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Pediatrics HESI Guide 21. Remember: If you know the normal; you are then able to identify what is not
 normal.
 Age Pulse Resps. Blood Pressure TemperatureNewborn 100 to 160 30 to 60 Systolic: 65-95
 Diastolic: 30-6097.7-99.1 (axillary)
 1 to 11 months 100 to 150 25 to 351 to 3 years (toddler)
 80 to 130 20 to 30
 3 to 5 years (preschooler)
 80 to 120 20 to 25 Girls: 91-104/52-66 Boys: 93-107/ 50-65
 97.5-98.6 (axillary)
 6 to 10 years (school age)
 70 to 110 18 to 22 Girls: 102-115/60-74 Boys: 102-115/61-75
 97.5-98.6 (oral)
 10 to 16 years (adolescent)
 60 to 90 16 to 20 Girls: 111-124/66-80 Boys: 116-130/65-80
 97.5-98.6 (oral)
 - Safety basics/various facts: Airway and breathing are always first!!
 Remember the ABCs:o A- airway: patent airway always priority #1,
 age regardless o B- breathingo C- circulationo D- disabilities (LOC) o E- exposure
 Feeding: 108kcal/kg/day Child falls & bumps head: NEURO ASSESSMENT FIRST Preferred IM site: Vastus Lateralis Poison Ingestion: NO syrup of ipecac to induce V (RT rebound corrosion on
 throat); typical treatment: activated charcoal, may need gastric lavage 2. Review G&D (Milestones, Theorists)-------chapter 4, Pg 55
 a. 4mo old—what is expected i. Social smile occurs at 2mo
 ii. Head turns to locate sounds at 3mo iii. Moro & other primitive reflexes (aside from Bartaloni disappear) iv. **Steady head control (hold head and chest upright while lying on
 stomach during tummy time); kick & push with their feet1. Roll from BACK to SIDE
 Respiratory Distress
 Respiratory Failure
 RR w/ use of axillary muscles to breath
 RR/ Apnea
 Tachycardia BradycardiaRestless LOCNasal Flare Grunt
 (LATE sign)Tripod Position
 Breath Sounds
 Grunting/ cyanosis
 Δ in child’s breathing early indicator of RD
 CHILD PROOF
 CHILD PROOF
 CHILD PROOF
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v. Hands work together to move toy/shake rattle—readily grabs objects close by and puts them in mouth
 b. Rolls from ABD to BACK (5mo) AND BACK TO ABD (6mo) i. Sit unsupported at 8mo; crawl at 9/10mo; walk at 10-12; 15-18mo ready to
 runc. When should a child self feed with a spoon and cup? 2yod. Gesell’s theory of development: biophysical development based on child’s
 genetic blueprint and influenced by experiences, therefore unique and individualized.
 3. Maslow’s hierarchy: Basic needs come first.a. Physiological: water, sleep, food, breathing, excretion, homeostasis, sex b. Safety: security of resources, body, health, home, etc. c. Love/belongingd. Esteeme. Self-actualization: morality, acceptance of facts, etc.
 4. Delegating: Understand the nursing process. Assessment, planning care, education must be by the RN.
 NOTE: health hx is only subjective data (what is reported by parents) a. What is the nursing process?
 i. a five-part systematic decision-making method focusing on identifying and treating responses of individuals or groups to actual or potential alterations in health
 1. Assessmenta. Collection of subjective & objective data; qualitative and
 quantitative 2. Diagnosis
 a. Analyzing assessment data to determine a label for the nursing diagnosis
 b. Provides focus for nursing 3. Planning
 a. Strategies to use to lead to expected outcomes: establish priorities, client goals, expected outcomes and interventions, then communicate the plan of nursing care
 4. Implementation a. Carry out the plan to promote health & SAFE environment b. Start with interventions most likely to achieve goals &
 expected outcomes that are needed to support or improve status
 5. Evaluation (ONGOING)a. Determine if conditions are improving, outcomes met,
 make clinical decisions/redirect care to meet client needs
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RN: task delegation o Specialty careo Severe caseso Sterile procedureo Assessmento Planning care (i.e care plans) o Teaching o Evaluation o IV meds
 UAP- more like a CNAo Routine Procedures & ADLs
 LPN- licensed practical nurse- does more than a UAP o Chronic cases; Stable clients; routine procedures
 5. Lyme Disease [red bull’s eye rash w/in 3-30days] a. When do you check for ticks?
 i. April to October is tick season.ii. CHECK RIGHT AWAY- after playing or being outside (head to toe),
 especially if your skin was exposed.b. Contact PCP if the tick is not completely removed.c. What signs and symptoms indicate need for medical attention?
 i. Medical attention is needed when the first set of symptoms occur!1. Fever, malaise, rash/bullseye, flu-like S&S 2. Later on: NEURO [catch early and treat w/ antibiotics]
 ii. There are 3 stages of symptoms of Lyme disease: 1. Early localized stage: vague flulike symptoms (malaise, fever,
 headache, chills, fatigue, and vague muscle aches and pains.) a. Doxycycline is given when these symptoms start to appear.
 Though they may not have been diagnosed with Lyme disease, this antibiotic is cheap, and it does not hurt to start using it anyways.
 2. Early disseminated stage: 1-4 months after bite. Neurologic symptoms may be the first to occur. CNS symptoms- severe headaches, with myelitis, nausea, vomiting, facial nerve paralysis (Bell’s Palsy), forgetfulness, decreased concentration, cerebral ataxia; lymphadenopathy, joint and muscle pain.
 3. Late disseminated stage: months to years after bite. Chronic arthritis, profound fatigue, and chronic neurologic manifestations.

