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Caring Practice: Providing
Developmentally
Supportive Care
Janis Bloedel Smith
Sarah A. Martin

DEATH IN THE PEDIATRIC INTENSIVE CARE UNIT

CONCEPTUAL FOUNDATION FOR CARING PRACTICE

Development of Concepts About Death
Talking to Children About Death
Application in the PICD
Helping After a Child's Death

Stress
Coping
Adaptation and Mastery
Stressors During Hospitalization
THE INFANT

(O TO 12 MONTHs)

Developmental Characteristics of the First
Year of Life
Impact of Hospitalization
Developmental Care
THE TODDLER

(1

TO

CONCEPTUAL FOUNDATION
FOR CARING PRACTICE
Hospitalization during childhood is a situational crisis for
children and their families. Illness, disability, disfiguring
treatment, disrupted family relationships, and unsupportive
environments threaten development. Behavioral disturbances after brief, scheduled hospital admissions are not
uncommon and include regression in achievement of
developmental milestones, feeding difficulties, and altered
sleep and rest cycles. Nurses have been actively involved in
identifying aspects of hospitalization that are difficult for
children and their families and in implementing developmental practices aimed at mitigating stress during the
experience. In fact, managing the emotional aspects of
critical illness and intensive care is a unique aspect of the
nurse's role. A foundation for effective intervention to meet
the developmental needs of children in the pediatric
intensive care unit (PICD) is an appreciation of the impact
of critical illness on the individual child's experience. This
chapter discusses the concepts of stress, coping, and
adaptation related to critical care hospitalization. Stresses of
a PICO hospitalization are reviewed, and the developmental
significance for children from infancy through adolescence
is discussed. Interventions to assist children in the PICO to
manage stress, cope with illness, and achieve mastery are
presented.

3 YEARS)

Developmental Characteristics of Toddlers
Impact of Hospitalization
Developmental Care

(3 TO 5 YEARS)
Developmental Characteristics of Preschoolers
Impact of Hospitalization
Developmental Care

THE PRESCHOOLER

THE SCHOOL-AGE CHILD

(6 TO 11

YEARS)

Developmental Characteristics of School-Age
Children
Impact of Hospitalization
Developmental Care
THE ADOLESCENT

(12

TO

21

YEARS)

Developmental Characteristics of Adolescents
Impact of Hospitalization
Developmental Care
THE CHRONICALLY CRITICAllY ILL CHILD

Impact of Chronic U1ness on the Child
Impact of Chronic U1ness on the Family
Impact of Critical Care
Developmental Care
Family Care

Stress
Stress is the result of a problem or an especially demanding
situation that cannot be easily solved, that taxes or exceeds
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an individual's resources, and endangers personal wellbeing. Selye I and Lazarus 2 have provided the foundation for
understanding the human stress response from both physiologic and psychologic perspectives.
Stress results in a complex physiologic response. Selye I
described the physiologic response as mediated by the
action of a stressor on the anterior pituitary, which
stimulates production of somatotropin and adrenocorticotropic hormone (ACTH). Somatotropin augments the inflammatory response and combats the pathogen; ACTH
stimulates the adrenal cortex to produce both mineralocorticoids and glucocorticoids. Catecholamine production by
the adrenal medulla is also increased. Epinephrine and
norepinephrine production increases in stressful experiences, increasing metabolic rate and influencing a wide
range of physiologic functions. The autonomic nervous
system also influences production of the catecholamines by
the adrenal medulla in the stress response. Designed to
regulate physiologic defense mechanisms, the stress response is a multifactorial hormonal and nervous system
protective reaction.
Psychologic stresses activate this same pituitary-adrenal
response. Increased stress hormone production occurs in
response to failing ego defenses, punishment, sleep deprivation, noxious stimulation, and general anxiety. However,
psychologic sources of stress and the individual's psychologic responses are not as uniform and predictable as
physiologic stresses and responses. Consequently, psychologic stress cannot be defined in completely objective terms.
A unique relationship exists between the individual and the
stressful experience, mediated by cognitive appraisal. Cognitive appraisal determines the meaning of an event for
individuals and shapes their emotional and behavioral
response to it. Through cognitive appraisal, individuals
evaluate the significance of what is happening in terms of
their own well-being. Cognitive appraisal is not always a
conscious, obvious mental operation. Defense mechanisms
or routine problem-solving processes may operate unpercei ved on a conscious level.
Stress appraisal is influenced by factors related to the
indi vidual experiencing the stressful event and by characteristics of the event. The most important personal factors
are commitments and beliefs. The more meaningful and
important a commitment, the greater the threat and challenge in a stressful situation that menaces that commitment.
Greater threat also can motivate the person to action and
help sustain hope. Beliefs, particularly those about selfcontrol and control over the stressful event, affect emotion
and coping. Existential beliefs enable individuals to find
meaning and maintain hope in difficult situations.
Interdependently influencing the cognitive appraisal are
characteristics of the stressful situation. Situations that are
uncertain or ambiguous are threatening. Individual tolerance
of ambiguity or uncertainty varies between persons. Ambiguity can intensify threat because it limits the individual's
sense of control over the situation and increases feelings of
helplessness. On the other hand, ambiguity can reduce threat
because it permits individuals to consider alternative interpretations of a situation and maintain hope.

The timing of a stressful event influences its appraisal.
Generally, imminent events are more urgent. Delay before a
stressful event can heighten anxiety, but delay also provides
opportunity to marshal coping efforts and reduce stress. A
lengthy event may lead to exhaustion but also permits
emotional habituation through coping.
The timing of events over the life cycle can affect
cognitive appraisal. Normal life events may be stressful
crises if they occur "off time" or out of sequence. When
events occur off time, they are often unexpected, and
individuals do not have the opportunity to prepare. In
addition, they may not have the support of compatible peers.
The timing of a stressful event in relation to other events
may magnify the cumulative stress experienced. Accumulated stressful events can increase distress because of the
added weight of additional events or because of links
between events.
An individual's perception of stress is influenced by past
experience in coping, both with a particular stress and by
general coping ability. Stress-resistant people have a certain
"hardiness"-a set of attitudes that leaves them open to
change, feeling involved, and in control of events. These
characteristics, even under very stressful circumstances, are
linked to positive coping ability.
The perceived magnitude of a stress also influences
coping ability. Perception of stress as minimal, requiring
only a simple response, is likely to result in effective coping
behaviors. When stress is perceived as complex and large,
the coping response must be similarly complex. The
individual's coping abilities may be overwhelmed, unless
the stress can be divided into manageable pieces.
For children, the ability to appraise a stressful situation is
linked to cognitive development. In addition, each developmental phase is characterized by concerns unique to that
stage. Appraisal of a situation is determined by both
cognitive maturity and developmental age. Each child's
view of a stressful situation or event is most meaningful
from the vantage point of individual development.

