion, and the overall increased activity of this age contribute to fatigue. During growth spurt the need for sleep is increased. Their propensity for staying up late makes it very difficult to get out of bed in the morning, and they may sleep late at every opportunity.
3. Exercise and Activity:-
Studies indicate that today's youth are less fit than children 20 years ago. However, adolescents probably spend more time and energy practicing and participating in sports activities than members of any age other age-group. Both girls and boys participate in recreational sports, and many are actively involved in competitive athletics either in conjunction with school or as a member of amateur athletic associations. Nurses can encourage participation sport activity as an excellent means for health promotion and building of self-esteem.
4. Dental Health:-
5. Personal care:- 
Adolescents need to be encouraged for promoting proper regime of personal health and hygiene. These include perineal hygiene and bath after menstruation or wet dreams, dental care, cleanliness of dress and surroundings, in addition to routine medical check-up.

6. Vision:-

Regular vision testing is vital part of health care and supervision during adolescence. Hearing:

7. Posture:-
Good posture can be demonstrated best by having the adolescent stand before a full-length mirror or by taking a photograph of the adolescent's body profile. Adolescents will need reassurance that fatigue their feel when attempting to maintain correct posture is transit effect caused by weak muscle especially. 

8. Stress reduction:-
The adolescent is faced with pressures from press to conform often involve fluming adult authority and even serious health risks. Health risks include pressures for sexual experimentation and use of drugs, alcohol and cigarette as well as dangerous physical activity.
. Areas of stress in adolescence:
· Body image.
· Sexuality conflict.
· Relationships with parents.
· Relationships with sibling.
· Relationships with peers.
· Finances.
· Decision about present and future roles.

9. Sex education:-
Basic Needs of Adolescents:-

· Need for freedom

· Need for social life

· Need for activity

· Need for sexual satisfaction

Problems may occur during adolescence: -    

  1- Early or delayed puberty: 

2-Low self-esteem:-

3-Mood problems or depression:-

4-Need for independence:- 

5-Poor nutrition or low physical activity: -

 6-Social adjustment:-

7-Economic independence:-

8- Smoking and addiction:-


A) Congenital gastrointestinal disorder:

            * Cleft Lip and Cleft Palate

        * Esophageal Artesia and trachea- esophageal fistula

            * infantitle hypertrophic Pyloric stenosis (IHPS) 

            * Intestinal atresias

            * Meconium ileus 

            * Gastroesophageal Reflux Disease (GERD).

            * Intussusceptions         

            * Imperforate anus
B) acquired gastrointestinal disorder

* Stomatitis
* Vomiting                          

    * Constipation 
    * Diarrhea
    * Gastro-enteritis
ORAL THRUSH
Definition: Inflammation of the oral mucous membrane.
Causes:

It is due to infection of the oral mucous membrane by the fungus (Candida albicans) ,Commonly it affects;

1- Newborn infants→ natal acquired.

2- Malnourished babies.

3- after prolonged use of broad-spectrum antibiotics, or steroids.

Clinical pictures:
Numerous while curd -like plaques on the mouse membrane of oral cavity. They are not washed away after feeding water. Pain and soreness of oral mucosa are marked, which may lead to refusal of feeding.
Treatment:

- mycostatin drops 1 ml (100.000iu)/6hours,for 1 week.

- Gentian violet paint 1%

- Care of feeding.
- Correction of the underlying disturbances.

Colic

Colic is a problem that affects some babies during the first three to four months.
   It is defined by the " Rule of Three " : 

· Crying at least 3 hours per day.

· More than 3 days per week.

· And for 3 weeks duration or more. 

Colic usually begins suddenly, with loud and mostly continuous crying.

Causes Of Colic:-

( Oversensitivity to gas
( Milk allergy
( Infants who are either under or over fed
( Those who are allergic to formula or something in the mother's diet (if breastfed).

(  Infants in the 0 to 3 months age range who are started on cereal or other high carbohydrate food. 

( An emotionally unstable environment may contribute to colic symptoms in an infant

Symptoms of colic:
· A child who cries or fussy several hours a day, especially from 6 pm to 10 pm, with no apparent reason. 

· Babies with colic may burp frequently or pass a significant amount of gas.

· The face may be flushed. 

· The abdomen may be tense with legs drawn toward it. 

· The hands may be clenched and the feet are often cold

Management of colic:

· Treatment of the cause.

· Make sure that the baby is not hungry. 

· Change the baby's position. Sit him/her up if lying down. 

· Give the baby interesting things to look at, e.g. different shapes, colors, textures, and sizes. 
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Talk to the baby.

· Sing softly to the baby.

· Walk the baby.

· Place the baby in an infant swing on a slow setting.

· Let the baby lay on his/her belly on your lap or on the bed, and rub his/her back. 

· Try using something in the child's room that makes a repetitive sound.

· Hold and cuddle the baby. 

· Let an adult family member or friend (or a responsible babysitter) care for the baby from time to time so that you can take a break.

Vomiting

Vomiting is simply the forceful ejection of stomach and sometimes intestinal contents from the mouth. In medical terms, vomiting is known as emesis. Vomiting is not itself a disease; but it is the manifestation of some inner ailment.        Vomiting can be harmful because the child may lose too much fluid and salt from his body. This is called dehydration.

Causes of vomiting:

· Acute gastroenteritis is a very common problem in infants and children. 

· Food Poisoning. 

· Pyloric Stenosis.

· Appendicitis.

· Intestinal obstruction, A common cause of obstruction in young children is intussusceptions.

· Hepatitis.

· Other causes of vomiting can include infections, such as the flu or strep throat, and more serious disorders, such as meningitis, brain tumors or head injury.

Complications of Vomiting:

· In general cases, there are no complications of vomiting. 

· If a lot of water is lost it may lead to dehydration. 

· Prolonged vomiting can cause drastic changes in the acid-base balance of the child, which could also be fatal.

· In severe cases, vomiting can cause aspiration pneumonia. This can happen when the contents of the stomach repeatedly enter into the bronchial tract.

Diarrhea

Diarrhea is defined either as watery stool or increased frequency (or both) when compared to a normal amount.

Diarrhea may be:

1. Acute (short-term, lasting less than two weeks).

2. Chronic (long-term, lasting longer than two weeks).

causes of diarrhea:-

Diarrhea in children may be caused by a number of conditions,

 including the following:-

· Bacterial infection.

· Viral infection.

· Food intolerances or allergies.

· Parasites.

· Reaction to medications.                                       

warning signs of sever diarrhea:-

 The mother should call the pediatrician if her child is less than 6 months of age or presents any of the following symptoms:-
· Abdominal pain.

· Blood in the stool.

· Frequent Vomiting.

· Loss of appetite for liquids.

· High fever.

·  Dry, sticky mouth.

· Weight loss.

· Urinates less frequently (wets fewer than 6 diapers per day).

·  Frequent diarrhea.

·  Extremely thirst.

·  No tears when crying.

·  Depressed fontanel.

Management of diarrhea:

·  Treatment of the cause.

·   Obtain baseline vital signs and monitor every 2- 4 hours.
·  Observe stools for amount, color, consistency, odor and frequency.
·   Test stool for occult blood.
·   Monitor results of stool culture and sample for ova and parasites.
·   Wash hands well before and after contact with the child.
·   Isolate the child until the cause of the diarrhea is determined.
·   Assist the child with toileting and hygiene.
·   Administer prescribed oral rehydration and intravenous solutions.
·   Notify the physician if diarrhea persists, stool characteristics change, or other symptoms of dehydration/electrolyte imbalance occur

Dehydration:-

Dehydration means that a child's body lacks enough fluid. Dehydration can result from not drinking, vomiting,, or any combination of these conditions. Infants and small children are much more likely to become dehydrated than older children or adults, because they can lose relatively more fluid quickly.

Causes of Dehydration in Children:-
· Viral infection: Common viral infections include rotavirus and adenovirus. 

· Bacterial infection include: Salmonella, Escherichia coli, and Clostridium difficile.
· Parasitic infections such as Giardia. 

· Increased sweating from a very hot environment can cause dehydration. 

· Excessive urination caused by unrecognized or poorly treated diabetes mellitus (not taking insulin).

· Conditions such as cystic fibrosis or celiac sprue do not allow food to be absorbed.

Signs Of Dehydration:-

· Sunken eyes. 

· Decreased frequency of urination or dry diapers. 

· Sunken soft spot on the front of the head in babies (called the fontanel). 

· No tears when the child cries.

· Dry or sticky mucous membranes (the lining of the mouth or tongue). 
· Lethargy (less than normal activity). 

· Irritability, more crying.

· Acute and marked loss weight

· Depressed anterior fontanelle

· Dry tongue.

· Marked thirst.

· loss of skin elasticity (turgor)

· Heart rate is rapid. The pulse may be thready.

· In severe cases, the patient may be shocked and collapsed.

· Picture of complications may be present: DIC, convulsions. 