Page 4
                        

6. Child admitted for persistent V & D. What acid-base imbalance is likely?a. Metabolic alkalosis (RT excessive loss of hydrochloric acid from stomach) b. TX: may be giving D5W NS w/ KCL: get BUN & creatinine prior—ensure child
 is urinating before KCL admin. c. What assessment is most important?
 i. Measure the apical pulse (HR increase) 7. Epiglottitis is a respiratory emergency: Know the identifying symptoms and
 emergency action you should anticipate. a. Symptoms: Sudden onset
 i. Restlessnessii. High fever (100.4 q1hr OR 101.3 1x= BAD)
 iii. Sore throat, dysphagiaiv. Bulging tympanic membranes (inflamed) v. Drooling
 vi. Muffled voicevii. “frog-like croaking” ---cyanotic
 viii. Tripod position: upright w/ chin out & tongue protruding (trying to breath) b. Emergency action:
 i. Prepare for intubation or tracheostomy: mostly tracheostomy because you probably will not be able to pass a tube.
 ii. Bring to hospital right away.iii. Check lung sounds.iv. Check temperature, blood pressure, and tympanic membrane. Checking
 their ears is important because they will have bulging ear drums.v. Encourage prevention with Hib vaccine.
 vi. Maintain child in upright sitting position.vii. Administer IV antibiotics as prescribed.
 viii. Prepare for hospitalization in ICU.ix. Restrain as needed to prevent extubation.x. Employ measures to decrease agitation and crying.
 xi. Do not examine the throat because of risk of obstructing the airway! c. Post intubation, take blood cx; IV antibiotic: cefotaxime; rifampicin prophylaxis
 to household contacts 8. Croup: what advice can you offer parents as an intervention at home?
 Bring them into a really steamy bathroom or the cool night air
 Maintain a stable environmental temperature and humidity (humidifier, steam from shower.)
 Unlike croup which presents with steeple sign and NO fever
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Keep child well-hydrated. This helps decrease the severity of attacks.
 Avoid large groups of people, and perform good hand hygiene because croup is a viral infection.
 Acetaminophen and Ibeuprophen are effective in reducing fever and will help them feel more comfortable.
 Avoid cough syrups and cold medicines because these can dry and thicken secretions
 a. Mother brings in child’s favorite toy while they are in a mist tent…can they have it?
 i. Children within the mist tent with humidified oxygen to liquefy mucous secretions and facilitate breathings---toys that absorb moisture like stuffed toys and coloring books should be avoided (plastic toys OK; must properly clean!). (dampness lowers resistance to infection and toys can harbor pathogens)
 ii. Able to see child, but cannot hold them (stay close if possible, and tell them you will not leave)
 iii. If child cries: reach inside and stroke head or back iv. Machine does make loud noises: assure child it will not hurt them (can put
 gauze over ears to prevent sound) v. Mist drops inside can be wiped away for better view
 vi. Clothes and bedding must be changed often to prevent hypothermia (also assess temp!) keep plastic sides of tent tucked tight under mattress to prevent suffocation
 9. Digoxin (Lanoxin): Therapeutic Effect: will bring HR into normal range for child a. Digoxin: child will take this twice a day for several months to years.
 i. It helps the heart pump blood more effectively, thereby improving the circulation of the blood, and promoting the normal elimination of excess fluid.
 ii. What you need to know: 1. Digoxin (Lanoxin) is always given every morning and evening.
 You may adjust the times to fit you and your child’s schedule.2. Give Digoxin 20-30 minutes before a feeding. Give it at the same
 time every day so that it becomes a part of your routine.—NOT in formula or food
 3. The amount of Digoxin you give your child must be measured carefully with a syringe, not the dropper provided with the med.
 4. Put a few drops of Digoxin into your child’s mouth and let the child swallow it before giving more.
 Therapeutic levels: 0.8-2.0ng/mL [hypokalemia, hypercalcemia, hypomagnesia can inc these levels]
 Baseline EKG; Apical pulse for 1 min prior to admin (assess for bradycardia) <100bpm kids hold, <60bpm adults hold
 **if already bradycardic, get a therapeutic drug level!Avoid strenuous activity & increased altitude
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5. If you forget to give your child a single dose of Digoxin, give the dose when you remember it; then resume your original schedule.
 a. Should not skip & “double up” 6. If your child vomits after taking Digoxin, do not repeat the dose.
 Resume the Digoxin at the next dosage time.7. If you miss of your child vomits 2 doses in a row OR child vomits,
 call the cardiology department (or physician).8. Keep the Digoxin in a place where children living or playing in
 your home will not be able to reach it. 9. If someone accidentally takes the Digoxin, call poison control or
 take the person and Digoxin bottle to the emergency department. 10. Obtain refills at least 1 week before you are out of medicine. Ask
 for new prescriptions as needed. b. Digibind- the antidote to Digoxin.
 i. If you take Digoxin by mistake, you will need to take Digibind. ii. If you reach toxic levels of Digoxin, you will need to take Digibind.
 10. Atopic dermatitis/eczema: what questions should the nurse ask when obtaining a history?
 a. Nursing Dx: Altered comfort RT vesicular skin eruptions b. Assessment: typically creases in body RT itch (cut nails, apply mittens/elbow
 restraints, provide soothing bathes) c. What exacerbates it: Everyday things in your environment!
 i. Cold weather- keep a moisturizer handy.ii. Heat and humidity
 1. Hot water- take short baths/showers. iii. Allergies (esp to food)—NOTE: more prone to latex allergies RT existing
 skin issues: EX during assessment “my husband and daughter are lactose intolerant”---milk allergy in this ex adds to outbreaks
 1. Dust- from carpets, rugs, blinds.2. Garments made of woll, synthetics, or other rough materials.3. Detergent/soap- use unscented, natural, double rinse cycle.4. Pollen5. Cosmetics- products containing alcohol, lanolin, preservatives.6. Pet dander- vacuum!7. Cigarette smoke
 iv. Stress
 11. Wilm’s tumor: DO NOT PALPATE!! This can cause it to rupture and shed cancer cells.
 Early toxicity S&S: vomiting---often overlooked as “spit-up”
 -anorexia; N/V; blurry vision; photophobia; diarrhea; abd pain; fatigue, drowsy, headache; muscle weakness
 Toxic: >2.5 (6hrs post dose)
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Sometimes patients will have signs on their doors in the hospital saying “DO NOT PALPATE TUMOR!”
 12. Infant assessment for hip dysplasia: (breech position increases risk) Positive ortolani sign (“clicking/clucking” with abduction)
 o Barlow: adduction o Unequal folds of skin on buttocks and thigh (asymmetry of gluteal
 folds). o Limited abduction of affected hip.o Unequal leg lengths. o A spica cast is used to fix this: maintains hips in 90 degree
 flexion; elevate buttocks off bed; monitor circulation to the feet 13. What vital signs will help the nurse assess an infant for pain?
 Heart rate, and respirations. (Δs in Bp are LATE indicators, though BP may increase when infant in pain)
 The infant is going to be crying from the pain which will cause the heart rate and respirations to increase.
 14. Child with asthma uses inhaler with a spacer: why are they at risk for oral fungal infections? What advice can you offer parents?