Coping
Coping involves cognitive and behavioral efforts to minimize, tolerate, or manage external or internal stresses that
tax or exceed the individual's resources. Automatic thoughts
and behaviors that do not require effort are useful in
situations that do not burden an individual's resources.
Coping is process oriented, and effort is required to manage
stressful demands regardless of the outcome. Consequently,
no coping strategy can be considered inherently better or
worse than another. Some situations cannot be mastered and
require that the individual minimize, avoid, deny, tolerate,
and accept the stressful conditions.
Coping during childhood is influenced by a variety of
factors. Most significant is the individual child's developmental stage, which largely determines the range of
responses available to the child. As young children come to
understand the world, they learn complex ways of coping.
However, despite changes in the details of coping that are
related to maturation and development, evidence shows that
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patterns in coping responses are apparent early in life and
remain constant across life. Likewise, sources of stress
change with age, but it is doubtful that coping changes in
basic ways across the lifespan.
Resources. Resources determine, in part, individual
coping. Resources include health, energy, problem-solving
skills, social skills, social support, commitments, beliefs,
and material resources. Effective use of resources may be
constrained by a variety of factors. Personal constraints are
internalized cultural values that define acceptable ways of
behaving. Environmental constraints include institutions
that thwart coping efforts. In addition, when a high level of
threat is present, as in the PICU, individuals may be unable
to use coping resources effectively. This is of particular
concern because the critically ill patient obviously lacks
fundamental coping resources: health and energy. Box 2-1
illustrates resources found to contribute to positive coping in
children.
Parental Coping. The level of parental coping during
the stress of a child's illness and hospitalization affects how
children cope. Because of the close relationship between
parents and their children and the dependence normally
experienced during childhood, children tend to accept what
their parents accept. Parental anxiety, despite attempts to
conceal it, is often transmitted to children. Termed "emotional contagion," the transmission of parental anxiety to
children has been identified and effectively treated by
providing parents information about what will occur and
how they can assist their child 3 ,4 These interventions not
only are effective in reducing the child's distress but also
increase parents' feelings of comfort and competence.
Because parents are the most important individuals in a
child's support system, characteristics of the parent-child
relationship are correlated with the child's coping abilities.
When the relationship is characterized by a high degree of
compatibility, parents are able to provide their children with
a great deal of emotional support. Conversely, parent-child
relationships that are unreliable and tenuous may result in
children receiving limited support from their parents. There
is no substitute for parental love, encouragement, and
support.
Coping Experiences. Cognitive maturation permits
children to recall previous experiences with stressful or
challenging situations. A child who has coped successfully
with a demanding situation in the past is able to recall the
experience with pride and self-confidence. However, the
child who has had little opportunity or has been unsuccessful in attempts to master new experiences may lack the
confidence necessary to succeed when challenged. Doubtful
about their personal abilities, these children are likely to
react negatively to new or challenging situations.
Temperament. Innate qualities that determine individual temperament can be identified during infancy and are
characteristics remarkably stable across the lifespan. Regularity of body functions and daily schedule, confident
responses to new stimuli, pleasant mood, and persistence in
challenging activities characterize children who cope well
with new situations. A positive, outgoing attitude toward life
is evident in children likely to have a broad range of positive

~
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Fadors That Contribute to. Positive
Coping in Children
.

..

Individual Child Factors
Positive temperament
Above-average intelligence
Good academic achievement
Ability to relate well to others
Participation in activities

Family Factors
Supportive parents
Family closeness
Adequate rule setting

Community Factors
Availability of friends
Availability of extended family
Good schools
From Byrne C, Hunsberger M: Stress, crises, and coping. In Betz el,
Hunsberger M, Wright S, eds: Fanll'ly·centered nursing care of children,
ed 2, Philadelphia. 1994, WB Saunders, p 635.

coping resources and the pride, courage, and resilience to
mobilize resources despite disappointment and frustration.
Children who feel secure about themselves and confident
about the adults around them are tolerant of retreat and
regression, which may be necessary in very stressful
situations.
Defense Mechanisms. Defense mechanisms are intrapsychic ways of thinking or behaving unconsciously
employed in coping with stress. Because the range of
defense mechanisms increases with cognitive development
(Table 2-1), young children have a limited repertoire of
mechanisms available for coping. Some are considered
undesirable or even pathologic in older children, adolescents, and adults; however, the stress of critical illness
justifies, at least for limited periods, the use of any
mechanism that assists with coping.
For example, regression is a defense mechanism often
identified in children that may be difficult for others to
accept. Regression is a temporary retreat or reversion to an
earlier stage of behavior to retain or regain mastery of a
stressful, anxiety-producing, or frustrating situation, thus
achieving self-gratification and protection. Regression allows the child to conserve energy and strength for recuperation and accept caring provided by others. The child who
regresses during a period of stress usually gives up the most
recently acquired skill. For example, toilet training may be
"forgotten" or the child may revert to thumb sucking or
drinking from a bottle. The regressed child may also cry a
great deal, especially when parents are present. Rather than
constituting a negative behavior, crying with parents permits
the child to release tension and demonstrates a feeling of
safety in relating strong emotions. Lost skills are generally
rapidly relearned as recuperation and recovery restore
available energy. Regression is an unhealthy response to a
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2-1 Defense Mechanisms Available
by Developmental Age

TABLE

G·!

f~tage

Defense Mechanism

! ..-

'!Infants

':1--'
iji

.!~oddlers

"!r'i;

n[

and
preschoolers

.

Discrete defense mechanisms not
identifiable
Regression: Return to an earlier stage of
development in thought, feeling, or
behavior
Denial: Mental refusal to acknowledge a
stressful reality
Repression: Unpleasant experiences or
thoughts are barred from conscious
awareness

Displacement: Transfer of emotionally
charged thoughts or feelings to a
more acceptable substitute object
Preceding mechanisms, plus the
following:
Projection: Attribution of unacceptable
thoughts or impulses to another
person or out into the environment
Reaction formation: Expression of an
unacceptable impulse or feeling by
transforming it into the polar opposite
Sublimation: Transformation of unpleasant, blocked, or unacceptable
thoughts or wishes into socially
acceptable pursuits
Preceding mechanisms, plus the
following:
Rationalization: Application of logical,
socially acceptable reasons for behavior or events that do not reflect the
real reasons behind the action
Intellectualization: Excessive reasoning
is applied to allay disturbing feelings
or thoughts and to permit isolation

stressful situation only if the child is unable to remaster
previously learned skills.
Denial is another defense mechanism often regarded as
pathologic. However, when stress is acute, denial is
necessary for at least short periods. Denial allows the child
to ward off threatening aspects of the environment and to
maintain hope. For example, the child who closes or covers
the eyes during a stressful procedure, such as suctioning the
endotracheal tube, or one who indicates dismissal, turning
the head away when a parent must leave, uses denial in a
protective way. Like regression, denial is an unhealthy
defense only if it persists unreasonably and interferes with a
child accepting a permanent aspect of reality.

Adaptation and Mastery
Adaptation implies that an individual experiencing stress
undergoes change that facilitates interaction with the envi-

ronment. Assimilating aspects of the environment that are
new, different, or challenging into previously learned behaviors and accommodating or modifying behavior in response
to new or different demands are essential aspects of adaptation. In fact, Piaget5 viewed the ability to adapt as key to the
survival and subsequent development of the human infant.
Adaptation is based on accommodation (modification to
conform to environmental demands) and assimilation (incorporation of previously learned activities in current behavior). The two processes together comprise the key techniques that children and adults use to interact successfully
with the world. Adaptation is a key process in maintaining
health. The concepts of development, stress, and adaptation
emphasize change as the constant feature of life.
Mastery is possession or development of the skills
needed to overcome and defeat a specific challenge. For
critically ill children, the challenge is the experience of the
illness or injury and the subsequent intensive care hospitalization, with all its inherent stresses. Adaptation may well be
required in this circumstance. Mastery is the outcome when
caring interventions identify and supply the tools necessary
for each child to experience a level of success that surpasses
adaptation; that is, the child has the feelings of pride,
self-esteem, and self-reliance associated with sure success in
a challenging encounter.