Management Of  Dehydration In Children:-

· Treatment of the cause.

· Intravenous rehydration therapy 
In case of mild and moderate dehydration, and in absence of shock or circulatory collapse characteristic of sever dehydration, ORS is used .

· Suitable fluid replacement for children younger than two years includes Pedialyte, Rehydralyte. 

· Children older than two years may be given flat soda (soft drinks that are opened then shaken to lose their fizz). 

· Give a few sips every few minutes.  

· Within four hours after vomiting stops, a BRAT diet (bananas, rice, apples, toast, and other simple starches, such potatoes) may be started in children who are weaned from formula or breast milk. 

· Change slowly to a normal diet after one to two days on the BRAT diet. 

· If the mother is breast feeding, she may continue to breastfeed throughout the illness. 

· In bottle-feeding, restart half-strength formula feedings after one to two days of Pedialyte, and then return to full-strength formula feedings within another day.

· Management depends on;

· 1- Amount of fluid needed

· 2- Composition of fluids to be given

· 3- Route of administration

· 4- Rate of administration

	Physical signs
	Mild 
	Moderate 
	Severe 

	CVS 

	HR
	Normal 
	↑
	↑↑↑

	BP
	Normal 
	Normal - slight ortho drop
	Orthostatic drop - ↓

	JVP
	Normal 
	↓
	↓↓↓

	Capillary refill
	Normal 
	2 – 4 seconds
	> 4 seconds

	Skin 

	Colour
	Normal 
	Pale
	Mottled

	Turgor
	Normal 
	1 – 2 seconds
	> 2 seconds

	Fontanelle
	Normal 
	Slight ↓
	Sunken

	Mucous membranes
	Normal 
	Dry
	Parched

	Tears
	Normal 
	↓
	Absent

	U/O 
	↓
	↓↓
	Oliguria/Anuria

	Thirst 
	↑
	↑↑
	↑↑↑

	Weight loss 
	3 – 5% 
	6 – 10%
	> 10%

	CNS 
	Normal 
	Irritable
	Lethargic


Constipation

Constipation is defined as: a decrease in frequency of bowel movements, compared to a child's usual pattern 

· The passage of hard, often times large caliber, dry bowel movements.

· Bowel movements that are difficult or painful to push out.

Cauese Of Constipation:-

Sometimes, there is no identifiable reason for constipation in children. However, some of the causes may include:-

· Diet.

· Lack of exercise.

· Emotional issues.

· Physical problems that can cause constipation include the following:
· Abnormalities of the intestinal tract, rectum, or anus.

· Problems of the nervous system, such as cerebral palsy.

· Endocrine problems,such as hypothyroidism.

· Certain medications (i.e., iron preparations and narcotics such as codeine).

Symptoms of constipation:-
Symptoms of constipation in children include:-

· Fewer bowel movements than usual.

· Postures that indicate the child is withholding stool, such as standing on tiptoes and then rocking back on the heels of the feet, clenching buttocks muscles. 

· Abdominal pain and cramping.

· Painful or difficult bowel movements.

· Hard, dry, or large stools.

· Stool in the child’s underwear.

· The mother should seek medical interference when:

· Fever.

· Vomiting.

· Blood in the stool.

· A swollen abdomen.

· Weight loss.

· Painful cracks in the skin around the anus, called anal fissures.

· Intestine coming out of the anus, called rectal prolapse.

Management of constipation:-
· Treatment of the cause.

· Diet changes:

· Increase the amount of fiber in the child's diet by adding more fruits, vegetables, grain cereals and breads. 

· Encourage your child to drink more fluids, especially water.

· Limit fast foods and junk foods that are usually high in fats and offer more well-balanced meals and snacks.

· Limit drinks with caffeine, such as cola drinks and tea.

· Increase exercise: Exercise aids digestion by helping the normal movements the intestines.

· Proper bowel habits: Encourage the child to sit on the toilet at least twice a day for at least 10 minutes, preferably shortly after a meal. 

· Give recommend laxatives, stool softeners, or an enema. 

Gastro-enteritis
Definition:-It means local inflammation of the GIT manifesting by diarrhea with or without vomiting and / or fever.   It is the most important killer of infants in Egypt.
Causes of Gastro-enteritis:-
 A)  Enteral infections:-

    - Bacterial: salmonella, shigella, E.coli, cholera.

   - Viral: Fungal: monilia albicans.

  - Parasitic: giardia coli,B.

B) Parentral infections :( infections outside the GIT ) :-

- Otitis media. 

- Tonsillitis, pharyngitis, sore throat.

- Bronchopneumonia, bronchitis.

- Common cold, influenza.

- Urinary tract infection. 

Predisposing Factors Of Gastro-Enteritis:-
· Season→ more in summer (↑flies).

· Types of feeding→ less common in breast feeding.

    - Nutritional state plus general condition.

Clinical Picture of gastro-Enteritis:-
1-Simple dyspepsia:-

            ● Diarrhea is mild.    

●Vomiting may be absent.

● Fever is mild or absent.

2- Toxic dyspepsia-:

● Diarrhea and vomiting are severe.   

● Fever: 

● Dehydration.

● Acidosis.

● Electrolyte imbalance.

Complication Of Gastro-enteritis:-

1- Dehydration, electrolyte imbalance, acidosis. This are the most 
      frequent complications and may lead to shock and death.

2- Malnutrition as a result of starvation and recurrent attacks.

3- Undercurrents infections e.g. bronchopneumonia.

4- Lactose intolerance

5-Tetany: due to hypocalcemia, or during correction of acidosis.

Treatment of Gastro-enteritis:-

   - Prevention and treat of dehydration by oral rehydration solution (ORS).

  -Feeding.

  -Other:- 

 ● Antibiotics. 

    ● Symptomatic treatment.

    ● Intravenous rehydration when indicated

Communicable diseases
Incidence 
More common in pre-school and school-age children due to their exposure to environmental condition unlike those at home. 
Definitions of Terms
 Incubational Period (IP) 

Time that elapses between the invasion of microorganism and the appearance of signs and symptoms of disease.
Communicability Period (CP)                   
Time during which the person stricken with the disease and can transmit it to another person directly or indirectly. 
Communicable diseases
Measles 
· I.P: 10-12 days

· C.P: 4 day before onset of rash and 4 days after rash appear.

· C.A: Virus infection in last winter (measles virus)

· Mood of transmission: Airborne by droplet spread. 

Clinical manifestations 
· - Croyza                               -Photophobia

· -Conjunctiva                      -koplik spots

· -Rash: start behind ear, on forehead or neck or progress to extremities and last about 5 days (Rash may appear as flat, discolored areas (macules) and solid, red, raised areas (papules) that later join together).

· Koplik’s spots
· Resembling tiny grains of white sand surrounded by inflammatory areolae
· Buccal mucosa opposite the 1st and 2nd upper molars
· Measles (rash)
· Medical Treatment 
· Treatment of measles is supportive as the following:

· Bed rest                                                 - Manage high fever

· Encourage fluid intake.                          - Irrigate eye

·  Bathing and use smooth lotion to relieve itching. 

Mumps 
· I.P: 14-21 days

· C.P: 1 to 6 day until swelling disappear.

· C.A: Virus infection

· Mood of transmission: direct contact or indirect contact with salivary secretion of infected person 
Clinical manifestations 
- Salivary glands are chiefly                     

-Parotid glands sublingual and submaxillary gland be involved 

-Fever                            -Malaise               -Headache

· Medical Treatment 
· Local application of heat or cold compress to salivary gland to reduce discomfort.

· Liquids or soft foods are given.

· Bed rest

Rubella(German Measles) 
· I.P: 2-4 day

· C.P: till 5 days after appearance of rash

· C.A: Virus infection

· Mood of transmission: direct contact of contaminated person 
Clinical manifestations 
· Slight fever

· Mild coryza                                         -Rash 

· Swelling of posterior cervical and occipital lymph node

Diphtheria 
· I.P: 2-6 day

· C.P: several hours before onset of disease /organism disappears from respiratory tract.

· C.A: corynebacterium diphtheria

· Mood of transmission: droplet from respiratory tract of infected person

Clinical manifestations
· Membrane white or grayish white in color over tissue of mouth and throat site of bacterial invasion.

· Hoarse brassy cough with stridor 

· Toxin from organisms produced malaise and fever.

· Toxin has a bad effect on renal, cardiac and neurological systems occur
Whooping cough(pertusis) 
· I.P: 5-21day

· C.P: 4-6 weeks from onset

· C.A: bacterial infection (pertusis)

· Mood of transmission: direct contact or droplet spread from infected person 
Clinical manifestations
· Coryza                                               Dry cough

· Vomiting                                            Lymphocytosis                                 

Tetanus (lockjaw) 
· I.P: 3-21

· C.P: not communicable from men to men 

· C.A: clostridium tetani bacillus

· Mood of transmission:  organism is found in soil and enter body through a wound. Deep puncture wound are ideal for growth of this anaerobic organism. 