 They are at risk for fungal infections because the spacer grows germs and fungus, and the child will then breath them.
 Advise good oral hygiene- rinse the child’s mouth and the spacer after each use.15. Child with Kawasaki disease (vascular inflammation) is brought to the clinic and
 mom reports irritability, refusing to eat, skin peeling on hands and feet. What does the child need most?
 They need quiet, rest, and low stimulation. These patients are really sick. Why is aspirin part of treatment?
 o Antiplatelet effectso Principal goal of treatment: prevent coronary artery disease & relieve s/so Mainstay of tx: Full doses of intravenous immunoglobulin (IVIG)
 16. Parents ask when they should introduce baby foods:o When?
 A) Stops rooting reflexB) Opens mouth when food is nearC) No longer wakes frequently at nightD) Gives up bottle for cup
 -around 4-6months of age -less time spent nursing: interest in opening mouth for spoon -infant can sit (reach for object and maintain balance)
 How? o Rice cereal 1st solid food added (least allergenic)
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o 1 at a time at least a few days to a week apart RT possible allergies o Veggies before fruits (RT sweetness of fruits)
 Breastfeeding mom unable to keep up with the feeding demands with pumping: what do you advise?
 o Supplement with baby formula; store breast milk as able in freezer17. A child with a fever and rash:
 Your concern is transmission!! This is most likely infectious. Isolate the child and implement precautions.
 18. Assessing NG tube placement: when and how?a. NOTE: must increase feedings very slowly b. ***Check for presence of occult blood [confirmation of an upper GI
 bleed]/residual (if still a lot a few hours later, hold & contact MD) c. Also assess output, stool, etc. d. Feedings, decompression of stomach
 19. Nose bleed/epistaxis: what intervention is best? a. Sit up and lean forwardb. Pressure to nose for ≥10 mins
 i. Stuffing nose could later lead to dislodging clot blocking additional bleeding in the nose---not recommended
 20. Nephrotic Syndrome: why is albumin part of treatment?a. Leads to hypoalbuminemia as protein leaks through the glomeruli membrane and
 into the urine b. s/s: inc specific gravity in urine RT protein; inc Hgb + Hct RT hypovolemiac. encourage active motion in bed daily
 21. Hemophilia: lifelong, hereditary bleeding disorder s cure (Hgb unaffected until bleed)
 a. Interviewing:i. Recent trauma?
 ii. Initial measures to stop bleed—how long pressure appliediii. Inc swelling after surface bleed stopped?---VERY common [hemarthrosis:
 recurrent bleeding into joints—may be regarded as sports injury] iv. Swelling/stiffness without apparent trauma?
 b. Basic Information:i. X-linked, autosomal recessive
 1. Female carriers, males affected2. 1st signs: prolonged bleeding at the umbilical cord (suspect), post
 circumcision, vit K injection site ii. DDAVP: desmopressin given to stimulate factor IV
 c. S/s:
 Hem A/ “classic”: factor VIII and IX
 Hem B/ “Christmas disease”: factor IX
 Hem C: factor XI Mild bleeding tendencies
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i. PTT is PROLONGED (norm: 60-70, therapeutic range=1.5-2.5x normal or control); no platelet Δs/WBCs
 ii. Bruise easily; hematuria; tissue trauma sitesd. Management:
 i. When fall…what to do? (RICE= rest, ice, compression, elevation) 1. Give missing factor (IV NOT IM)—may also be given
 prophylactically 2. Immobilize extremity, elevate3. NO HEAT= cold for vasoconstriction
 ii. Avoid aspirin (leads to bleeding) & NSAIDS iii. Avoid high risk activites (no contact sports; can do: swim, golf, hike, fish;
 no: soccer, football) iv. Wear medical alert bracelet v. Bleeding precautions:
 1. Soft toothbrush (or water pic)2. Padding/soft edges (childproof ^2)---always wear to school3. Helmet; Shaving—electric razor!!
 vi. When to call PCP: blunt or joint traumavii. May refer to genetic counseling
 22. Mouth discomfort/mucositis RT chemo (interventions RT comfort) a. NS mouthwash: cleans w/o adverse effects (esp if swallowed)b. Magic mouthwash (malox/Mylanta & benedryl+ lidocaine): depresses gag reflex
 and reduces pain 23. Chemo and discharge teaching: what are the concerns for this patient?
 a. Old guide: child with leukemia and low WBC: discharge instructions will include what?
 i. INFECTION CONTROL- no live vaccines, ***Good hand hygiene*** frequent skin & mucous membrane assessments
 ii. Fatigue (RT anemia), Petechiae (RT low platelets), infections (RT dec effective leukocytes)
 b. Chemo= vesicants that can cause severe vascular damage if infiltrates [gloves worn at all times, regard all fluids as radiation]
 c. Nausea: offer cool, clear liquids (milks thickens secretions & can induce V; offering fav foods can cause association w/ feeling ill)
 d. Axillary temperatures RT risk of damage to mucous membranes e. Anaphylaxis (i.e tumor lysis syndrome) is possible
 i. N/V/D, anorexia, lethargy, hematuria, HF, sz, muscle crmaps, tetany, syncope---STOP IV, infuse NS, then notify Md [key to prevention: hydration]
 f. Allopurinol: renal med used to dec risk of brain damage RT uric acid build up during cell lysis
 24. In what order do you perform an assessment on a child?a. Inspection (always 1st regardless of age); Palpation; Percussion; Auscultation
 Strict isolation is NOT necessary
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1. Abd exam: Inspection, Auscultation, Percussion, Palpation (don’t want to alter BS before determining presence and characteristics)
 ii. Begin with least invasive procedures firstiii. Frightening or potentially painful procedures done last (ex: mouth & ears) iv. Developmental approach EX: quiet infant—auscultate heart, lungs, and
 abdomen before disrupting the calm! v. Don’t go fast; give choices when possible; talk with, not at the child; keep
 a security object nearby b. After performing a developmental assessment, what do you do?