Stressors During Hospitalization
Despite the indi vidual nature of stress, events characteristic
of critical illness and intensive care are predictable stresses.
The PICU environment itself, separation from family and
significant others, pain, intrusive procedures, and developmental disruption necessitate caring intervention to mitigate
stress and promote coping.
The PICU Environment. Little in the intensive care
environment bears resemblance to the everyday world
of infants and children. The environment is one of high
activity around the clock and is crowded with equipment
and people. The noise level is often excessive, as equipment
alarms sound, telephones ring, and voices of caregiverssometimes raised in anxiety-contribute to a technologic
symphony. The mean noise level recorded in a busy PICU
was measured at 55.1 decibels, with sudden, sharp increases
to 90 decibels 6 ; these levels are significantly in excess of the
35 decibels considered necessary for adequate rest. 7 Noise
was the most significant cause of sleep deprivation in one
study on sleep disturbance in intensive care units. 8 Unlike
the critical care nurse, who knows the significance of each
beep and buzz, children in a PICU can make no sense of
these sounds.
Visual stimulation is also excessive because of continuous overhead lighting. Lights can create sensory confusion,
cause patients to lose day-night orientation, and interrupt
sleep. Sleep-wake cycles are disturbed by environmental
stimulation, by pain and discomfort, and also by caregi ving interventions. Sleep deprivation is a common problem
for children in the PlCU. Children in the prcu sleep far
less than is normal and have seriously disturbed sleep
pattems. 6 .7 .9 - 10 In the recent Cureton-Lane and Fontaine
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study, 6 children slept a mean total of 4.7 hours, in intervals
that averaged only 28 minutes. Their sleep was interrupted
nearly IO times during a IO-hour night by noise, light, and
contact with caregivers.
Unfamiliar sights and people characterize the PICU.
Children as young as those beginning their school years are
aware of other patients and are concerned for their
welfare. II Unable to understand the meaning of what they
observe. children may become anxious for another child and
concerned that they too may undergo a painful or distressing
procedure.
The "Intensive Care Unit syndrome" (also called ICU
psychoses) has been described in adult patients. Contributing factors include sensory overload or monotony, sleep
deprivation, and use of medications. Manifestations include
fear, anxiety, depression, hallucinations, and delirium. In the
PICU environment, children have been subjectively described as withdrawn, passive, anxious, egocentric, negative, and demanding. 12 . 13 Objectively measurable behavioral expression of anxiety, depression, agitation, and
withdrawal occurs in children in the PICD. 14 PICU patients
in the study exhibited apprehension about routine nonpainful procedures, anxiety and worry, detachment with staff,
sadness and weeping, and tremulousness and shakiness.
Positively correlated with the presence of these behaviors
were the duration of the intensive care hospitalization, the
number of previous hospitalizations, increasing severity of
illness, and preexisting psychiatric disorders. Critically ill
children are at high risk for the development of stressrelated behavioral disturbances.
Separation. Nurses are instrumental in ensuring liberal visiting policies for parents of children who are
hospitalized. However, children in the PICU often experience periods of separation from those who are their most
important source of emotional support. As recently as 1994,
a survey of 125 hospitals in ten southeastern states found
that 57% restricted visits to pediatric patients in intensive
care units. J 5 Parents may be asked to leave the unit when
procedures are performed on their child or others and are
often excluded during resuscitative efforts.
Separation is a painful experience at any age. The normal
passages of life include leaving familiar and comforting
people and surroundings as individuals move through
school, career, intimate relationships, and the eventual death
of parents and other older relatives and friends.
The significance of parents for children has been
demonstrated in both animal and human studies. Although
hospitalization at the start of the twenty-first century will not
likely include extremes of separation of children from their
parents, historical studies illustrate the importance of that
close and continuing relationship.
Harlow and Zirnmerman l6 showed that newborn monkeys provided adequate nutrition from a cloth and wiremesh "mother" became antisocially aggressive and unable
to interact within a clan. Spitz 17 observed children separated
from their mothers for both short and long periods in penal
nurseries and orphanages. After 6 months of separation, the
children had fixed changes: they were silent, their measured
intelligence fell, previously acquired motor skills were lost,
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2-2 Phases of Separation Anxiety
in Infants and Young Children

TABLE

Behavioral Responses
Loud, vigorous protest at the absence
of parents
Restlessness: expectant watching for
the parents' return
Refuses care or attention from others
Loud crying ceases
Less activity, withdrawn, disinterested
in play or food
Apathetic and isolated appearance
Hopeless and grieving
Resigned to loss and appears to have
adjusted
Shows some interest in surroundings,
begins new relationships but is
detached

and their faces were rigid and expressionless. Although
these children were fed and kept clean, by age 4 years, of the
21 children still in the institutions, only I could talk in
sentences, 6 could not talk at all, 5 could not walk, and 16
walked only by holding onto furniture.
In his study of hospitalized children, Robertson 18 provided the labels for the stages of separation that Spitz 17 had
observed. Young children in the hospital demonstrated three
stages of "separation anxiety," characterized by protest,
despair, and resignation (Table 2-2). Bowlby 19 studied
children who had been separated from their London families
during World War II and placed in physically safe English
countryside homes when nightly bombing raids threatened.
These children, although physically safe, suffered deprivation and were characterized as emotionally flat and expressionless. Children deprived of parental contact demonstrate
persistent long-term manifestations of their deprivation:
impaired trust, diminished intellectual and motor functioning, and disturbed behavior. Children are dependent on the
close and reliable presence of their parents under normal
circumstances; their need for parental closeness when they
are ill is still greater. Maintaining the parent-child relationship and preventing stress related to separation is the
standard of care in the PICU.
Fagin 20 noted that the quality of the parent-child
relationship influenced children's responses to separation.
Assured of the fact that parents return after they have
"disappeared," through the development of object pernlanence (the knowledge that the object or person has an
independent, individual, and permanent existence), older
infants and toddlers learn to tolerate periods of separation
when well as their parents reliably return after a period of
absence. When parents have an inconsistent relationship
with their child and are unable to provide consistent
substitute caregivers, the child may have difficulty learning
to tolerate periods of separation. Consequently, separation
may affect the child who has an insecure relationship with
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parents to a greater extent than those children with a secure
and confident relationship with their parents.
Pain and Intrusive Procedures. Pain and painful
or invasive procedures are potentially destabilizing and
demoralizing experiences for critically ill patients (see
Chapter 17). Pain induces fear because it evokes unpleasant
physical sensations and because of the emotional responses
common to the experience of pain. Critically ill children
may not be able to articulate their experiences or their fears
of pain but are afraid of both physical sensations and threats
to self-integrity and self-esteem.
Fear of body intrusion and mutilation is a stress related to
pain and common to the experience of critical illness and
intensi ve care. Like pain, intrusive procedures threaten
self-esteem and self-integrity. Consequently, children respond similarly to both. They fear that body injury and
mutilation may result from invasive procedures and
equipment.
Developmental Disruption. Social and emotional
development provides children with increasing ability for
self-control-an essential part of ego integrity. Emotional
self-control is a marker of self-confidence and self-esteem.
Children who feel confident and proud of themselves and
their abilities are more likely to be self-controlled. New
situations challenge an individual's ability to maintain
self-control, particularly when the situation is threatening.
The experiences of critical illness and intensive care disrupt
familiar routines and the opportunities for physical activity,
independence, and productivity that children need to maintain developmental progress toward self-control.
AU individuals establish routines that provide a sense of
order in their daily lives. The need to maintain an orderly,
predictable environment safe from threat is ageless and
universal. The need for a safe, stable environment is ranked
just above the need for food, winer, shelter, and other
physiologic needs. Young children are dependent on routines and rituals to view the world as safe, predictable, and
subject to their control. Serious illness and intensive care
dramatically alter daily routines. The ability of children to
maintain self-control despite the loss of trusted people,
objects, and routines relied on for stability is tenuous.
Children who are hospitalized experience fear and
anxiety about the unknown. Children actively engage their
world by learning about it and mastering its sometimes complex, challenging parts. When understanding is
achieved, control follows. Young children in the hospital
often have vague, generalized fears related to their stage of
development, whereas older children tend to have more
specific fears related to events or procedures for which they
are unprepared. An event or procedure does not need to be
potentially or actually painful to induce stress; unfamiliar
settings, equipment, and machines may be threatening and
challenge children's ability to maintain self-control.
Coping during childhood is aided by the discharge of
anxious energy in physical activity. Illness necessitates
some restriction of activity to conserve energy for recuperation, whereas a variety of procedures required by a
critically ill child may necessitate actual physical restraint
and immobility. Physical restrictions limit sensory stimula-

tion and threaten self-control. Physical restraints to prevent
the child from dislodging needed critical care paraphernalia
and immobilization techniques used by healthcare providers
during a procedure have the potential to produce high
anxiety and near panic.
Infants and young children are accustomed to depending
on others for care. Consequently, the enforced dependency
of hospitalization, particularly if familiar caregivers playa
substantial role in providing aspects of care, may not
threaten the self-esteem and self-control of these youngsters.
On the other hand, even toddlers assert their independence
when they are well, as their sense of autonomy develops.
Older children and adolescents, accustomed to independence in self-care activities, have increased stress by the
necessary dependence of the sick role. By the school-age
years, these characteristics are often an internal source of
self-control and may lead to feelings of inadequacy,
powerlessness, and anxiety when illness requires dependency on others. Illness must not only require that sick
children be dependent. The environment must permit and
provide recovery opportunities to regain independence. 21
Children also experience feelings of loss of self-control
and powerlessness because they are unable to enact the
social roles that provided them status in their families, their
school settings, and peer groups. Sick children fear that their
status and position within the family may be preempted by
a sibling if they are not present to perform certain tasks.
Loss of status with schoolmates and peers is feared by
children absent from these social groups.
Critical illness and intensive care are stressful for infants
and children. Mitigating the effects of the stress imposed
by the PICU environment, separation from family and
significant others, pain and intrusive procedures, and developmental disruption define caring critical care nursing
practice. Pain and illness are not simply physiologic
phenomena, leaving the mind and the spirit unaffected. The
total patient-physiologic. psychologic, sociocultural, and
developmental-is the concern of nursing.