· Clinical manifestation 

· Opisthotonos (arched positioning)

· Spasm of laryngeal and respiratory muscle. Leading to cyanosis and asphyxia then death.

· Spasm of facial muscle

· Urethral muscle leading to retain of urine and convulsion

· Treatment 

· Control of infection through:

· Bacteria should be killed to halt continuation of the infectious process through human human tetanus immune globine (TIG)

· Penicillin is effective against tetanus organism.

· Seizer control through: giving diazepam to be most effective sedative for control of tetanic activity.

· Air way maintainace: through endotracheal intubation

· Wound care.

Varicella (chickenpox)
(Varicella-Zoster virus, vesicles, crusting)
· I.P: 10-21 day

· C.P: one day before onset to 6 days after first vesicles appear 

· C.A: virus

· Mood of transmission: organism is spread direct or indirect. 
· Clinical manifestation 
  Malaise                 Anorexia
  Fever                   Headache                           

  Papules                 crusts 

  Vesicles                 itching 
Nursing Management of cardio vascular Diseases.
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Cardiovascular disorders in children are divided into two major groups:

a- Congenital heart diseases.

b- Acquired heart disorders.

Congenital Heart  Disease  (C.H.D.)

Incidence: 8: 1000 births.

Etiology of Congenital heart diseases (CHD):  

         The etiology of most CHD is not known, but several factors are associated with a higher than normal incidence of the disease. These include:

1. Maternal rubella during pregnancy.

2. Maternal alcoholism, age over 40 years and insulin dependant diabetes.

3. Several genetic factors.

4. Exposure to radiation.

Types of Defects:

         Congenital heart defects have been divided into 2 categories:

1. Traditionally, a physical characteristics, cyanosis has been used as distinguishing feature, dividing the anomalies into:

- Cyanotic defects.

- Acyanotic defects.

2. Another classification system based on Hemodynamic characteristics also is used. The defining characteristics is blood flow patterns:

- Increased pulmonary blood flow.

- Decreased pulmonary blood flow.

- Obstruction of blood flow out of the heart.
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Mixed blood flow in which saturated and desaturated blood mix within the heart or great arteries.
- Acyanotic Defects

         Most acyanotic defects involve primarily left to right shunting through an abnormal opening. Others result from obstructive lesions that reduce the flow of blood to various areas of the body.

Major Acyanotic Defects:

- Patent ductus arteriosus (PDA).

- Atrial septal defect (ASD).

- Ventricular septal defect (VSD).

- Pulmonic stenosis (PS).

- Aortic stenosis (AS).

- Coarctation of aorta (COA).

Cyanotic Congenital Heart Disease

         The common cause of cyanotic congenital heart disease is a communication between the pulmonary and systemic circulations through which venous (unoxygenated) blood enters the systemic circulatory system (right to left shunts or obstruction of pulmonary blood flow or obligatory mixing of venous and arterial blood).

         Cyanosis may be seen at first year of life. It increases, as the child grows older.

Major cyanotic defects:

1. Tetralogy of fallot.

2. Transposition of the great vessels.

3. Tricuspid atresia  (TA).

4. Nursing Care of Family and Child with Congenital Heart Disease

Acquired Cardiovascular Disorders

         They occur for a variety of reasons including infection autoimmune responses, environmental factors and familial tendencies.

Acute Rheumatic Fever   (ARF)

         Acute rheumatic fever is a leading cause of acquired heart disease in the pediatric population. In developing nations, the incidence of ARF is still fairly high due to substandard health practices, overcrowded living conditions and poor socioeconomic and educational level.

Definition:

         R.F. is an inflammatory disease of connective tissue involving mainly the joints and heart and less frequently the CNS, skin and subcutaneous tissues. It has a marked tendency to recur.

Etiology:

         R .F. is a poorly understood autoimmune reaction to group A –Beta hemolytic streptococcal upper respiratory tract infection (GABHS).

Assessment:

         Accurate history should be taking from parents and child, The ones major and minor criteria are based on clinical findings are essentially objective. The history and laboratory findings determine the minor criteria.  
	Guidelines for the diagnosis of initial attack of Rheumatic fever (Jones criteria, 1992 update)

	Major

Manifestations

Carditis

Polyarthritis

Chorea

Erythema marginatum

Subcutaneous nodules
	Minor manifestations

Clinical findings

      Arthralgia and fever

Laboratory findings 

     Elevated acute-phase, reactants

     Erythrocyte, sedimentation rate

         C- reactive protein


Therapeutic Management:

         Penicillin: is the drug of choice to treat GABS infection:

- Procaine penicillin 400.000µ /day for 10 days, or

- Oral penicillin V: 200.000 – 400.000µ (125-250mg)/dose 3 times/ day for 10 days, or

- Single IM injection of 600.000-1.200.000µ Benzathine penicillin.

Complications of Rheumatic Fever:

 Chronic valvular disease

 Repeated chest infection.

 Cardiac failure.

 Infective endocarditis.

 Arrhythmias, atrial fibrillation.

 Thromboemoblism and stroke.
Management:
A. Encourage compliance with drug regimens: 
B. Facilitate recovery from the illness:

 The major role of the nurse is to assist the child and parents to understand the need for the amount of bed rest ordered by the physician. 

- As soon as a child is willing to eat a liquid or soft diet is given in small frequent amounts to minimize the exertion of chewing. The diet is gradually increased to meet the child’s nutritional requirements overfeeding is to be avoided.

 Pain from Carditis or polyarthritis is decreased by administration of anti-inflammatory agents (aspirin). 

- Alternating warm and cold snacks to the affected joints may reduce swelling and inflammation and provide direct and immediate reduction of pain.

 During chorea the only treatment is prevention of injury during the period when involuntary jerking and possibly violent movements occur.

- Assist once during walking.

- Feeding the child to prevent injury.

- Bed rails to prevent the child from falling out of bed.

- Restraints to prevent the child from falling from a chair, padding on the sides of the beds or chair to prevent injury.

- Behavioral changes and learning difficulties are discussed with school, classmates, peer group and parents.

C. Provide emotional support:

D. Prevent the disease:

 The nurse should be alert to any child who has abrupt onset of signs and symptoms of a streptococcal sore throat.

 After streptococcal pharyngitis has been diagnosed, antimicrobial treatment is given to eradicate the infection. 
Plan of nursing care for a child undergoing heart surgery:

Pre-operative care:

a-Pre-operative assessment:

 It can be done though observation.

 It will facilitate care planning.

Postoperatively, it will include:

- Admission history and physical examination.

- Baseline vital signs (apical pulse and blood pressure) in all examinations should be obtained for evaluation at rest and with activity-report any change.

- Height and weight measurement for fluid replacement.

- Pre-operative studies, i.e. E.C.G. Lab Tests should be prepared.

- Sleep/ awake –patterns.

- Fluid intake: to estimate the child’s fluid consumption and which fluids are preferred.

- Additional observation (normal activities, rest be noted & reported)- physical and emotional stress should be reported.

- Elimination pattern to avoid constipation post-operatively (should be planned in advance).

b. Pre-operative preparation:

         It should be given throughout the pre-operative period.

 Instructing child and parents about tests will be done; operation…. when appropriate.

 Take child and parents to the operating suite and ICU to be familiar with the physical settings (lights, gown, ….etc). Show them the equipment used gradually.

 Place child temporarily into oxygen tent to make him accustomed to it and to oxygen mask through play (sometimes fear of suffocation).

 Introduce them to post-operative procedure, semi fowler’s position, how to turn from side to side. Practice deep inspiration and expiration.

 Through play, nurse demonstrates deep act of coughing, breathing to the child…let him practice it (tell him that they may cause some discomfort in practice post-operatively).

 Demonstrate postural drainage and percussion.

  Prepare them (if old enough) for nasogastric tube catheter for bladder-by telling them about it.

 During preparation, the nurse must be aware of the level of child’s anxiety (so discussion should be ended if she felt the child is very anxious).

c. Physical preparation for surgery:

 Shaving the child skin the evening before the operation.

 Cleansing enema may be ordered.

 Sedation is given for rest (or Dr. order).

 Vital signs are checked.

Postoperative Care:

Immediate Admission to ICU:

 Oxygen immediately.

 Check each catheter in his chest and attached to the suction machine.

 Check vital signs.

 If cardioscopy will be in use, attach it to the patient, then EKG, heart rate and rhythm will observed constantly.

 I.V. fluids must be checked and regulated carefully.

Then:

1. Tell patient that operation is over when he re-awakes.

2. Narcotic may be given as Dr. order.

3. Vital signs are taken each hour or more often if necessary (temperature –rectally as cool atmosphere in oxygen tent may affect temperature).

 Temperature: if there is fever, reduce it by tepid water sponges, ice bags or ice water mattress.

 Respiration: - Check depth and rate of respiration and chest expansion on both sides is equal.