 i. Order:1. Chief complaint2. History of present illness3. Past medical hx (including immunizations) 4. Pregnancy & birth hx5. Developmental hx6. Feeding hx7. Review of systems 8. Family hx9. Social (living situation & conditions/ daycare; composition of
 family; occupation of parents) 25. Parent understanding of follow up RT treatment of UTI:
 i. Complete antibioticii. f/u (follow-up) specimen needed
 iii. wipe front to back & practice good hygiene (teach not to hold) iv. incontinence in previously potty trained child is biggest sign v. physical causes are eliminated before emotional
 [structural defects explored after UTI confirmed] 26. Discipline and the toddler
 a. Comprehensive approach that does NOT emphasize punishment, but instead promotes self control
 b. Toddlers NEED and want; little control over behavior and need limits & vigilance to prevent injury
 c. Will deliberately test parents until shown how far they can go d. MUST be consistent, immediate, realistic, age-appropriate, logical to the incident,
 clearly explained whye. Must be given time to respond to instructions f. Withdrawal of love should NEVER be punishment—comforting after discipline
 promotes positive feelings g. Arguments & extensive explanations avoided h. ****Separate the toddler from the behavior EX “I love you. Hitting your sister
 has to stop” or “throwing toys could hurt someone. I don’t like to see you doing that” is better than “you’re a bad girl for doing that”
 i. Strategies: i. Time-out (1min per year of age)---must offer explanation
 Infant-Toddler: chest & thorax first
 Respirations (>6yo: thoracic, <6yo: diaphragm) Apical HR (1 min) [>2yo: can use radial] Blood pressureTemperature
 Preschool: foot to head sequence (observation of behaviors & inspection first) School-age: head to toe Adolescent : head to toe
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ii. Diversion: “you must stop marking on the wall with crayons. Here, mark on the paper instead”
 iii. Positive reinforcement (etc: stickers when do something correctly) 1. Ignore the negative actions, but focus on the positive (keeping
 attention to the bad behavior will cause the child to repeat it) 27. Preemies and RSV: recommended protection [droplet & contact w/ private room]
 a. Immunization b. ***Wash hands frequently !!!c. Stay away from crowds, young children, or others who may be sickd. Don’t let anyone smoke in your home or near your child e. Wash baby’s toys, clothes, and bedding often (soap, water, disinfectants)
 28. Precautions to prevent the spread of measles; pertussis; meningitisa. IMMUNIZE b. Pertussis (whooping cough-bacterial): droplet
 i. DTap (2, 4, 6 months) c. Measles: airborne isolation precautions (vaccine: MMR)
 i. 1st: 12-15mo ii. 2nd: 4-6yo (second can be as early as 28 days post if 1st given after child’s
 1st birthday) d. Meningitis: droplet
 i. Initial quadrivalent conjugate vaccine: 11-12yo ii. Vaccine lasts 10 years; typically done before entrance into college (16-
 23yo) 29. Testing for Duchenne Muscular Dystrophy [electromyelogram]: what to expect?
 [full report may take 2-3days] a. nerve conduction test to see how well and how fast nerves can send the signals
 (done with several flat disc electrodes directly over nerve that send several quick low-voltage [not high enough to cause injury] electrical pulses to nerve; done BEFORE EMG if both are done; takes 15mins-1hr)
 i. normal: show that the nerves send electrical impulses to the muscles or along the sensory nerves at normal speeds, or conduction velocities (diff nerve, diff norm velocity [do slow down as age]). Sensory nerves allow the brain to feel pain, touch, temperature, and vibration.
 b. Purpose (of electromyelogram): measures the electrical activity of muscles at rest and during contraction
 c. how to prepare:i. blood thinners discontinued prior
 ii. wear loose fitting clothing/gown so muscles & nerves iii. electrodes attached to skin---NO sprays, oils, creams, lotions iv. may be asked to sign consent
 d. how it is done: i. done in hospital, clinic or doctor’s office by EMG tech or MD
 ii. lie on table/bed or sit in reclining chair so muscles are relaxediii. skin over areas tested are cleaned iv. needle electrode attached by wires to recording machine is inserted into
 muscle (measures the muscles at rest)
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1. may be moved a number of times OR in different areas of muscle 2. shown as wavy & spiky lines on video monitor, may be heard on
 loudspeaker as machine-gun-like popping sounds when you contract
 v. tester will ask you to tighten (contract) muscle slowly & steadily—records vi. total process: 30-60minutes; once done, electrodes are removed & skin is
 cleaned vii. how does it feel:
 1. quick, sharp pain when needle electrode inserted 2. sore/tingling feeling for up to 2 days 3. pain is worse or there is swelling, tenderness, or pus (call MD) 4. may get some small bruises or swelling at the injection sites 5. needles are STERILE- no/little chance of infection
 viii. normal finding: 1. no electrical activity when the muscle is at rest. 2. smooth, wavy line on the recording with each muscle contraction.
 30. Cultural Sensitivity r/t Jewish faith and hypospadias repair a. Circumcision [bleeding is RARE] in the Jewish faith:
 i. A symbol of God’s convenant with Israel. ii. Done on the 8th day post birth.
 b. Hypospadias repair (typically 1 stage, outpatient) i. Surgery ideally done PRIOR to circumcision (extra skin needed to
 reconstruct) at 6mo-1yr prior to toilet training 31. Aortic stenosis
 a. If child in HF has sudden wt gain, what is 1st assessment?i. Lungs sounds—tachypnea & inc BP;