THE INFANT (0 TO 12 MONTHS)
Developmental Characteristics
of the First Year of Life
The rapid development and magnitude of change across the
first year of life warrant considering this stage in two phases:
the neonatal period (the first month of life) and infancy. The
following section and Table 2-3 describe the most significant aspects of development for the infant.
Parent-Infant Attachment. During the neonatal period, the foundation for parent-infant attachment established
during the prenatal period is solidified and strengthened.
Parent-infant attachment is a reciprocal process in which the
parents and their infant become acquainted and bond with
one another. Attachment is a process, not a spontaneous
occurrence, in that it does not occur instinctively but is the
result of the unique relationship that develops between
parents and infants. From the infant's perspective, the
process of attachment permits a view of the world as reliable

TABLE

2-3

Infant Development
0-3 Months

3-6 Months

6-9 Months

9-12 Months

Sensorimotor
Stage I (birth- I month)
• Continued practice with reflex
activities leads to a sense of
order
Understands through direct
sensations and motor actions

Sensorimotor
Stage 2 (1-4 months)
Primary circular reactions
stimulate effort to repeat a
behavior
Able to fixate, conjugate, differentiate size and shape, can
see clearly at a distance

Sensori motor
Stage 3 (4-8 months)
• Secondary circular reactions
stimulate effort to re-create
an interesting effect in the

Sensorimotor
Stage 4 (8- I2 months)
Coordination of secondary
circular reactions to intentionally form new, more complex
behaviors

environment

• The basis for play is established

ial-emotioDal
.~~, Erikson 22 --developmental

t progression through mastery
. of tasks and subtasks and
negative component
.Fears/death
According to Johnson,23 the
concept of death (not
returning) can develop without mastering the cognitive
tasks of object/person permanence and separation anxiety. Separation anxiety and
person permanence provide
the foundation for the concepts of fear and death.

Sense of tTust (vs. mistrust)
is gained with consistent,
quality care

Has definite likes and dislikes

Fears: Separation anxiety
develops at 8-9 months
Greatest fear is separation from
parents

n

~

:::J

<C

~

a:
:::J

<C

Good head control (2-3 months)

"Dada" and "mama" (8-9
months)
Responds to own name

Two words other than "dada"
and "mama"
Understands simple commands

Rolls front to back (4-5 months)
Rolls back (0 front (5-6 months)

Sits alone (6 months)
Crawls
Pulls self to stand

Stands alone
Toddling

Reaches for objects or persons
(3-4 months)
Hand-to-hand transfer of objects
(5-6 months)

Raking grasp (6-7 months)
Pincer grasp (7-9 months)

Holds a spoon
Makes marks on paper with
pencil or crayon (I 0-}2
months)

Smiles and coos
Babbles (5-6 months)
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Grasp and shake raule (2-3
months)
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Fears: Stranger anxiety develops at 6-7 months and peaks
at 18 months

Responds to sound (birth)

'll~ross motor

Shows emotions: anger, fear,
and affection
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Inf~nt Development-eont'd
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Vi'

!pevelopmental

~trharacteristic

0-3 Months

3-6 Months

6-9 Months

9-12 Months

iii'
't
;:;.

.rowth

r~rAverage u.s.

newborn weighs
3.1 kg (7 pounds). is 51 cm
Iii' (20-21 inches) in length,
and head circumference is
!liit;.
33-35.6 cm (14 Inches)
!~i; Growth spurts at 6 weeks and
3 months
~.':.:.

I.

Newborn loses 10% of birth
weight during the first 3 days
of life; weight regained by
14 days
Gains J 80-240 grams (6-8
ounces) per week
Head circumference increases
1.27 cm ('/2 inch) per month
for the first 6 months

!Pentition
!, Eruption timing can vary, but
sequence is generally
consistent
To estimate expected number
of teeth during the first 2
'C"
years (age of child in
'f_ .
[
months - 6 = expected
~j" number of teeth)

Gains 180-240 grams (6-8
ounces) per week
Birth weight doubles by 4
months

Gains 90-120 grams (3-4
ounces) per week
Head circumference increases
0.64 cm ('I, inch) per month
through 12 months

Triples birth weight by I year
Length increases 50% from birth
by 1 year

ii!m Breast-feed or fornlUla for the
""1
first 4 to 6 months
i', All prepared formulas should
.j,

:!t;"

:I.,.

.

.

contaIn Ifon

if . No

i!:

~12:

milk before I year, as
contributes to allergies and
iron deficiency

c.' •·. : No honey before 2 years
'C
because of the risk of
:~
botulism

·~f

m!2!.·.:.
~;;:

If
l[,
"'"

Breast-feeding intake, feeding
times vary; breast milk is
preferred and should be used
if available (encourage
pumping during periods of
critical illness and administer
by gavage); breast-feeding
is contraindicated only in
HIY-positive mothers
Parents instructed to hold the
infant for feeding; avoid
bottles in bed or propping the
bottle
Intake variable: 0-1 month: 60120 ml every 3-4 hours; 2-4
months: 150-210 ml every 4-5
hours
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Mandibular central incisors (5-7
months)

Maxillary central incisors (6-8
months), mandibular lateral
incisors (7-10 months)
Initiate brushing teeth

Maxillary lateral incisors (8-11
months)
Mandibular and maxillary first
molars (10-16 months)

Introduce rice cereal at 4-6
months (mix cereal with
breast milk or formula and
feed wi th a spoon)
Introduce pureed fruits or
vegetables next (one new
food every 3-5 days)
Avoid common allergenic foods
(cow's milk, egg whites,
wheat, and citrus)

Initiate drinking from a cup at 6
months with water or juice
«120 ml/day)

Finger foods, mashed table
foods begun at 9 months
Avoid "choke foods": peanuts,
popcorn, carrot stickS, whole
grapes, hot dogs. raisins, and
hard candy

i\![)iet

1::1. Require 100-120
lib calories/kg/day

"U
III
Q.