                                             -  Do suction if respiration becomes noisy and rapid.

 Pulse: it should be observed for: regular rhythm and power.

 Blood pressure: Should be taken and notifying doctor for any change.

4. Observe: skin color, moisture (dry – moist). (Warm – cold).

5. Monitor fluids: if cut down is used for I.V.; not be too rapid, it must be in proper position (no filtration). Oral fluids are restricted in immediate post-operative period to decrease load on heart, therefore mouth care will also decrease child’s thirsty. Input and output of all fluids must be accurately calculated and recorded. Urine must be analyzed for specific gravity to assess kidney function. Fluids requirement is based on child’s weight and body surface area.

6. If no voiding within 8-12 hours after operation, catheter may be used.

7. Care for chest tubes (under-water seal)…. Observe the drainage, bleeding, be sure that they are patent (free from blood clots) and well tighten to patient.

              Important: be sure that the bottles. …Below bed level and observe the amount, color and consistence. If cyanosis, sudden sharp chest pain around the catheter and dyspnea and tachycardia occur.  Clamp the chest tube and call Dr. immediately.

8. Encourage child for deep breathing and coughing exercise and support his chest especially over the incision area and praise him.

9. Change position every hour.

10. Support the body with pillows if he can’t maintain his position. Encourage him to move himself.

11. Observe: color of legs and its coldness, bleeding or infection at side of operation.

12. To provide rest, good plan of N.C. to decrease disturbance.

13. Encourage patient to be out of bed.
14. Child may regress in his behavior (cry- more physical contact- more demanding) understand his behavior as a nurse –once his condition improves help him to gain control of his situation.

15. Before discharge: plan of care must be done with the health team and parents.

Neurological disorders
Introduction

Pediatric neurological disorders can include cerebral palsy, hydrocephalus, spina bifida, bacterial meningitis, epilepsy and head injuries. 
Neurologic Testing

· Typical neurologic examination: 
· State of consciousness 

· Reflex activity 

· Speech patterns 

· Motor patterns  

What can damage the nervous system? 

The nervous system is vulnerable to various disorders and can be damaged by the following:

· Trauma

· Infections

· Degeneration

· Structural defects

· Tumors

· Blood flow disruption

· Autoimmune disorders

· Inborn genetic or metabolic problems

· Toxic exposures or direct effects of drug exposures

CEREBRAL PALSY
Definition:

Chronic disability of central nervous system origin characterised by aberrant control of movement of posture, appearing early in life and not the result of progressive neurological disease. 
Causes of CEREBRAL PALSY 

· Infection in the early part of pregnancy 

· Oxygen deprivation to the brain 

· Abnormal brain development 

· Restricted intrauterine growth 

· Neonatal stroke 

· Blood such as rare abnormalities of platelets 

· A genetic link 

Signs and Symptoms of CEREBRAL PALSY 

that is impaired motor functions. For example, developmental motor delay, gait disorders, poor fine and gross motor coordination, swallowing disorders, or speech delay are all the result of the basic motor disorder.

Treatment of cerebral palsy 

Most of the causes of cerebral palsy do not have specific, curative treatments. However, children with cerebral palsy present many medical problems that can be treated or prevented. The initial stage of treatment involves an interdisciplinary team, consisting of a pediatrician, preferable one with experience in neurodevelopment disorders, a neurologist (or other neurological practitioner), a mental health practitioner, an orthopedic surgeon, a physical therapist, a speech therapist, and an occupational therapist. 

Hydrocephalus

Definition:
   Hydrocephalus is a condition caused by an imbalance in the production and absorption of CSF in the ventricular system. When production exceeds absorption, CSF accumulates, usually under pressure, producing dilation of the ventricles.

Etiology of Hydrocephalus 

Congenital hydrocephalus usually results from defects, such as Chairi malformations. It is also associated with spina bifida.

Acquired hydrocephalus usually results from space-occupying lesions, hemorrhage, intracranial infections or dormant development defects.

Clinical Manifestations of Hydrocephalus 

· Abnormal rate of head growth

· Bulging fontanelle

· Dilated scalp veins

· Macewen’s sign (cracked pot)

· Frontal bossing

· Setting sun sign

· Sluggish and unequal pupils

· Irritability and lethargy 

Nursing management of Hydrocephalus 

1. Provide preoperative nursing care
a. Assess head circumference, fontanelles, cranial sutures, and LOC; check also for irritability, altered feeding habits and a high-pitched cry.

b. Firmly support the head and neck when holding the child.

c. Provide skin care for the head to prevent breakdown.

d. Give small, frequent feedings to decrease the risk of vomiting.

e. Encourage parental-newborn bonding.

2. Provide postoperative nursing care
a. Assess for signs of increased ICP and check the following; head circumference (daily), anterior fontanelle for size and fullness and behavior.

b. Administer prescribed medications which may include antibiotics to prevent infection and analgesics for pain.

2. Provide postoperative nursing care cont…

c. Provide shunt care

1. Monitor for shunt infection and malfunction which may be characterized by rapid onset of vomiting, severe headache, irritability, lethargy, fever, redness along the shunt tract, and fluid around the shunt valve.

2. Prevent infection (usually from Staphylococcus epidermis or Staphylococcus aureus)

3. Monitor for shunt overdrainage (headache, dizziness and nausea). Overdrainage may lead to slit ventricle syndrome whereby the ventricle become accustomed to a very small or slitlike configuration, limiting the buffering ability to increased ICP variations.

3. Teach home care

a. Encourage the child to participate in age-appropriate activities as tolerated. Encourage the parents to provide as normal lifestyle as possible. Remind both the child and parents that contact sports are prohibited.

b. Explain how to recognize signs and symptoms of increased ICP. Subtle signs include changes in school performance, intermittent headache, and mild behavior changes.

c. Arrange for the child to have frequent developmental screenings and routine medical checkups
Urological Disorders
1-Nephrotic syndrome
Introduction

Paediatric nephrotic syndrome is usually the primary type. Approximately 85% to 95% of primary cases in pre adolescents 

Clinical Manifestations:
· Edema includes the following: 

1. Periorbital edema usually becomes apparent first

2. Dependent edema in the hands, ankles, feet, genitalia

3. Ascites and pleural effusions

4. Striae due to overstretching

· Profound weight gain

· Decreased urine output

· Pallor, irritability, lethargy, fatigue

· GI disturbances such as vomiting, diarrhea and anorexia

Complications:
· Peritonitis

· Septicemia

· Cellulitis

· Thrombosis

· Acute renal failure
Management of nephrotic syndrome:
· Steroid therapy

· Immunosuppressants

· IV Albumin 25%

· Diuretic to decrease edema

Nursing Management:
· Relieve excess fluid by administering steroids or alternative drugs as prescribed.

· Offer foods high in potassium, low in sodium, fat and sugar.

· Encourage activity as tolerated.

· Restrict fluids as ordered. Strictly monitor intake and output.

· Provide meticulous skin care to the edematous parts of the body.

· Give emotional support to the child and his parents.

· Help child adjust to body image changes by explaining changes ahead of time
· Assess and document intake and output.
· Wight the child at the same time every day.
· Offer six small meals may help increase the child’s total intake better than 3 meals/day. Increase protein diet. low in carbohydrates and fats.
· No added salt diet
· Inspect all skin surfaces regularly for breakdown. Turn the position of the child every 2 hours.
· Protect skin surfaces from pressure by means of pillows
· Bed rest is common during the edema stage.
· Bath the child regularly, wash the skin surfaces that touch each other with soap and water and dry it.
· Protect the child from any one with infection (staff, visitors and other children).
• Hand washing and strict medical asepsis are essential.

• Monitor vital signs every carefully and observe for early signs of infections.

• Providing family support and teaching:

- Prevention of infection

-Treatment plan

· - Importance of regular follow up of child’s condition
Glomerulonephritis

Introduction


Glomerulonephritis is a type of kidney disease that involves the glomeruli. The glomeruli are very small, important structures in the kidneys that supply blood flow to the small units in the kidneys that filter urine called the nephrons. During glomerulonephritis, the glomeruli become inflamed and impair the kidney's ability to filter urine.
Definition of glomerulonephritis
It is an inflammation of the glomeruli of the kidneys. 
Age incidence (4-12 year)
-It is a syndrome characterized by edema and proteinuria, hypoproteinemia and hyperlipidemia.
- The most common age is from 2-7 years. Male to female ratio is 2:1.
What causes glomerulonephritis?

 A common cause of glomerulonephritis is from a streptococcal infection, such as strep throat or upper respiratory infection. Glomerulonephritis usually occurs more than one week after an infection.
What are the symptoms of glomerulonephritis?
The following are the most common symptoms of glomerulonephritis. However, each child may experience symptoms differently. Symptoms may include:

· Dark brown-colored urine (from blood and protein)

· Edema is usually appears first around the eyes and ankles Anorexia, irritability and loss of appetite.