 1. also monitor: urine output, edema ii. Sudden wt gain-
 1. Call MD (post lung assess) b. What findings do you expect with HF?
 i. Key indicator: exercise intolerance, chest pain, and dizziness while standing for long periods of time
 c. Oxygen administration prescribed for stressful periods (crying or during invasive procedures)
 d. Definition: narrowed entrance to the aorta leading to…blood having difficulty flowing through aortic valve, causing increased pressure and hypertrophy of the L ventricle, dec CO, dec blood supply to coronary arteries
 e. Treatment: follow-up; exercise restrictions; balloon valvuloplasty [delay surgical intervention] OR aortic valve replacement if recurrent
 32. Acute rheumatic fever: what might the nurse note when obtaining a history? a. Recent strep infection/sore throat OR unexplained fever (within the last 2 months) b. Definition: diffuse inflammatory reaction; most likely immune c. child develops chorea---what to discuss with patient
 i. explain it will disappear over time 33. TGA (Transposition of the Great Arteries) and prostaglandin administration
 (PGE1)
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a. Purpose: maintains cardiac output by maintaining patency of the ductus arteriosus 34. Grave’s disease (Hyperthyroidism)
 35. Precocious Puberty early onset of puberty – usually idiopathic
 a. ~leads to: premature 2ndary characteristics; growth rate; advanced bone growth (early fusion)
 b. Early onset for girls = before 8 years of age [in AA—before 6yo]—obesity, ethnicity, genes, stress, etc; Early onset for boys = before 9 years of age---more idiopathic
 c. Radiographic findings support diagnosis by determining bone age and maturationd. Diagnosis: GnRH stimulation testing; blood tests [elevated LH, FSH,
 estrogen/testosterone] i. NOTE: FSH >LH (before puberty); FSH <LH (after puberty)
 e. Treatment = stop or reverse development of secondary sex characteristics & maximize adult ht; GnRH blocker “agonist” (monthly IM): inhibit GnRH binding to pituitary
 i. Treatment does not interfere with reproductive health [takes 2-4 weeks]ii. Discontinuation of treatment pubertal progression resumes
 f. Psychosocial: may be teased---try to hang w/ older kids (boys aggressive) may feel embarrassed---limit social activities may be treated as older; at risk for sexual abuse
 g. Interventions: explain stages of puberty & behavioral changes; “experiencing normal changes at abnormal time”; psychological counseling (deal w/ sexuality); medication admin
 36. Sickle Cell Crisis [autosomal recessive; PAINFUL; acute, episodic]
 Hyperthyroidism “Grave’s Disease” T4, TSH THHyper—poor attention spanMuscle weakness (working hard a lot)Increased HR and BPTremorsAccelerated growth“exopthalamus” prominent eyesSmooth, velvet skin (RT inc sweat)Wt loss, despite inc appetiteHeat intolerance (body already working hard)Diarrhea (RT peristalsis)Emotional lability/ anxiety*iodine uptake increasedMed: * Methimazole (blocks TH) Propylthiouracil (if allergic- risk of liver toxicity**HINT: think child w/ ADHD
 *need to limit contact sports RT liver*infant may be “irritable”
 *drugs needed around 3x/day*2-3month checks by endocrinologist (will taper off once stable)
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a. Occurs when blood flow to tissues obstructed by sickled cells leading to hypoxemia and ischemia
 b. Pain management & hydration [promotes hemodilution & circulation of RBCs; 1-1.5x maintenance] **in that order**
 c. Teach: how to give penicillin [prophylaxis esp dental 2mo-5yo daily, older than 5 for dental), hydrate, ID stressors, stroke education
 d. May refer to genetic counselinge. “chest syndrome”: severe chest pain, fever, cough, dyspnea/SOB: NOTIFY MD
 (emergency RT quick decomp) i. Tx: deep breathing; antibiotics; O2, pain meds, blood
 ii. Monitor fluids RT risk of pulmonary edema f. Primary problems: tissue hypoxia (<95%) & vascular occlusiong. Check mucous membranes & skin turgor h. Stem cell transplant: curative i. Pain precipitated by: infection, cold, stress, acidosis, local or generalized hypoxia,
 weather (limit sun), trauma, dehydration/extreme heat; avoid high altitudes/ dec O2
 j. Manifestations (mild-severe): joint, bone, or limb pain with swelling/arthralgia (few hrs-days); fever; N/V; tenderness; inc RR; severe abd pain; hematuria; pallor/fatigue (RT chronic hemolytic anemia)
 k. Treatment: i. Main--- exchange transfusions of packed RBCs (keep % sickled below 30)
 ii. Pain: oral analgesics (morphine and/or dilaudid, NSAIDs, no aspirin) 1. Demerol NOT given RT sz risk (PO Tylenol & codeine until not
 sufficient for pain) iii. Aggressive incentive spirometry (10 breaths q2hr)—inc breathing &
 oxygenation; won’t reverse sickling; dec pneumonia risk iv. Rest v. NO iron given: problem not RT deficiency anemia
 1. Folic acid: may be given to inc RBC synthesis vi. Hydroxyurea: dec frequency & severity of painful events
 37. Type 1 DMa. Hypoglycemia s/s
 i. Onset: rapidii. Adrenergic s/s:
 1. Trembling/shaking; Sweating; Tachycardia; Pallor; Clammy skin; Anxious
 iii. Alterations in LOC/ “neuroglycopenic s/s: 1. Personality change; Irritability 2. Drunken behavior; Slurred speech/impaired vision 3. Dec LOC- total loss of consciousness4. Sz activity
 iv. Lab data: glucose <60mg/dL b. Hyperglycemia: priority---hydrate & insulin c. Developmental approach/abilities---Pg 723 Table 27-5
 38. Acute post-strep glomerulonephritis
 Increased temp= first sign of bacteremia—leads to crisis (CULTURE)
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a. BPs taken RT acute HTN risk b. 6yo can self-cath! Give more control c. Definition: inflammatory injury to the glomerulus of kidney; occur suddenly,
 self-limiting, resolve completely d. Etiology & Incidence:
 i. Immune rxn to group A beta heme strep RT1. Strep pharyngitis (throat): 1-2 weeks 2. Pyoderma (strep skin infection): 3-6 weeks
 ii. Rare before age 3, typically 5-12yo (young school-age) e. Manifestations: [labs normal in 6-12weeks]
 i. Hematuria: smoky/tea/cola-colored urine ii. Proteinuria (0-3+)
 iii. Edema: worse in morning; primarily eyelids & ankle 1. Dec urine output
 iv. HTN: can be severe v. Fatigue
 vi. MAY BE febrile vii. Pulmonary edema= life-threatening complication
 f. Diagnostic Evaluation:i. Hx, presenting s/s, labs
 ii. Antistreptolysin (ASO) titer/Streptozyme test: indicates presence of antibodies; can be elevated