Neonates sleep an average of 18
hours/day
2-4 months: 8-12 hours at night;
2 or 3 daytime naps

At 4 months, start bed routine,
put infant to sleep awake

11-12 hours at night; 2-3 naps
(6-12 months)

At I year, sleep approximately
12-14 hours/day

First month:
Breast-feeding, bottle feeding
Crib and bath safety
Position on back to sleep
Car seat use
Smoke-free environment
2-4 Months:
Introduction of solids
Anticipation of rolling

4-6 Months:
Discourage walkers
Reaching for objects begins
Keep hot liquids, cigarettes
away

Introduction of table foods
Use of cup
Teething
Crawling, reaching
Childproofing
Syrup of Ipecac available for
emergency use

Progression of table foods
Use of cup
Self-feeding
Increased mobility-hazards
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Birth: hepatitis B (#1)
I month: hepatitis B (#2)
2 months: DTaP (#1), HiB (#1),
fPV (#1)
!lJi~lm,rrlach to
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Physical Examination and Interventions
Strive to provide continuity
with caregivers to support
a consistent care routine

4 months: DTaP (#2), HiB (#2),
IPV (#2)

6 months: DTaP (#3), HiS (#3)

9 months: hepatitis (#3)
12 months: IPV (#3), varicella

:J
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Q;
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(i'
III
"'C

Conduct from noninvasive to
invasive (auscultate first)
Approach slowly
Use distraction and engaging
facial expression
Ask parents to provide a transitional object

Restraints are stressful because
the infant cannot explore and
play
Liberal visitation

Keep parents within visual field

~ta from the American Academy of Pediatrics. In She10v SP, Hannemann RE, eds: Caring for your baby and young child: birth to age 5,
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and trustworthy. When parents reliably respond to their
infant's needs, the baby learns trust. Mistrust is the negative
counterpart of the task of infancy.
The innate, awakening senses of infants equip them for
interaction with their parents and their environment. Tactile
sensation is obvious at birth, as demonstrated by the rooting
reflex and sensitivity to pain and temperature extremes.
Affectionate and comforting touch from parents confirms
feelings of reassurance and builds trust. At birth, infants
demonstrate a preference for staring into a human face
rather than at an inanimate object. In addition, the senses of
taste, smell, and hearing are present within hours of birth.
The infant sucks when a pleasant taste is introduced. Babies
can differentiate between the smell of their mothers and
others and prefer the familiar maternal scent. Hearing is
present even before birth. The healthy infant is equipped
from the moment of birth to engage in the processes that
promote attachment and the development of trust.
The Neonatal Period. In the first month, infants
spend as much as 80% of the time sleeping. Their waking
hours are spent exercising the activities with which they are
born: sucking, looking, grasping, and crying. Through
repeating and perfecting these activities, the infant gains
control over small aspects of the environment and becomes
expert at a limited repertoire of activities by the end of the
first month. Coordination between activities is undeveloped;
neonates can look at a visually appealing object but are
unable to reach out for it.
Infancy. Infants are engaged in establishing the differences between themselves and the rest of their world. By the
middle of the first year, infants recognize themselves as
separate from their parents. Simultaneously, parents become
the strongly preferred caregivers. By 4 to 6 months of age,
the attachment of infants for their parents has grown beyond
the assurance that needs for food and comfort will be met.
Infants begin to prefer their parents for the sake of their
company alone, apart from the satisfaction of physical
needs. The responsive smile that greets fanliliar caregivers
signals infants' preference for these individuals.
Their developing physical abilities permit infants to have
greater interaction with the world that surrounds them.
Infants learn new behaviors as the result of accidental
responses. For example, the baby accidentally gets a hand,
finger, or thumb into the mouth, triggering the sucking
response and the sensation of the thumb in the mouth. The
response and the sensation lead to repetition of the behavior
until it is intentional, rather than accidental. Similarly,
infants learn that kicking makes a mobile sway and move.
Tremendous learning takes place in the second half of the
first year of life. Infants learn to use signs to anticipate
events. For example, putting on an infant's jacket signals
that the family is going out. Rituals at bedtime-a bath.
putting on pajamas, stories in the rocking chair-become
increasingly important as the infant learns to view the world
as reliable and predictable.
Infants in the second 6 months of life are able to
coordinate their activities to bring about a desired end. They
can now look at an object, reach for it, grasp it, and bring it
to the mouth. An important consequence is the development
of the realization that objects exist separately and apart from

the actions of the baby. Piaget 5 referred to this development
as the acquisition of the object concept.
The beginnings of the cognitive knowledge of object
permanence follow. Object permanence refers to the ability
of infants to separate objects from their perception of them
and realize that an object continues to exist even when it is
out of sight. The delight that infants in the first year
demonstrate at peek-a-boo games provides evidence of their
progress at mastering this concept. However, infants have
not sufficiently mastered the concept of object permanence
to face separation from their parents with relaxed ease.
Stranger anxiety is often evident in infants between 6 and 9
months of age. The anxiety displayed by infants toward
strangers is related to anxiety regarding separation from
parents who are not established as having a permanent
existence when out of sight. Under usual circumstances,
infants in the last part of the first year of life awaken at night
and cry for the comfort and reassurance of their parents.
The primary mode of activity during infancy is sensorimotor. Motor control is developed through nearly constant muscle activity during an infant's waking hours. Motor
activity is also the primary mechanism by which the
infant learns to distinguish between self, others, and the
environment.

Impact of Hospitalization
Research with neonates has demonstrated the impact of the
stressful, hectic PICU environment on newborns. 26 -29 Stress
during intensive care hospitalization affects neurobehavioral
organization, physiologic stability, and both short-term and
long-term outcomes. Bright lighting, noise, and caregi ving
activities have been linked to stress in the newborn intensive
care patient. Strategies to mitigate stressful aspects of the
PICU environment by structuring caregiving and modifying
the environment have been associated with improved
outcomes for neonates26.27.30
Signs of distress in the infant resulting from environmental overstimulation are nonspecific, requiring that the critical
care nurse be alert to their presence because early intervention can prevent physiologic and behavioral decompensation. Distressed newborns may be jittery, frequently agitated, and unable to quiet themselves. Vital signs are altered;
heart rate, blood pressure, and respiratory rate are elevated.
Breathing may be irregular, and oxygenation and skin color
may be altered. Digestion is affected, and hiccuping,
gagging, and feeding intolerance may develop. Level of
consciousness may change, with some infants demonstrating "shut down," that is, becoming unreactive to the
environment. Consistency in the assignment of caregivers to
critically ill infants assists each to know individual patients
on a more sophisticated level and enables the accurate
identification of subtle, nonspecific behavioral and physical
signs of distress.
As the infant proceeds from the newborn period across
the first year of life, recognition of signs that the baby is
distressed becomes steadily clearer. Often parents recognize
distinguishable differences in how the baby cries when
hungry, tired, fearful, in pain, or when needing comfort and
support for some other reason. Critical care nurses receive
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valuable input from parents to assist them in recognizing
these signs. In addition, infants experience tremendous
refinement of fine and gross motor skills throughout the first
year, enabling them to express distress and displeasure far
more articulately than earlier.
Turning away from an unpleasant stimulus is a simple
coping tool. Older infants even attempt to remove a noxious
stimulus. Autonomic nervous system stability develops
steadily in the first months of life. Characteristic changes in
vital signs persist in the face of overstimulation and distress,
but changes in oxygenation and skin color are not anticipated beyond the newborn period, unless the infant is
premature or gravely ill.
Illness and hospitalization disrupt the infant's usual
existence. Regularity and reliability in the environment and
freedom to explore the environment are important requirements for the development of trust in themselves and others
that engages infants across the first year. Predictable daily
routines provide infants the stability necessary for them to
view their environment as safe and reliable. Immobilization
and restraint limit motor activity and alter the amount and
the variety of environmental stimuli the infant receives.
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Developmental Care
Modifying the PICD environment is a necessary first step to
prevent neurobehavioral disorganization. Overhead lighting
is dimmed and augmented with individually controlled
bedside lighting. When procedures necessitate bright lighting, a light blanket shielding the infant's eyes mitigates
distress. Staff awareness of the auditory impact of loud
conversation, telephones, stereo equipment, overhead intercom announcements, and mechanical equipment and alarms
is crucial. Monitor and equipment alarms are kept at a safe
minimum volume, which ensures that they are heard but do
not startle infants when they sound. Reduction of the overall
noise level effectively minimizes stress for infants. An
environmental assessment by each nurse at the start of each
shift ensures that the environment is appropriately modified
for infants in the PICD.
The isolette or infant bed requires modification to avoid
overstimulation and promote neurobehavioral organization.
Isolettes shield infants from the environment, especially if
partially covered to decrease both light and noise stimulation. Parents can assist the critical care staff to create a bed
space that is personalized and soothing for their infant. The
goal is to enhance the infant's ability to rest and sleep between caregiving episodes. A calm, relaxing environment is
the ideal. Selected toys, music, and pictures are to comfort,
not overstimulate. Any combination of containment, swaddling, and supportive positioning promotes neurobehavioral
organization (Figure 2-1). Containment can be provided
during routine handling, as well as during stressful procedures. "Containing" the infant's extremities close to the
trunk with the caregiver's or parent's hands or with swaddling diminishes extraneous, disorganized motor activity.
Light swaddling of the infant with hands free to reach the
face enables hand-to-mouth maneuvers. Successfully bringing the hands to the mouth assists in the development of
motor organization and the ability to self-comfort. Support-