·  Malnutrition, 

·  Child is usually susceptible to infection and repeated respiratory conditions.
· Sore throat                                  - Diminished urine output

· Fatigue                                         -Lethargy

· Increased breathing effort

· Headache                                   
·    -High blood pressure

· Seizures (may occur as a result of high blood pressure)

· Rash, especially over the buttocks and legs

· Weight loss                                
·    -Joint pain

· Pale skin color

· Fluid accumulation in the tissues (edema)

Treatment for glomerulonephritis may include:

· Fluid restriction

· Bed rest should be maintained

· The child must be protected from contact with people with infection

· The child must be weight daily.

· The urine must be tested regularly for protein and hematouria

· Blood pressure should be monitored regularly using the same arm.

· Decreased protein diet

· Decreased salt and potassium diet

· Medication, such as:

· Diuretics

· Blood pressure medications

· Phosphate binders. Medications to decrease the amount of the mineral phosphorus in the blood.

· Immunosuppressive agents

· Dialysis is a medical treatment to remove wastes and additional fluid from the blood after the kidneys have stopped functioning. Dialysis may be required for short-term or long-term therapy.



Identification of high-risk neonate
  It defined as a neonate exposed to any condition that makes his life in danger.

Classification of high-risk neonate 

1. Classification according to size: 

1 Low-birth-weight (LBW) infant: An infant whose birth weight is less than 2500g, regardless of gestational age. 

2 Moderately-low-birth-weight (MLBW) infant: An infant whose birth weight is 1500 to 2500 g.

3 Very-low-birth-weight (VBW) infant: An infant whose birth weight is less than 1500g.  

4 Extremely-low-birth-weight (ELBW) infant: An infant whose birth weight is less than 1000g.

5 Appropriate-for-gestational-age (AGA) infant: An infant whose weight falls between the 10th and 90th percentiles on intrauterine growth curves. 

6 Small-for-date (SFD) or small-for gestational -age (SGA) infant: An infant whose rate of intrauterine growth was slowed and whose birth weight falls below the 10th percentile on intrauterine growth curves. 

7 Intrauterine growth retardation (IUGR): Found in infants whose intrauterine growth is retarded (sometimes used as a more descriptive term for the SGA infant). 

8 Large-for-gestational age (LGA) infant: An infant whose birth weight falls above the 90th percentile on intrauterine growth charts. 

2. Classification according to gestational age: 

1 Premature (preterm) infant: An infant born before completion of 37 weeks of gestation, regardless of birth weight. 

2 Full-term infant: An infant born between the beginning of the 38 weeks and the completion of the 42 weeks of gestation, regardless of birth weight. 

3 Post mature (post term) infant: An infant born after 42 weeks of gestational age, regardless of birth weight.

3- Classification according to mortality: 

1 Live birth: Birth in which in the neonate manifests any heart-beat, breathes, or displays voluntary movement, regardless of gestational age. 

2 Fetal death: Death of the fetus after 20 weeks of gestation and before delivery, with absence of any signs of life after birth. 

3 Neonatal death: Death that occurs in the first 27 days of life; early neonatal death occurs in the first week of life; late neonatal death occurs at 7 to 27 days. 

4 Perinatal mortality: Describes the total number of fetal and early neonatal deaths per 1000 live births. 

5 Postnatal death: Death that occurs at 28 days to 1 year. 
Predisposing Factors to High-Risk Neonate
· Prenatal factors (maternal factors)

· Perinatal  factors ( During labour)

· post natal factors (infant factors)
1- prenatal Factors:

1 High-risk pregnancies as in lack of antenatal care

2 poor socioeconomic condition

3 Previous history of obstetric complications as abortion, toxemias, placental insufficiency and stillbirth.

4 Intrauterine infection; toxoplasmosis, rubella, cytomegalovirus, herpes simplex(TORCH).

5 Malnutrition.

6 Medical illness of mother as diabetes mellitus, heart and kidney diseases severe infection and thyroid diseases.

2- perinatal  Factors:

1. Complications of labour and delivery as prolonged rupture of                            membranes and caesarean section.

2.  Fetal distress during labor

     3.  Neonatal asphyxia

3- postnatal Factors:

2 neonatal infection

3 congenital anomalies

4 prematurity, post-maturity

5 low Apgar score

6 hypoglycemia .

Health problems of high risk neonate
1- Premature
Definition:
Premature infants: it is an infant born earlier before 37 weeks of gestational age, smaller, the birth weight is less than 2.500 gm. 

The nursing care of premature infant, so far as it differs from that the normal   infant, is based on the physiologic handicaps of prematurity. 

1. Poor control of body temperature:

The temperature of the premature baby depends on the temperature of the environment to maintain a normal body temperature due to:

1 Immaturity of heat regulating centre in the brain.

2 The skin surface area of premature infant is great in proportion to his weight.

3 Lack of insulating subcutaneous fat layer which developed in the last month of gestation.

4 Poor muscular development.

5 Low metabolic rate.

2. Difficult to establish respiration:

Respiration is shallow and irregular in premature infant due to:

1 Failure in the lung development (deficiency of surfactant).

2 Weakness of the thoracic cage (retraction).

3 Immature respiratory centre.

4 Poor coughing reflex.

5 Tendency to cyanosis due to poor oxygenation of the blood.

6 Apnea due to immaturity of respiratory centre.

3. Poor resistance to infection:

The premature infant is highly susceptible to infection and poor handle infection due to:

1 Poor develop globulin synthesis, antibody formation, and cellular defence.

2 Does not react to infection with fever or elevation of WBCs

3 Lack immune substances from his mother which transmitted to the fetus during the last month of gestation.

4 Poor protection of skin and mucous membrane.

4. Biochemical handicaps:

Due to immaturity of the vital organs especially liver and kidney.

Complication of prematurity 

1 Respiratory distress                    

2  Retrolental fibroplasias
3 Hypoglycaemia                                 

4  Septicaemia
5 Neonatal jaundice                            

6  Necrotizing enterocolitis

7 Anaemia                                            

8  Liability to haemorrhage

9 Neonatal convulsion

Prevention of prematurity:

1. Avoid causes of prematurity
2. Good antenatal care

3. Genetic counselling

4. Vaccination against Rubella

5. Management of maternal diseases
Assessment of high risk fetus before delivery:
1 Genetic diagnosis

2 Maternal serum alpha feto protein

3 Amniocentesis

4 Chrionic villus sampling

5 Ultrasonography
Fetal maturity assessment:
1 Menstrual history to calculate the gestational age.

2 Ultrasound.

3 Determine fetal lung maturity through F/L ratio.

1. Care immediately after birth:
Resuscitation in delivery room: It includes the initial Apgar scoring system for physical condition.

 Apgar score: at the first minute and 5 minute to re-evaluate physical condition, and is based on five signs (heart rate, respiratory effort, muscle tone, reflex irritability, and color.
	
	Signs
	0 point
	1 point
	2 point

	 A
	Activity (Muscle Tone)
	Absent
	Arms and Legs Flexed
	Active Movement

	P
	Pulse
	Absent
	Below 100 bpm
	Above 100 bpm

	G
	Grimace (Reflex Irritability)
	No Response
	Grimace
	Sneeze, cough, pulls away

	A
	Appearance (Skin Color) 
	Blue-gray, pale all over
	Normal, except for extremities
	Normal over entire body

	R
	Respiration
	Absent
	Slow, irregular
	Good, crying


Purpose:
The APGAR scoring chart is used to evaluate the conditions of the baby at birth, determine the need for resuscitation, evaluate the effectiveness of resuscitative efforts, and to identify neonates at risk for morbidity and mortality.
Goals of care in delivery room:
1 Maintain a natural thermal environment.