 1. Decreased complement g. Therapeutic Management:
 i. Supportive; directed towards s/s & guided by degree of renal impairment ii. Possible 10 day antibiotic therapy
 iii. Acute RF: requires hospitalization to stabilize F&E as well as renal function
 iv. antiHTN medication, limit Na & water, possible diuretic v. ***diuresis (more urine)= signals beginning of resolution
 h. Nursing Care Goals: i. Prevent consequences of fluid excess
 ii. Provide adequate rest iii. Maintain skin integrity iv. Maintain nutritional status v. Relieve parent anxiety
 39. S/P (status post) cardiac catheterization: nsg considerations a. Definition: catheter (typically through) femoral artery or vein and directly into
 heart; pressure bandage covers [removed following day, bandaid replaces] b. Potential Complications:
 i. Arrhythmias hemodynamic compromiseii. Hemorrhage
 iii. Vascular damageiv. **Vasospasm of catherized vessel poor perfusion of affected leg
 v. Thrombus/embolus formation (at cath site)
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1. Impaired perfusion to limb2. Possible travel to brain/lung
 a. Within systemic-pulmonary artery shunts (inhibit pulmonary blood flow)
 3. Venous thrombus: swelling, inflammation of leg (WARM)4. Arterial thrombus: coolness, discoloration of extremity, loss of
 pulses distal to thrombus vi. Infection
 vii. Reaction to dye rash, pruritus, V (RARELY: anaphylaxis) viii. Catheter perforation cardiac tamponade & cardiac arrest
 c. Nursing Considerations [focus: preventing impaired peripheral perfusion] i. Locate & mark distal pulses PRIOR to procedure
 ii. Post: 1. Positioned w/ affected leg straight 4-6hrs
 a. Infants can be prone on parent’s lapb. Older children: bedrest, HOB ≤20°
 2. IV fluids cont’d until taking AND retaining adequate PO fluids 3. VS/assessment:
 a. Q5-15mins for 1st hour with continuous initial monitoring of HR, BP, RR, O2, and temp
 i. Bleeding (early hours of post-op & w/ VS):1. Check insertion site dressing; sheets; under
 child (pooled blood); under linens; pull back diaper (perineal area bleeding under skin)
 2. If occurs pressure w/ gloved heel of hand ≥10-15mins & assess distal perfusion to extremity
 a. Immediately notify cardiologist b. Assess blood loss & hemodynamic
 status4. Discharge instructions
 a. Inspect catheter site: healing, infection b. Bathing: limited to shower, sponge bath, brief tub (NO
 soaking) for first 1-3 days post c. Avoid strenuous exercise up to 1 week post, or 6 weeks
 after device placedd. School: 3rd day post e. Notify cardiologist (reasons at home):
 i. Fever >101; Bleeding, drainage (pus)ii. Pallor, coolness, or numbness of extremity
 f. Resume normal feedings and meds; Review need to continue antibiotics for dental & other procedures
 g. Follow-up with cardiologist at scheduled visit d. Indications of arterial obstruction- extremity cool to touch, appears pale &
 blanched 40. Otitis media: why are younger children at risk? (NOTE: not caused by viruses)
 Peripheral perfusion!! Extremity often mottled in appearance & cooler to touch than other extremities---distal pulses should still be palpable, though may be weaker (check w/ Doppler if not)
 Heparin drip may be used ; often discharged same day
 Notify Cardiologist:-no pulses present-temp/degree of mottling changed -child complains of increasing pain
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a. Definition: refers to effusion (fluid) and infection or blockage of the middle ear i. Most often caused by upper respiratory infections
 b. Risk factors:i. Shorter & straighter Eustachian tube & immature middle ear than adults
 [ANY obstruction results in ineffective drainage and no ventilation to ear] 1. Bottle feeding---reflux into the ears tube from nasopharynx while
 feeding supine [more upright infant is, less risk] a. Not getting maternal antibodies from mom (more incidence
 of allergies) ii. Children have more difficulty fighting off infections (immune systems
 immature) iii. Allergiesiv. Attendance at daycare facilities (esp <1yo)
 1. Age: 6-2yo (up to 6yo) v. Ethnicity (higher in Native Americans, Alaskan Inuit, and Canadian Inuit)
 vi. Exposure to cigarette smokevii. Pacifier use
 41. How do you assess the effectiveness of fluid replacement therapy?a. Wt (I&Os), VS, LOC, urine output, and specific gravity (norm: 1.002-1.030;
 1.02 indicates start of dehydration) WNL b. Cap refill <2secondsc. Skin turgor elastic with moist mucous membranes d. Normal BS present
 42. Seizure precautions and nsg interventions (select all question) a. Basic tenant of tx: treat the whole child
 i. Mainstay of tx: Antiepileptic meds to treat seizures ii. Tx goals: ID and correct cause; eliminate the seizure with minimum side
 effects & least use of meds; normalize the lives of the child & family iii. (Adjunctive) Vagus Nerve Stimulation: generator implanted into chest
 wall with wire clipped to vagus nerve to deliver electrical impulses to the brain (dec need for meds & emergency care)
 iv. (Adjunctive) Ketogenic diet: NO CARBS- mostly fat, produces state of ketosis thought to control seizures
 b. Before a seizurei. Bed in low position, siderails up, padded sides, suction and airway at
 bedside ii. Determine seizure triggers and avoid
 c. During a seizurei. Do NOT leave the pt; stay, observe, and document
 1. Date, onset (where begins), duration; trigger; LOC; movements; Skin changes, etc.
 ii. Ensure adequate ventilation 1. Loosen clothing/restraints 2. DO NOT force or insert anything into the mouth (joking hazard) 3. Side-lying position preferred to prevent aspiration
 iii. Protect from injury (help break fall, clear area of furniture)
 If the sz lasts greater than 5 min alert MD immediately and admin emergency diazepam (valium) or lorazepam (ativan)
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iv. DO NOT restrain movement (won’t stop sz, will cause injury) v. Remain with the person & give verbal reassurance as well as as much
 privacy as possible d. Post seizure
 i. Assess: gag reflex; any injuries or headache; residual LOC deficitsii. Allow individual to sleep & reorient upon awakening
 iii. Conduct a post sz assessment e. How are seizure medications discontinued?
 i. Tapered slowly RT risk of seizure activity 43. Myelomeningocele: what allergy are these children at risk for and why?