Fig. 2-1 Containment. A, Infant's mother is providing physical
and emotional support by placement of her hand on the infant's
head. The mother applies gentle firm pressure while the infant's
grandmother uses both hands to gatber tbe lower extremities and
hold them in a supported position close to the body. B, Infant's
lower extremities are being contained by the mother, while bedding
and blanket rolls around the infant provide containing support to
the infant's upper extremities and trunk. Containment can be
offered during stressful procedures or as a method of comforting
and calming the infant.

ive positioning promotes comfort and rest in a firm nest,
maintains a balance of muscular flexion and extension, and
prevents abnorn1al posturing or malformation. The infant is
positioned with neck, trunk, and extremities flexed and in
the midline position. Positioning is maintained with rolls,
swaddling, foam supports, or commercially available positioning devices. Inappropriate arousal and exaggerated motor responses to stimuli are minimized. 30
Direct caregiving activities are best begun slowly and
very gently, maintaining containment and flexion and
allowing the infant to grasp or suck during care. Startling the
infant is avoided by close attention to the infant's state as
care is initiated and by gentle arousal. Swaddling during
stressful procedures helps to prevent disorganization and
maintains physiologic stability. A period of rest and
recovery is provided after stressful procedures, such as
blood san1pling or endotracheal tube retaping, before
another intervention is carried out. Rest and sleep facilitate
organization. Sleep is promoted hy providing supportive
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positioning, ending interaction with the infant, and modifying the environment to ensure quiet and dim lighting.
Involving parents in their baby's care is the foundation to
alleviating environmental stress for the older infant in the
PICU. Infants require the close and reliable presence of their
primary caregivers to relax, rest, and recuperate. Ensuring
that the environment is warm, quiet, and dimly lit also
minimizes environmental stress for infants beyond the
newborn period. Comforting and familiar objects from
home may support an infant's coping abilities during
distressing procedures, as does distraction with a rattle or
small toy and use of a pacifier or the fingers or thumb for
sucking, rocking, and swaddling.
Very young, very ill infants cannot demonstrate distinct
behavioral responses to separation from their parents. Nonspecific changes in behavior, such as increased gross motor
activity, frequent crying, poor feeding, insomnia, emotional
withdrawal, and self-stimulating behaviors may indicate
distress. Older infants, if well enough, are likely to demonstrate the phases of separation anxiety (see Table 2-2).
Parents can provide data regarding how their infant has
responded in the past to strangers and new situations. With
that information in mind, the critical care nurse develops an
approach to the individual baby and assesses responses to
separation from parents and to substitute caregivers. Subtle
cues indicating distress are evaluated, as the baby may well
be too young or too ill to protest at separation or stranger.
Critical care nurses demonstrate that they recognize parental
presence is crucial by welcoming parents in the PICU and
including them in both the planning and implementation of
the care required by their infant.
Infants are assisted to cope with temporary separation
from their parents, when unavoidable, by assignment of
consistent substitute caregivers. In addition, a quiet, gentle
approach to the sick infant helps to establish trust, as does
the prompt and consistent response of caregivers to signs
that the infant is distressed. Trust develops with a combination of consistency, continuity, and sameness 31 Transitional or security objects can ease periods of separation for
the infant, as can familiar musical or story tape recordings.
Very ill or very young infants respond to immobilization
and restraint with little physical resistance. However, infants
recovering from critical illness and those who are older may
protest vigorously when restrained. Nurses assess the
amount of physical restriction required by an individual
infant to maintain safety and perform procedures effectively.
Not only is motor activity limited by physical restraint, but
the infant is unable to move away from sources of
environmental sensory overload or appreciate fully a range
of sensory experiences. Assessing the PICU environment for
factors that contribute to sensory overstimulation or deprivation is a first step in the process of evaluating the infant
for distress related to physical restriction. When restraints
are necessary for safety, they are regularly removed to
permit the infant to move freely while supervised. Restraints
are applied in a manner that permits the infant to selfcomfort (e.g., to get the thumb to mouth) whenever feasible.
Infants who are ill require frequent position changes within
their bed.

Ensuring appropriate infant stimulation is an important
corollary to the physical care ofthe baby in the PICU. While
the infant is ill, stimulation must be gently planned to
protect the baby from environmental overstimulation. As the
infant recovers, social stimulation is of particular importance because it encourages relationship formation and trust
in others. All stimulation is designed to mitigate sensory
deprivation with sights, sounds, or activities that appeal to
infants.

THE TODDLER (1 TO 3 YEARS)
Developmental Characteristics of Toddlers
Toddlers are among the most challenging children cared for
in the critical care setting. The toddler period represents only
about 3% of the average human lifespan but encompasses
more physical, intellectual, and emotional change than any
other period. Table 2-4 summarizes development during the
toddler period.
The beginning of toddlerhood is marked by the development of object permanence, an elementary concept of cause
and effect, and actions that demonstrate deliberate intention.
Through assimilation, tactile stimulation, manipulation, and
interaction with the environment, toddlers are intent on
figuring out how things work. Toddlers are driven by a
nearly insatiable curiosity. Nonetheless, verbal ability is
limited, and toddlers tend to act out much of what they feel.
Their thinking is egocentric, and their world view is
absolute and animistic.
The social and emotional task of individuating and
separating from parents, with the ultimate goal of autonomy,
evolves over the 2 years of the toddler period. The struggles
for independence characteristic of toddlers are evidenced in
battles over holding their own spoon and squirming against
a restraining parent's hand. The inevitable passage through
a "no" stage also marks the quest for autonomy. The
successful establishment of toddlers' sense of autonomy
opposes feelings of shame and doubt that are the negative
counterpart of development at this stage.
These social developmental tasks require tremendous
emotional growth and change, which often produce ambivalence and aggression in toddlers. Change is managed
by dependence on aspects of daily life that are stable
and consistent. The sense of security deri ved from
the sameness of certain routine aspects of living is so
important to toddlers that routines become rituals. Repetition and mimicking are commonplace in both language
and action.

Impact of Hospitalization
Hospitalization is likely to be particularly threatening in
the evolution of autonomous toddlers. Their limited intellectual ability renders preparatory explanations of upcoming
events ineffective. Logical explanations likewise prove
ineffective because toddlers are not logical. Because newly
acquired independence is founded on the security of a
trusting relationship with their parents, this relationship is
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Toddler Development

lWPevelopmental
W'~haracteristic
jilCognitivelLanguage
~,~ Piaget's stages'

:Social-Emotional
',. Erikson 22

;.• Fears/death

Attributes
Sensorimotor: 0-2 years
Stage 5 (12-18 months):
Tertiary circular reactions to attain a goal
Rudimentary trial-and-error behavior with active experimentation
Object permanence achieved
Stage 6 (18-24 months):
Can remember, plan, imitate, and imagine
Use mental symbols
See themselves as separate from others
Onset of magical thinking
Preoperational: 2-7 years
Stage I (2-4 years):
Preconceptual stage; reason dominated by perception and linkage to events
Play is symbolic and imitative
Egocentrism influences perception of objects, events, and language
Use two-word phrases, 10 or more words in vocabulary (18 months)
900-word vocabulary (3 years)
Autonomy vs. shame and doubt
A sense of autonomy and realization of will develop, giving opportunities to gain some
self-control
Acceptance of reality develops
Striving for independence
Negativism and temper tantrums are common
Awareness of ownership/"mine" (18 months)
Fears: separation from parents/abandonment, intrusion of body orifices, bodily injury, loss of
control, and pain; stranger anxiety
Death: Unable to comprehend the concept of death; may show fear or sadness as displayed by
parents