2 Maintain cardio-respiratory function.

3 Administer of oxygen therapy.

4 Administer medication if necessary during resuscitation such as Narcan, Epinephrine, or Atropine.

5 Assess the APGAR score in the 1st minute and 5th minutes.

6 Assess the gestational age using The New Ballard Score.
NEUROMUSCULAR MATURITY
	
	SCORE
	

	
	-1
	0
	1
	2
	3
	4
	5
	

	Posture
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	Square Window
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	Arm Recoil
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	Popliteal Angle
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	Scarf Sign
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	Heel To Ear
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PHYSICAL MATURITY
	
	SCORE
	

	
	-1
	0
	1
	2
	3
	4
	5
	

	Skin
	Sticky, friable, transparent
	gelatinous, red, translucent 
	smooth pink, visible veins
	superficial peeling &/or rash, few veins
	cracking, pale areas, rare veins
	parchment, deep cracking, no vessels
	leathery, cracked, wrinkled
	   

	
Lanugo
 
	None
	Sparse
	Abundant
	Thinning
	bald areas
	mostly bald
	 
	 

	Plantar Surface
	 heel-toe
40-50mm: -1 <40mm: -2
	>50 mm
no crease
	faint red marks
	anterior
transverse crease only
	creases ant. 2/3
	creases over entire sole
	
	 

	Breast
	imperceptable
	Barely perceptible
	flat areola
no bud
	stippled areola
1-2 mm bud
	raised areola
3-4 mm bud
	full areola
5-10 mm bud
	
	 

	Eye / Ear
	lids fused
loosely: -1
tightly: -2
	lids open
pinna flat
stays folded
	sl. curved pinna; soft; slow recoil
	well-curved pinna; soft but ready recoil
	formed & firm
instant recoil
	thick cartilage
ear stiff
	 
	 

	Genitals (Male)
	scrotum flat, smooth
	scrotum empty,
faint rugae
	testes in upper canal,
rare rugae
	testes descending,
few rugae
	testes down,
good rugae
	testes pendulous,
deep rugae
	 
	 

	Genitals (Female)
	clitoris
prominent & labia flat
	Prominent
clitoris & small labia minora
	prominent
clitoris & enlarging minora
	majora & minora equally prominent
	majora large,
minora small
	majora cover clitoris & minora
	 
	 


MATURITY RATING

	TOTAL SCORE  (NEUROMUSCULAR + PHYSICAL) 
	WEEKS

	-10
	20

	-5
	22

	0
	24

	5
	26

	10
	28

	15
	30

	20
	32

	25
	34

	30
	36

	35
	38

	40
	40

	45
	42

	50
	44


3. Nursing care of premature infant:-

1. Incubator Care                                       2.Prevention of Infection
3. Oxygen Administration                         4.Feeding& Nutrition
5. Handling                                                  6.weighing
  7. Administration of Medication               8.Charting intake& Output
 9. Bathing                                                   10.Care of the eyes
11. Care of the Cord                                    12. Kangaroo care

2-hypothermia and hyperthermia

Thermoregulation

1 Thermoregulation is the balance between heat production and heat loss.
Prevention of hypothermia 
1. In the delivery room 
• Conduct delivery in a warm room 

• Immediately dry newborn with a clean soft preferably warm towel .Use another warm towel to wrap the baby in two layers 

• Ensure head is well covered 

• Keep the baby by the side of the mother (mothers' temperature will keep the baby warm) 

Bathing of babies at birth is a dangerous practice and should be avoided.

2. Skin-to-skin contact (The Kangaroo Method)  "Kangarooing"

2. Bathing the baby 

1 Bathing should be avoided immediately after birth. 

2 The nurse or attendant should follow the instructions for bathing as given below. 

• Use warm room and warm water. 

• Bathe quickly and gently. 

• Dry quickly and thoroughly from head to toe. 

• Wrap in a warm, dry towel. 

• Dress and wrap infant, use a cap on the head. 

• Place infant close to mother. 

Management of hypothermia

· Skin-to-skin contact 

· warm room or bed 

· 200 watt bulb 

· radiant heater or an incubator
· Monitor axillary temperature every ½ hour till it reaches 36.5 °C, then hourly for next 4 hours, 2 hourly for 12 hours thereafter and 3 hourly as a routine. 
· take measures to reduce heat loss 

· start IV 10% Dextrose  60-80 ml/kg/day 

· give Inj Vit K 1 mg for term; 0.5 mg in preterm 

Management of hyperthermia

This may be treated by moving the baby into cool environment and using loose light clothes for the baby. When the temperature is 37.5°C-39°C, undressing and exposing the neonate to room temperature is usually all that is necessary. If the temperature is above 39°C, the neonate should be undressed and sponged with tepid water at approximately 35°C until the temperature is below 38°C.Many times in nursery overheating under warmer is the cause rather than infection. Do not use cold/ice water for sponge. Tap water is enough 

3-Respiratory Distress Syndrome (RDS)
Definition:

Respiratory distress syndrome (RDS) is another name for hyaline membrane disease (HMD). It is defined as ineffective respiratory function resulting from lack of pulmonary surfactant, which is a substance, coats the lining of the alveoli to facilitate alveolar expansion, and contraction.

Clinical pictures

1 Tachypnea, respiratory rate greater than 60 cycles per minute.

2 Chest retractions.

3 Flaring of nostrils.

4 Expiratory grunting.

5 Cyanosis.

6 copious pharyngeal secretions

 Diagnosis  

1- Appearance, color, and breathing efforts 

2-  Chest x-rays of lungs 

3- Blood gases (tests for oxygen, carbon dioxide and acid in arterial blood) - often show lowered amounts of oxygen and increased carbon dioxide. 

4-  Echocardiography: sometimes used to rule out heart problems that might cause symptoms similar to HMD. Shows abnormal rhythms

Disease progresses 

1- Flaccidity

2-  Unresponsiveness

3-  Frequent apnea episodes

4-  Diminished breath sound

Complications of RDS 

Babies with RDS sometimes develop complications of the disease or problems as side effects of treatment:

1- Pneumomediastrinum - air leaks into the mediastrinum. 

2- Pneumothorax - air leaks into the space between the chest wall and the outer tissues of the lungs. 

3- Pneumopericardium - air leaks into the sac surrounding the heart. 

4- Pulmonary interstitial emphysema (PIE) - air leaks and becomes trapped between the alveoli, the tiny air sacs of the lungs. 

5- Chronic lung disease, sometimes called bronchopulmonary dysplasia 
Prevention of RDS

Giving the mother medications called corticosteroids before delivery has been shown to dramatically lower the risk and severity of RDS in the baby. These steroids are often given to women between 24 - 34 weeks gestation who are at risk of early delivery. 

Treatment:
1 Treatment of neonates with RDS is largely supportive

2 Improve blood pressure, cardiac output, and renal perfusion. 

3 Penicillin should be given to all neonates with RDS, because of the difficulty to distinguish between early onset of streptococcal infection, sepsis, or other respiratory disorders. 

4 Administer exogenous surfactant replacement therapy can be reduce the severity of neonatal RDS.

4-High-risk related to maternal condition 

Infant of Diabetic Mother (IDM)

The morbidity and mortality rates of IDM have been reduced due to effective control of maternal diabetes and an increased understanding of fetal disorders. 
Definition:

An infant of a diabetic mother is a baby born to a mother who has diabetes. The phrase specifically refers to a baby who is born to a mother who had persistently high blood sugar (glucose) levels during pregnancy.

Symptoms:

The infant is usually large for gestational age. Other symptoms may include:


Blue or patchy (mottled) skin color, rapid heart rate, rapid breathing (signs of immature lungs or heart failure)


Newborn jaundice (yellow skin)


Poor feeding, lethargy, weak cry (signs of severe low blood sugar)


Puffy face


Reddish appearance


Tremors or shaking shortly after birth
Treatment:


 All infants who are born to mothers with diabetes should be tested for low blood sugar (hypoglycemia), even if they have no symptoms.


If an infant had one episode of low blood sugar, tests to check blood sugar levels will be done over several days. This will continue until the infant's blood sugar remains stable with normal feedings.


Early feeding may prevent low blood sugar in mild cases. Persistent low blood sugar is treated with sugar (glucose) given through a vein.


Rarely, the infant may need breathing support or medications to treat other effects of diabetes. High bilirubin levels are treated with light therapy (phototherapy), or rarely, by replacing the baby's blood with blood from a donor (exchange transfusion).

5- Hyperglycemia and hypoglycemia
Hyperglycemia

        Hyperglycemia is often defined as blood glucose >125 mg/dL (6.9 mmol/L) or plasma glucose >150 mg/dL (8.3 mmol/L).  Hyperglycemia may be related stress and sever prematurity to These glucose levels are frequently observed during glucose infusions in newborns, especially in extremely preterm infants, and may need lower sugar concentration in IVF and May need insulin

Hypoglycemia
       Blood sugar <40-50 mg/dl. Depends on reference. Who is at risk Infant of diabetic mother (Hyperinsulinemia), Premature infant (Decreased glycogen stores), SGA/LGA infant (Hyperinsulinemia) and Stressed or Sick infant (Using their glucose quickly). The neonate characterized with irritability, Hypotonia, Lethargy, Hypothermia, Respiratory distress, Seizures. 

The management of Hypoglycemia:For the term baby in no sign of distress:
Early feeding usually with formula or breastfeeding
Follow-up blood sugar 30 min to 1 hour after feeding
Continue to monitor blood sugar according to hospital policy
For a term baby in distress :

Management will be with IV fluids or gavage feeding depending on symptoms 
For a preterm baby:
IVF – D10W (initial fluids)
IV Bolus of 2 ml/kg of D10W
6-Neonatal jaundice
     Definition:

           Neonatal jaundice is a yellowing of the skin and other tissues of a newborn infant

Types of jaundice:


unconjugated hyperbilirubinaemia: potentially toxic; may be physiological or pathological


conjugated hyperbilirubinaemia: non toxic; always pathological.

Complication of hyperbilirubinemia.