 a. Latex- RT requirement of frequent catheterization to empty bladder, shunt placements, and other operations
 44. Pyloric Stenosis: Manifestationsa. Definition: when the circular area of muscle surrounding the pylorus
 hypertrophies and obstructs gastric emptying (one of most common surgical disorders of infancy)
 b. S/Si. Progressive, non-bilious PROJECTILE vomiting
 1. May become blood tinged with esophageal irritation 2. Deep peristaltic waves from LUQ to RUQ may be visible prior to
 vomiting 3. Infant will be irritable and hungry a short time after being fed 4. Worst case: dehydration & metabolic alkalosis
 a. Dec serum K and Na, inc pH and bicarb, dec chlorideb. Indirect bili may be elevated
 ii. Moveable, palpable olive-shaped mass in RUQ 1. Best seen when stomach empty & infant calm 2. Radiography and ultrasound: narrow pylorus w/ dilated stomach
 and absence of gas distal to pylorus 3. Barium swallow: long narrow canal & delayed gastric emptying
 45. Scoliosis Screening (Box 9-9 Pg 195; 678+)a. Girls 10yo through adolescence most at risk
 i. Screening times: girls- 10 & 12; boys- 13 or 14 b. Spinal deformity progression driven by growth= premenstrual still growing (less
 likely to demonstrate full S&S) c. Procedure:
 i. Unclothed or wearing underpants/gown or swimsuit so that chest, back, and hips clearly seen
 ii. Evenly distribute wt onto feet, with legs straight, and arms hung loosely iii. Bend at waist and observe for S/S
 1. Non-painful lateral curve to spine ( C curve, or S curve) 2. Lateral deviation and rotation of each vertebrae (better observed by
 looking at ribs OR spine itself) 3. Unequal: shoulder lengths; SCAPULAR prominences and heights;
 waist angles; rib prominences & chest symmetry4. Unequal rib heights in adam’s position
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5. Possible asymmetry in leg lengths 6. neuro check: strength & reflexes
 d. Functional scoliosis: apparent when standing, disappears with bendinge. Structural scoliosis: fixed; curve present with standing or bending f. Congenital scoliosis of infant: visible when lying prone, helps if suspended prone g. Referral to orthopedic surgeon and parent notification made w/ scoliometer
 reading ≥7 (indicates 7 degree angle of trunk rotation) 46. Inflammatory bowel disease…..delayed growth RT chronic
 malabsorption/malnutrition; corticosteroids; chronic illness (recurrent/ chronic diarrhea) 47. Calculating % wt loss
 a. Original wt-current wt/ original wt
 1. The nurse is monitoring an infant with congenital heart disease closely for signs of heart failure (HF). The nurse should assess the infant for which early sign of HF? 
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1. Pallor 2. Cough 3. Tachycardia 4. Slow and shallow breathing
 3. Tachycardia
 2. The nurse reviews the laboratory results for a child with a suspected diagnosis of rheumatic fever, knowing that which laboratory study would assist in confirming the diagnosis? 1. Immunoglobulin 2. Red blood cell count 3. White blood cell count 4. Anti–streptolysin O titer
 4. Anti–streptolysin O titer
 3. On assessment of a child admitted with a diagnosis of acute-stage Kawasaki disease, the nurse expects to note which clinical manifestation of the acute stage of the disease? 1. Cracked lips 2. Normal appearance 3. Conjunctival hyperemia 4. Desquamation of the skin
 3. Conjunctival hyperemia
 4. The nurse provides home care instructions to the parents of a child with heart failure regarding the procedure for administration of digoxin (Lanoxin). Which statement made by the parent indicates the need for further instructions? 1. "I will not mix the medication with food." 2. "I will take my child's pulse before administering the medication."3. "If more than one dose is missed, I will call the health care provider." 4. "If my child vomits after medication administration, I will repeat the dose."
 "If my child vomits after medication administration, I will repeat the dose."
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5. The nurse is closely monitoring the intake and output of an infant with heart failure who is receiving diuretic therapy. The nurse should use which most appropriate method to assess the urine output? 1. Weighing the diapers 2. Inserting a Foley catheter 3. Comparing intake with output 4. Measuring the amount of water added to formula
 1. Weighing the diapers
 6. The clinic nurse reviews the record of a child just seen by a health care provider and diagnosed with suspected aortic stenosis. The nurse expects to note documentation of which clinical manifestation specifically found in this disorder? 1. Pallor 2. Hyperactivity 3. Exercise intolerance 4. Gastrointestinal disturbances
 . Exercise intolerance
 7. The nurse has provided home care instructions to the parents of a child who is being discharged after cardiac surgery. Which statement made by the parents indicates a need for further instructions? 1. "A balance of rest and exercise is important." 2. "I can apply lotion or powder to the incision if it is itchy." 3. "Activities in which my child could fall need to be avoided for 2 to 4 weeks." 4. "Large crowds of people need to be avoided for at least 2 weeks after surgery."
 2. "I can apply lotion or powder to the incision if it is itchy."
 8. A child with rheumatic fever will be arriving in the nursing unit for admission. On admission assessment, the nurse should ask the parents which question to elicit assessment information specific to the development of rheumatic fever? 1. "Has the child complained of back pain?" 2. "Has the child complained of headaches?" 3. "Has the child had any nausea or vomiting?" 4. "Did the child have a sore throat or fever within the last 2 months?"
 4. "Did the child have a sore throat or fever within the last 2 months?"
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9. A health care provider has prescribed oxygen as needed for an infant with heart failure. In which situation should the nurse administer the oxygen to the infant? 1. During sleep 2. When changing the infant's diapers 3. When the mother is holding the infant 4. When drawing blood for electrolyte level testing
 4. When drawing blood for electrolyte level testing
 10. Assessment findings of an infant admitted to the hospital reveal a machinery-like murmur on auscultation of the heart and signs of heart failure. The nurse reviews congenital cardiac anomalies and identifies the infant's condition as which disorder?
 1. Aortic stenosis 2. Atrial septal defect 3. Patent ductus arteriosus 4. Ventricular septal defect
 3. Patent ductus arteriosus
 11. The nurse is caring for an infant with a diagnosis of tetralogy of Fallot. The infant suddenly becomes cyanotic, and the nurse recognizes that the infant is experiencing a hypercyanotic spell (blue or tet spell). The nurse immediately places the infant in what position? 1. Prone position 2. Knee-chest position 3. High Fowler's position 4. Reverse Trendelenburg's position
 2. Knee-chest position
 12. The nurse is monitoring an infant with heart failure (HF). Which sign alerts the nurse to suspect fluid accumulation and the need to call the health care provider (HCP)? 1. Bradypnea 2. Diaphoresis 3. Decreased blood pressure 4. A weight gain of 1 lb in 1 day
 4. A weight gain of 1 lb in 1 day
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13. A child with a diagnosis of tetralogy of Fallot exhibits an increased depth and rate of respirations. On further assessment, the nurse notes increased hypoxemia. The nurse interprets these findings as indicating which situation? 1. Anxiety 2. A temper tantrum 3. A hypercyanotic episode 4. The need for immediate health care provider (HCP) notification
 3. A hypercyanotic episode
 14. The mother of a child being discharged after heart surgery asks the nurse when the child will be able to return to school. Which is the most appropriate response to the mother? 1. "The child may return to school in 1 week." 2. "The child will not be able to return to school during this academic year." 3. "The child may return to school in 1 week but needs to go half-days for the first 2 weeks." 4. "The child may return to school in 3 weeks but needs to go half-days for the first few days."
 4. "The child may return to school in 3 weeks but needs to go half-days for the first few days."