~:Motor

Uses a cup well (15 months)
Kneels without support (15 months)
Runs (3 years)
Most children are psychologically and physically ready to begin toilet training between 18-30
months
Reduced rate of growth
Gains approximately 1.8-2.7 kg (4-6 pounds)/year
Grows approximately 7.5 cm (3 inches)/year
Head circumference 2.5 cm (I inch)/year up to 3 years (measure head circumference until
2 years)
First molars 10-16 months, second molars 20-30 months; has approximately 20 teeth by 3 years

:iDiet
Nutritional requirements
100 cal/kg/day

fl~pata from

"Anorexia" and food jags are common
Provide foods from the five major food groups: one fourth to one third of adult portions or
I tablespoon for each year
Whole milk until 2 years of age (potential for iron deficiency anemia if drinks more than
24 ounces of milk/day)
Self-feed, bottle to cup transition at about 1 year
Start using utensils (18 months)
Eat meals as a family

the American Academy of Pediatrics. In Shelov SP, Hannemann RE, eds: Caring for your baby and young child: birth to age 5, New York.

rt~'11998, Bantam Books; Green M, ed: Bright futures: guidelines for health supervision of infants, children, and adolescents pocket guide. rev ed, Arlington,

I'ra, 1998,ed 3,National
Center for Education in Maternal and Child Health; Millonig VL, Baroni MA, eds: Pediatric nurse practitioner certification review
Potomac, Md. 1999, Health Leadership Associates.
Continued
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TABLE

2-4 Toddler. Development-4:ont'd

iltl)evelopmental
iiliCharacteristic
~;

~i~pproach to Physical Examiii. . nation 25 and Interventions

Attributes
Immunizations: HiB (#4), MMR (#1) (15 months); DTaP (#4) (18 months)
Sleep 10 to 12 hours at night; take 1-2 naps
Safety: check for hazards at toddler walking level, keep medications and poisons out of reach (highest poisoning incidence at 2 years), parents should have syrup of Ipecac, emphasize street safety
Develop strategies to deal with nightmares (2-3 years)
First dental examination by 3 years
Noninvasive to invasive sequence
Use a slow gradual approach
Talk quietly and calmly about what will occur just before the event
Allow child to touch and hold equipment
Give choices when possible; reinforce limits
Praise the toddler often; need to be told they are "good"
Distraction is helpful
Limit number of caregi vers, if possible
Allow to sit up when possible (allows them to gain familiarity with caregivers and environment)
Familiar toys and family photos can serve as transitional or security objects

a from the American Academy of Pediatrics, In Shelov SP. Hannemann RE, eds: Caring for your baby and young child: birth to age 5, New York.
8. Bantam Books: Green M. ed: Bright futures: guidelines for health supervision of infants. children, and adolescents pocket guide, rev ed. Arlington,
1998, National Center for Education in Maternal and Chlld Health; Millonig VL, Baronl MA, eds: Pediatric nurse practitioner certification review
e, ed 3. Potomac. Md, 1999. Health Leadership Associates,
Ta?, Diphtheria, tetanus, pertussis; HiB, H. influenzae type B; MMR, measles, mumps, rubella.

key to managing the stress inherent in a critical care
hospitalization,
In the PICD, a cold chrome crib replaces the familiar
warmth of a wooden crib filled with comforting toys. The
environment is intimidating with bright lighting, strange
noise (often loud and offensive), and unknown equipment
and people around the bed, Toddlers, who adventure out into
the unknown on short excursions from the safely known, are
thrust into a completely foreign environment.
If able, toddlers may cry fearfully, Some may react to the
unfamiliarity of the environment with increased vigilance,
rarely closing their eyes even when exhausted. Sicker
toddlers are likely to withdraw from the environment. Their
withdrawal is essential to coping because it allows them to
take in the environment a little at a time,
Toddlers require the close and consistent presence of
their parents to manage distress. The security of their
relationship with trusted parents permits them to rest and
recuperate. Separation from parents is a major source of
stress for toddlers who are hospitalized. When separation is
unexpected and enforced, toddlers fear abandonment. Egocentric thinking may lead toddlers to conclude that some
misdeed of theirs is the cause of their parents' absence.
Toddlers react to impending separation from their parents
with vigorous verbal protest and clinging. The seriously ill
toddler lacks the ability to protest but may cry inconsolably
when left alone. When a behavioral response is impossible
for the toddler, separation is no less frightening. Toddlers
who are denied the dependable and consistent presence of
their parents for an extended period may demonstrate the
behaviors associated with separation anxiety: protest, de-

spair, and resignation. Even when parents are reliably
present, toddlers are not relieved of all distress. Parents may
be subjected to avoidance behaviors, aggression, and
ambivalence,
Denial and regression are the primary defense mechanisms available to toddlers. Denial is evidenced in avoidance of the parents when they are present. Behaviors
including gaze aversion and refusal to seek physical comfort
or initiate contact with their parents may be observed,
particularly as critically ill toddlers recover. Regression is
necessitated by the stress of critical illness and high anxiety.

Developmental Care
The ability of the hospitalized toddler to maintain selfcontrol is threatened by altered routines and physical
restriction. The development of an autonomous toddler who
is able to separate from parents is dependent on the toddler's
ability to move away from them physically. As the growing
toddler's world widens, self-control is maintained chiefly
through routine and ritual, which permit these youngsters to
view their expanding world as reliable and subject to
control. The usual routines toddlers rely on to maintain
self-control separate from their parents are likely disrupted
by hospitalization. The world is no longer reliable. Fear of
the unknown and enforced dependency may affect the older
toddler.
Nurses learn of the individual child's routines and habits,
particularly those related to eating, sleeping, bathing, and
toileting, from the toddler's parents. Disruption in all of
these areas is likely during a PICU admission. Bedtime is an
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especially vulnerable time for the toddler, with difficulty
settling for sleep and sleep disturbances common among
these young children. Regression is a common response to
altered routines. Negativism may also be evidenced as
toddlers protest disruption. Incorporating as many of the
toddler's routines and habits into the hospital schedule as
possible provides the foundation for individualized care.
Parents playa key role in maintaining routine and are the
greatest source of stability for their child. When parents
cannot be present, transitional objects and tape recordings,
particularly of bedtime stories or songs. assist toddlers to
relax and maintain self-control.
Toddlers lack the cognitive development necessary for
specific fears of the unknown aspects of hospitalization.
However, the unfamiliarity of the entire environment is
likely to intimidate even the bravest toddler. Toddlers can
recall past experiences that were painful or frightening, and
fearful anticipation often precedes a procedure or event. In
fact, fearfulness may prevent the toddler's maintaining
much, if any, self-control.
Transitional or security objects also provide a measure of
reassurance in the unfamiliar PICo environment or when
new and unknown procedures or events occur. Preparation
of toddlers for events is best provided only shortly before
the experience and, because of the egocentric nature of
toddlers' thought processes, is depersonalized. Parents are
thoroughly prepared for the events their child will experience to facilitate their support and comfort of the child.
Illness slows the typical active pace of the toddler's life,
but immobilization and restraint result in protest if physical
energy is available. Sensory deprivation and immobilization
are likely to result in regression and aggression in toddlers.
Aggression may be evidenced by general restlessness,
physical resistance, or struggling. Aggression, which permits the release of tension and energy, may be impossible
until the toddler is less ill. Limiting immobilization and
restraint whenever possible diminishes their impact on the
recuperating toddler in the PICo. Parents can provide
watchful eyes and ensure that their child is safe. Recuperation can also provide outlets for aggression if the toddler is
permitted activities such as throwing soft balls, exploring,
manipulating toys, and the like. Enforced dependency can
be mitigated by providing toddlers with choices when there
is an option they can safely choose. Choices are not offered
when none exist. Recuperation also permits the toddler to
accomplish some aspects of care independently, such as
self-feeding. Liberal praise is in order when toddlers
complete tasks.