Kernicterus describes the yellow staining of them brain cells that may result in bilirubin encephalopathy. The damage occurs when the serum concentration reaches toxiocity levels, regardless of the cause. Kernicterus develops when unconjugated bilirubin passes the blood brain barrier and is deposited in the brain cells particularly the basal ganglia. This occurs when the levels of unconjugated bilirubin exceeds 20mg/dlin term infants but at somewhat lower levels in preterm and those suffering from asphyxia or sepsis.

Management of hyperbilirubinemia.

1 Early feeding lowers bilirubin level by stimulating peristalsis.

2 Increase feeds in volume and calories.

3 Stop drugs that interfere with bilirubin metabolism.

4 Correct hypoxia, infection and acidosis.

5 Phototherapy.

              Prophylactic: in low birth weight infants or bruised neonate.

              Therapeutic: in established cases.

1 Exchange transfusion.

Phototherapy 
Definition:

2 It is the application of fluorescent light to an infant's exposed skin.

3 The light is at wavelengths of 425:475nm/sec and is blue, green or white.

4 The light causes a breakdown of bilirubinby a process of photo-oxidation.

5 It alters the structure of bilirubin to a soluble form(lumirubin) for easier excretion.

Indications for phototherapy.

1 In infants<1500grams, if bilirubin exceeds 5mg/dl.

2 Infants between 1500-2000grams,if bilirubinexceeds8-12mg/dl.

3 Infants between2000-2500grams,if bilirubin>13-15mg/dl.

4 In formula fed neonate, if bilirubin>15-20mg/dl.

5 In breast fed neonate, if bilirubin>20mg/dl.

Side effects of phototherapy.

1 Dehydration due to increased insensible water loss.

2 Watery diarrhea. 

3 Hypocalcaemia.

4 Retinal damage.

5 Bronze baby syndromes.

11 Retinal damage.

12 Erythema.

13 Cell damage and mutation.

14 Disruption of maternal/infant interaction.

Nurse's role in phototherapy.

1 The lamp should be 5-8Cs over incubator.

2 Continue feeding.

3 Shield infant's eyes.

4 Keep infant nude except for diaper area and change position frequently.

5 Clean skin frequently to prevent irritation.

6 Maintain adequate fluid intake to prevent dehydration and calculate intake and output.

7 Monitor body temperature to prevent hyperthermia.

8 Weight infant daily.

9 Observe skin, mucous membranes and stool.

10 Bilirubin levels should be monitored for at least 24 hours after discontinuing phototherapy.

Exchange transfusion.

Indication:

           If the preterm infant does not respond to phototherapy, exchange transfusion may be indicated.

Complications
1 Embolism, thrombosis, infarction.

2 Electrolyte disturbances.

3 Infections.

4 Rash.

5 Arrhythmia, heart failure, arrest.

6 Thrombocytopenia.

7 Hypothermia and hyperthermia.

Nurse's role in exchange transfusion.

1 Keep infant NPO24h before exchange transfusion to prevent aspiration.

2 Check donor blood cards for compatibility

3 Have resuscitation equipment available at bedside: oxygen, amubag, endotraceal tubes and laryngoscope.

4 Assist physician with exchange transfusion procedure.

5 Monitor the amount of blood withdrawn and transfused to maintain balanced blood volume and monitor for hypoglycemia.

6 Maintain body temperature to avoid hypothermia and stress.

7 Monitor vital signs and observe for rash.

8 After transfusion continue to monitor vital signs and check umbilical cord for bleeding or signs of infection. 

7-Neonatal sepsis

Definition:

     Neonatal sepsis is an infection that when bacteria or their poisonous products, known as endotoxins, gainaccess to the blood stream. Sepsis, or septicemia, refers to generalized bacterial infection in the bloodstream.

General Nursing Management of high risk neonate 

1. Respiratory Support:

Nursing Intervention:

1 Position for optimum air exchange (place prone when feasible or side lying) since this position results in improved oxygenation better tolerated.

2 Suction to remove accumulated mucus from nasopharynx, trachea.

3 Carry out regimen prescribed for oxygen therapy (appendix of O2 therapy).

4 Closely monitor blood gases measurement.

5 Maintain neutral thermal environment to conserve utilization of O2 .

6 Apply and manage monitoring equipment correctly.

7 Observe and assess infant’s response to ventilation and oxygenation therapy.

8 Observe any deviation.

2. Thermoregulation:

         Nursing Intervention:

1 Place infant in incubator, radiant warmer or warmly clothed in open crib.

2 Regulate servocontrolled unit or air temperature control as needed.

3 Monitor for signs of hyperthermia- redness, flushing.

4 Check temperature of infant in relation to temperature of heating unit.

5 Avoid situation that might predispose infant to heat loss such as exposure to cool air, drafts, bathing or cold scales. 

6 Monitor for signs of hypothermia- cold extremities, cyanosis (protocol of thermo-regulation)
3. Protection from Infection:

         Nursing Intervention:

1 Ensure that all care givers wash hands before and after handling the infant.

2 Ensure that all equipments in contact with infant are clean or sterile.

3 Ensure strict asepsis or sterility with invasive procedures.

4 Prevent persons with upper respiratory tract or communicable infections from coming into direct contact with infant.

5 Isolate infants who have infections.

6 Emphasize health care workers and parents to administer antibiotics as ordered.

7 Ensure that the incubator must be clean and sterilized to combat infections (protocol of infection control). 

4. Nutrition:

     Nursing Intervention:
· Encourage breast-feeding if strong sucking, swallowing and gag reflexes.

· Use gavage feeding if infant tires easily or has weak sucking, gag or swallowing reflexes.

· Assist mothers with expressing, breast milk to establish and maintain lactation until infant can be breast-fed.

· Assist parenteral fluid or total parenteral nutrition therapy as ordered.

· Monitor for signs of intolerance to protein and glucose.

· Follow until protocol for advancing volume and concentration of formula.

5. Hydration:
         Nursing Intervention:
· Monitor fluid and electrolytes closely with therapies that increase insensible water loss (IWL) e.g. phototherapy, radiant warmer.

· Ensure adequate parenteral/oral fluid intake.

· Assess state of hydration (e.g. skin turgor, edema, weight, mucous membrane, urine specific gravity, electrolytes, fontanel).

· Regulate parenteral fluid closely to avoid dehydration over hydration or extravasation.

· Avoid administering hypertonic fluid (e.g. undiluted medication, concentrated glucose infusions) to prevent excess solute load on immature kidneys and fragile veins.

· Monitor urinary output and laboratory values for evidence of dehydration or over hydration (adequate urinary output), strict measurement of urine output is indicated (forms of nursing care). 

6. Skin Care:

         Nursing Intervention:

· Clean skin with plain water (see appendix of sponge bath).

· Provide daily cleaning of eye, oral, cord and diaper area, and any areas of skin breakdown (for infant who are not feeding, wipe the mouth and tongue with Nestatin daily using a cotton piece until they are advancing to feeds).

· Use minimal tape / adhesive.

· Use a protective skin barrier between skin and all tape/ adhesive especially premature babies (protocol of nursing care for infants in the NICU).

7. Minimal Stress:

         Nursing Intervention:

· Decrease environmental stimulation because of stress responses, especially increased blood pressure, increase risk of elevated ICP.

· Establish a routine that provides undisturbed sleep /rest periods.

· Use minimal handling.

· Organize care during waking hours.

· Close and open draps and dim lights to allow for day/night schedule.

· Remain calm, limit number of visitors and staff near infant at one time.

· Keep equipment’s noise to minimum.

· Maintain adequate oxygenation because hypoxia increases cerebral blood flow.

8. Neonatal Pain:

         Nursing Intervention:

· Recognize that infants, regardless of gestational age feel pain.

· Use non-pharmacologic pain measure appropriate to infant’s age and condition as touch, music, cuddling and roching.

· Encourage parents to provide comfort measures.

· Administer analgesics as ordered.

· Monitor for side effects of opiods, especially respiratory depression.

· Assess effectiveness of non-pharmacologic and pharamcologic pain measures.

9. Care to Promote Growth and Development:

 Nursing Intervention:

· Provide optimum nutrition to ensure steady weight gain and brain growth (see appendix of growth measurements).

· Provide regular periods of undisturbed rest to decrease unnecessary O2 use and caloric expenditure.

· Provide age – appropriate development intervention simulate all the sense of infant and observe their response e.g. visual, tactile, auditory, olfactory and taste.

· Promote parent-infant interaction since it is essential for normal growth and development.

10.Family Support and Involvement:

        Nursing Intervention:

· Give information to help parents understand most important aspects of care.

· Encourage parents to ask questions about child’s status.

· Be honest; respond to questions with correct answer to establish trust.

· Encourage mother and father to visit the infant so that attachment process in initiated. 

· Help parents by demonstrating infant care and offer support.

· Encourage siblings to visit infant.

· Explain to family members the infant condition and why he cannot come home soon.
Discharge Planning and Home Care:

· Assess readiness of family to care for infant in home setting to facilities parents’ transition to home with infant.