 15. A child has been tentatively diagnosed with rheumatic fever. The nurse interprets that this diagnosis is consistent with which laboratory result obtained for this child? 1. Elevated antistreptolysin O (ASO) titer 2. Decreased erythrocyte sedimentation rate (ESR) 3. Negative result on antinuclear antibody (ANA) assay 4. Negative result on C-reactive protein (CRP) determination
 1. Elevated antistreptolysin O (ASO) titer
 16. A 12-year-old is admitted to the hospital with a low-grade fever and joint pain. Which diagnostic test finding will assist to determine a diagnosis of rheumatic fever? 1. Presence of Aschoff's bodies 2. Absence of C-reactive protein 3. Presence of Reed-Sternberg cells 4. Decreased antistreptolysin O titer
 1. Presence of Aschoff's bodies
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17. The nurse reviews the laboratory results for a child with rheumatic fever and would expect to note which findings? Select all that apply. 1. Presence of Aschoff's bodies 2. Absence of C-reactive protein 3. Elevated antistreptolysin O titer 4. Presence of Reed-Sternberg cell 5. Elevated erythrocyte sedimentation rate
 o 1. Presence of Aschoff's bodieso 3. Elevated antistreptolysin O titero 5. Elevated erythrocyte sedimentation rate
 18. Prostaglandin E1 is prescribed for a child with transposition of the great arteries. The mother of the child is a registered nurse and asks the nurse why the child needs the medication. What is the most appropriate response to the mother about the action of the medication? 1. Prevents blue (tet) spells 2. Maintains adequate cardiac output 3. Maintains an adequate hormonal level 4. Maintains the position of the great arteries
 2. Maintains adequate cardiac output
 19. The nurse is teaching cardiopulmonary resuscitation (CPR) to a group of community members. The nurse tells the group that when chest compressions are performed on children and infants, the sternum should be depressed how far? 1. 1½ to 2 inches 2. 2½ to 3 inches 3. Deep enough to make a finger impression 4. One third to one half the depth of the chest
 4. One third to one half the depth of the chest
 20. The nursing instructor teaches a group of students about cardiopulmonary resuscitation (CPR). The instructor asks a student to identify the most appropriate location at which to assess the pulse of an infant younger than 1 year of age. Which response would indicate that the student understands the appropriate assessment procedure? 1. Radial artery 2. Carotid artery 3. Brachial artery 4. Popliteal artery
 Brachial artery
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21. A 1-year-old infant with a diagnosis of heart failure is prescribed digoxin (Lanoxin). The nurse takes the apical pulse for 1 minute before administering the medication and obtains a result of 102 beats/min. Which action should the nurse take? 1. Retake the apical pulse. 2. Withhold the medication. 3. Administer the medication. 4. Withhold the medication and notify the health care provider.
 3. Administer the medication.
 22. The nurse is assessing a newborn with heart failure before administering the prescribed digoxin (Lanoxin). In reviewing the laboratory data, the nurse notes that the newborn has a digoxin blood level of 2.4 ng/mL and an apical heart rate of 98 beats/min. The mother also tells the nurse that the newborn just vomited her formula. Which intervention should the nurse take? 1. Retake the apical pulse. 2. Administer the medication. 3. Withhold the medication for 1 hour. 4. Withhold the medication and notify the health care provider.
 4. Withhold the medication and notify the health care provider.
 23. The nurse is developing a plan of care for a child admitted with a diagnosis of Kawasaki disease. In developing the initial plan of care, the nurse should include to monitor the child for signs of which condition? 1. Bleeding 2. Failure to thrive 3. Heart failure (HF) 4. Decreased tolerance to stimulation
 3. Heart failure (HF)
 24. The nurse is reviewing the health care provider's prescriptions for a child with rheumatic fever (RF) who is suspected of having a viral infection. The nurse notes that acetylsalicylic acid (aspirin) is prescribed for the child. Which nursing action is most appropriate? 1. Administer the aspirin if the child's temperature is elevated. 2. Administer the aspirin if the child experiences any joint pain. 3. Consult with the health care provider to verify the prescription. 4. Administer acetaminophen (Tylenol) for temperature elevation.
 Consult with the health care provider to verify the prescription.

Page 26
                        

25. A nurse is assigned to care for an infant with tetralogy of Fallot. The mother of the infant calls the nurse to the room because the infant suddenly seems to be having difficulty breathing. The nurse enters the room and notes that the infant is experiencing a hypercyanotic episode. What is the initial action by the nurse? 1. Place the infant in a prone position. 2. Call a code and notify the supervisor. 3. Place the infant in a knee-chest position. 4. Contact the respiratory therapy department.
 3. Place the infant in a knee-chest position.
 26. A nurse is caring for an infant with congenital heart disease. Which, if noted in the infant, should alert the nurse to the early development of heart failure (HF)? 1. Paleness of the skin 2. Strong sucking reflex 3. Diaphoresis during feeding 4. Slow and shallow breathing
 3. Diaphoresis during feeding
 27. The nurse is caring for a child with a diagnosis of a right-to-left cardiac shunt. On review of the child's record, the nurse should expect to note documentation of which most common assessment finding? 1. Severe bradycardia 2. Asymptomatic findings 3. Bluish discoloration of the skin 4. Higher than normal body weight
 3. Bluish discoloration of the skin
 28. The nurse is collecting data on a child with a diagnosis of rheumatic fever (RF). Which question should the nurse initially ask the mother of the child? 1. "Has the child been vomiting?" 2. "Has the child had any diarrhea?" 3. "Does the child complain of chest pain and numbness in the right arm?" 4. "Has the child complained of a sore throat within the past few months?"
 4. "Has the child complained of a sore throat within the past few
 months?"
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29. A nurse is reviewing the health record of an infant with a diagnosis of congenital heart disease. The nurse notes documentation in the record that the infant has clubbing of the fingers. The nurse understands that this finding is caused by which problem? 1. Chronic fatigue 2. Poor oxygenation 3. Poor sucking ability 4. Consistent sucking on the fingers
 2. Poor oxygenation
 30. A child is being discharged from the hospital following heart surgery. Prior to discharge, the nurse reviews the discharge instructions with the mother. Which statement by the mother indicates a need for further teaching? 1. "Quiet activities are allowed." 2. "The child should play inside for now." 3. "Visitors are not allowed for 1 month." 4. "The regular schedule for naps is resumed."
 3. "Visitors are not allowed for 1 month."
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