· Teach necessary infant care techniques and observation.

· Reinforce medical follow up.

· Refer to appropriate agencies or services so that needed assistances are provided





Group (1)

Midterm Exam of maternal and child health Nursing
Second Year Students
Date:  /  / 2016                                                       High Institution of Nursing 
Time: 2 hrs                                                            Total Marks: 40 Marks

Student name:                                                                                          
Define the following:- 
                    (10 Marks)                                                      
1- Pediatric Nursing:
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
2- Phototherapy:
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

3- Normal Toddler:
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
4- Development:
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
II- Put (T) in front of the correct statement and (F) in front of the false one:

                                                                                                    (5 Marks)                                                      

	1-Weight loss in moderate degree of dehydration is 3-5%
	T
	F

	2- Toddler stage is between 1 to 3 years of age. During this period, growth slows considerably.
	T
	F

	  3- Anxiety disorders is considered one of  mental, emotional and behavior problem
	T
	F

	4- Production of spermatozoa (which is sign of puberty)is  a secondary sex characteristics in boys:
	T
	F


III-choose the correct answer from  the Following:      (5 Marks).
1-Management of colic includes:-

· Make sure that the baby is not hungry. 

· Change the baby's position. Sit him/her up if lying down. 

· Give the baby interesting things to look at, e.g. different shapes, colors, textures, and sizes. 

· Talk to the baby.

· All of the above
2- Infant care include: 
· Anorexia.

· Attention deficit.

· Anger issues.

· Bathing for clean         

   3- Indications for phototherapy EXCEPT

· In infants<1500grams, if bilirubin exceeds 5mg/dl.

· Infants between 1500-2000grams,if bilirubinexceeds8-12mg/dl.

· Infants between2000-2500grams,if bilirubin>13-15mg/dl.

· In formula fed neonate, if bilirubin>15-20mg/dl.

6 In breast fed neonate, if bilirubin>200mg/dl.

4-Complication of prematurity 
· Septicaemia
· Neonatal jaundice
· Pain
· A and B
List the following:-                                                                   (15 Marks)                                                      
A- Need of School-age Child:-

1- -

2- -

3- -

B- Nursing Management of nephrotic syndrome:
1- -

2- -

3- -

C- Principles of weaning;
1- -

2- -

3- -

D- Benefits of breastfeeding for infant:
1- -
2- -

3- -

E-Nurse's role in exchange transfusion:
1- -

2- -

3- -

IV-Read the words in column (A) and Wright the it's correct number at the relevant statement in column (B):                               (5 Marks)
	Column (A)
	Column (B)

	1- Development
2-Abdominal pain and blood in stool 

3-Adolescent 
4- Types of Growth


	(     ) – is a period from 13 to 18 age years old

(  ) Physical growth (Ht, Wt, head & chest & arm circumference). And Physiological growth.

(       ) – are consider warning signs of severe diarrhea

(      ) - refers to progressive increase in skill and capacity of function.



                                                                GOOD LUCK 
                                                      Dr. Yousseria El Said Youssef 

                                                     Dr. Manal Mohammed Ahmed 

                                                     Dr. Sabra Mohammed Ahmed 



Group (2)

Midterm Exam of maternal and child health Nursing
Second Year Students
Date:  /  / 2016                                                          High Institution of Nursing 
Time: 2 hrs                                                               Total Marks: 40 Marks

Student name:                                                                                          
Define the following:- 
(10 Marks)                                                      
5- Growth:
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
6- Communicability Period (CP) :
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

7- Newborn Stage:

---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
8- Neonatal jaundice:
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
II- Put (T) in front of the correct statement and (F) in front of the false one:

                                                                                                    (5 Marks)                                                      

	1-Areas of stress in adolescence include body image and sexuality conflict.
	T
	F

	2-behavoiral characteristics of toddler include negativism and temper tantrums only
	T
	F

	3- Oversensitivity to gas is considered one of causes of colic.
	T
	F

	4- Suitable fluid replacement for children younger than two years includes pedialyte; rehydralyte is management of dehydration In children.
	T
	F


III-choose the correct answer from  the Following:      (5 Marks).
1-Health Problems of Preschool except:-
1. Stress.
2. Thumb-Sucking.
3. Enuresis.
4. Activity

2-Secondary sex characteristics in girls:

1. Increase in transverse diameter of the pelvis.

2. Change in the vaginal secretions.

3. Change in voice.

4. Rapid growth of shoulder breadth.

5. (1-2)

3-Clinical pictures of RDS:
1- Tachypnea, respiratory rate greater than 60 cycles per minute.
2- Chest retractions.
3- Flaring of nostrils.
4- All of the above

4- Blinking reflex - It is aroused when 

1- The infant is subjected to light.
2- To clear the respiratory tract.
3- To prevent choking.
List the following:-                                                                   (15 Marks)                                                      
E-  Complications of exchange transfusion:-
1-

2-

3-

F- Dehydration management include:
1-

2-

3-

-

G- Principles of Growth and Development:-

1-

2-

3-

-

H- Poisoning Prevention :
1-
2-

3-

I- Side effects of phototherapy:

1-

2-

3-

IV-Read the words in column (A) and Wright the it's correct number at the relevant statement in column (B):                               (5 Marks)
	Column (A)
	Column (B)

	1-  Dehydration 

2- Blinking reflex

3-Vomiting 

4-Pediatric Nursing


	(       ) - It is aroused when the infant is subjected to light.

 (       ) - giving assistant , caring and support to the growing and developing children o achieve their individual potential for functioning with fullest capacity 

 (      ) – is a child's body lacks enough fluid

 (       ) – is simply the forceful ejection of stomach and its contents from the mouth


                                                                GOOD LUCK 
                                       Dr. Yousseria El Said Youssef 

                                                     Dr. Manal Mohammed Ahmed 

                                                     Dr. Sabra Mohammed Ahmed 



Group (3)

Midterm Exam of maternal and child health Nursing
Second Year Students
Date:  /  / 2016                                                     High Institution of Nursing 
Time: 2 hrs                                                            Total Marks: 40 Marks

Student name:                                                                                          
Define the following:- 
                      (10 Marks)                                                      
9- Preschool stage:
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
10- high-risk neonate:
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

11- Constipation:
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
12- Infant of Diabetic Mother (IDM):
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
II- Put (T) in front of the correct statement and (F) in front of the false one:

                                                                                                    (5 Marks)                                                      

	1- Problems may occur during adolescence include early or delayed puberty.
	T
	F

	2- Change in the vaginal secretions is secondary sex characteristics in girls.
	T
	F

	3-Prevention of RDS by giving the mother medications called corticosteroids before delivery
	T
	F

	4-Respiratory distress syndrome (RDS) is another name for hyaline membrane disease (HMD). It is defined as ineffective respiratory function resulting from lack of pulmonary surfactant
	T
	F


III-choose the correct answer from  the Following:                  (5 Marks).
1- Major manifestations for RF

· Polyarthritis

· Chorea

· Erythema marginatum

· All of the above
2- Factors Affecting Growth and Development:

a. prenatal factors

b. Genetic factors

c. Environ​mental factors
d. B and C
   3- Adolescent Teaching:

1. Bacterial infection.

2. Substance use and abuse.

3. Gang activity.

4. Development of the breasts.

5. (2-3) 
4-From prenatal Predisposing Factors to High-Risk Neonate
1. High-risk pregnancies as in lack of antenatal care

2. poor socioeconomic condition

3. Previous history of obstetric complications as abortion, toxemias, placental insufficiency and stillbirth.
4. All of the above
List the following:-                                                                   (15 Marks)                                                      
A. Areas of stress in adolescence::-
1-

2-

3-

B- Treatment for glomerulonephritis may include:
1-

2-

3-

J-  Nursing care of premature infant;
1-

2-

3--

K- Nurse's role in phototherapy:
1-
2-

3-

E-Complication  of exchange transfusion:
1-

2-

3-

IV-Read the words in column (A) and Wright the it's correct number at the relevant statement in column (B):                                      (5 Marks)
	Column (A)
	Column (B)

	1-Needs of infant
2-Bacterial infection

3- Apgar score 

4- Hydrocephalus


	 (       ) occur at the first minute and 5 minute to re-evaluate physical condition, and is based on five signs (heart rate, respiratory effort, muscle tone, reflex irritability, and color.

(          ) is a condition caused by an imbalance in the production and absorption of CSF in the ventricular system.
 (       ) is one Causes of diarrhea

(      ) Need for feeding. Suckling pleasure &.warmth& comfort and love& security.


                                                                GOOD LUCK 
                                                     Dr. Yousseria El Said Youssef 

                                                     Dr. Manal Mohammed Ahmed 

                                                     Dr. Sabra Mohammed Ahmed 
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Respiratory distress syndrome
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Respiratory retraction 
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Jaundice 
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Phototherapy 
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Phototherapy 
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Phototherapy 
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Exchange transfusion
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Exchange transfusion
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