THE PRESCHOOLER (3 TO 5 YEARS)
Developmental.Characteristics
of Preschoolers
Preschool children, through the development of initiative,
become active members of their world. Successful transition
through the toddler years produces a self-confident and
separate person who has overcome fears of abandonment.
Rapid progress in cognitive function, language develop-
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ment, and motor abilities leads to the acquisition of a
distinctive, individual personality. Each preschooler develops a "self." Table 2-5 provides a summary of preschool
development.
Cognitive development is reflected in increasing awareness of themselves and others. Preschoolers are aware of
their own sex and that of others, understand kinship, and
become aware of cultural differences at 5 years. However,
preschool logic is preoperational. Preschoolers are unable to
apply the principle of conservation and cannot classify
objects. They focus attention on the most obvious, immediate single aspect or characteristic of a situation. For
example, healthcare providers may be classified together as
individuals who wear white coats and give shots. Egocentrism, animism, magical thinking. and fantasy characterize
the preschooler's view of the world. They are unable to
separate fantasy from reality and may fear ghosts, monsters,
supernatural forces, robbers, kidnappers, and people in
white coats. Consequently, preschoolers are most often not
as mature as might be thought from their verbal ability.
Conscience begins developing during the preschool years
and is tied to identification of what behaviors are acceptable
to parents. Behavior is refined in taking turns, sharing, and
following the rules to games. Rules are absolute during the
preschool years, determined by parents who are always
right. Preschoolers strive to be similar to their parents,
particularly the parent of the same sex. Sexual curiosity is
characteristic of the preschool years. The development of
longing for the opposite-sex parent and its resolution in
identification with the same-sex parent occurs.
Emotional and social development is characterized by
egocentrism and is related to the preschooler's developing
sense of self. Preschoolers are unable to see the viewpoint of
others and unable to understand another's inability to see
their own point of view. Their sense of self provides security
and competence, which motivates them to accomplish the
tasks and activities that lead to the development of initiative.
Initiative is the boldness or courage to take on great projects.
If initiative does not develop and the preschooler Lacks the
self-confidence to tackle new opportunities, guilty feelings
are the negative counterpart of preschool developmental
tasks.

Impact of Hospitalization
Hospitalization interrupts the preschooler's efforts to master
control of the enviromnent and develop initiative through
mastery of physical and social skills. The restrictive hospital
environment causes considerable distress for preschoolers
who experience guilt when their accomplishments are
obstructed. Guilty feelings may also be related to egocentric
thinking, which leads to the conclusion that "wrong" or
"bad" thoughts or actions have caused their illness.
Treatment and hospitalization are seen as punishment.
Preconceptual and magical thinking create exaggerated
fears. Despite resolution of fears of abandonment, preschool
children fear being left alone. Separation anxiety is expressed more subtly, and protest when parents must leave is
less aggressive. Distress may be evidenced in sleep distur-
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2·5 Preschooler Development

velopmental Characteristic

Attributes
Preoperational stage
Stage 2 (4-7 years): .
Intuitive stage. reason is not governed by logic
Reasorting is transductive, from one particular to the next
Able to focus on one aspect of an object or event only
"Magical thinking" places at risk for accidental injury and increase in fears
May see illness as retribution for "bad" thoughts
Continually questions "why?" (4 years)
Can count, identify colors and geometric shapes, and memorize nursery rhymes
Speech is intelligible (4 years)
2100-word vocabulary used in meartingful sentences (5 years)
Initiative vs. guilt
A sense of initiative and the realization of purpose develop given opportunity to do for self
A period of questioning and exploring the environment and own body
Sexual differences noted
Feels guilty for negative events
Mood swings and verbal tantrums (4 years)
Conscience develops and is tied to the identification of what behaviors are acceptable to parents
• Follows "the rules" (5 years)
Multiple fears as have active imaginations (bodily injury, the dark, monsters, robbers,
kidnappers, and being left alone)
Fears: the unknown related to inability to maintain self-control when distressed
Death": Between the ages of 3-6 years, reality and magic are mixed when thinking about the
causes of death; believe that death is reversible
Skips, hops on one foot (4 years)
Skips. hops on alternate feet (5 years)
Usually daytime toilet trained (3 years)
Usually nighttime toilet trained (3-5 years)
Gains approximately 2.3 kg (5 pounds)/year
Grows approximately 7.5 em (2 to 31/2 inches)/year
May begin to lose primary teeth

iet
Requirements: 90 cal/kg/day

ticipatory Guidance
ealth Maintenance

pproach to Physical Exami.nation" and Interventions

Strong food preferences
Provide food from the five food groups in realistic amounts and nutritious snacks
Low-fat milk recommended; may use whole milk
Immunizations: DTaP (#5), IPY (#4), MMR (#2) at 4-6 years
Sleeps 8-12 hours/night, gradually eliminates nap
Sleep disturbances persist as these children are sensitive to sensory input and dependent on
bedtime routines
May have dreams and nightmares
Safety: stranger danger, use bike helmet, reinforce pedestrian safety, and use seat belt
Annual dental appointment
Brush teeth after each meal and at bedtime
Needs feedback during assessments
Provide concrete, truthful information; emphasize events to be expected, regardless of the child's
clinical condition (unclear neurologic status, chemical sedation, neuromuscular blockade, etc.)
Provide consistent caregivers
Play therapy may be therapeutic

lPata from the American Academy of Pediatrics. In Shelov SP. Hannemann RE, eds: Caring Jor YOllr baby and yOllng child: birth 10 age 5. New York.
~1998, Balllam Books: Green M, ed: BrightJlltllres: gllidelinesJor health .",perv;sion oJinJallts. children. and ada/escerllS pocket gllide. rev ed. Arlington,
IfLa, 1998. National Center for Education in Maternal and Child Health; Millonig VL, Baroni MA. eds: Pediatric nurse practitioner cerrification review
~uide, ed 3, Potomac. Md, 1999, Health Leadership Associates.
!l'!'pTaP. Diphtheria. tetanus. pertussis: /pv, polio vaccine: MMR. measles, mumps, rubella.
r~.!.-.
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bances, eating difficulties, quiet crying, and withdrawal
from others. Without parental presence, preschoolers may
be unable to cooperate with healthcare personnel during
procedures. They may not cooperate with their parents,
either, if they leave for a period. Aggression is usually not
experienced with this age group, although younger preschoolers may still have temper tantrums.
Regression is the most common coping response for
preschoolers dealing with separation. Thumb sucking may
be resumed, or baby talk may replace the typical language
of the preschooler. Self-care skills and control of body
functions, often recently acquired, may be threatened.
The critical care environment remains a source of distress
for hospitalized preschoolers. Egocentricity, magical thinking, and preconceptual logic may lead to exaggerated fears
of equipment, procedures, and personnel. Older preschoolers are often aware of others and may, as a consequence,
have fears from information they overhear and do not
understand or for other patients around them. Sleep disturbances persist among these young children who are exquisitely sensitive to sensory input (sights, sounds, odors) and
still reasonably dependent on bedtime routines.
Fearful behaviors may not be detected in those preschoolers who are very ill. During recuperation, some
exhibit fearfulness related to the PICO environment, procedures, or personnel by tense behaviors such as nail biting or
whining. Others exhibit distress in regressed behavior, such
as clinging to their parents or a security object, dependency,
and withdrawal. Concrete evidence of the fears that some
preschool children experience is sometimes obtained from
their drawings or by requesting that they tell a "story" about
hospital procedures or experiences. Nightmares occurring
after recovery and hospital discharge are sometimes related
to lingering fears and are reported by many parents after
young children are hospitalized. Sleep or night terrors in
preschoolers following hospitalization occur when usual
sleep patterns have been disorganized. 7 . 32

Developmental Care
Preschoolers can be protected from at least some of the fears
associated with the critical care unit. All procedures are
explained in concrete, understandable terms, with emphasis
on events to be expected. This practice is ensured even when
a child's condition is critical, neurologic status unclear, and
responses prohibited by chemical sedation or paralysis.
When preschoolers are less ill, they benefit from therapeutic
play and education.
Shielding preschoolers from disturbing sights and sounds
offers protection from the PICO environment and from other
patients around them. Conversations about the child between caregivers or with parents are not held within earshot
of the preschooler unless the child is included. Not only may
unintentionally overheard conversations be frightening to
preschoolers who are unable to completely understand the
content, but they may also inadvertently induce guilty
feelings. The preschooler may feel guilty and responsible
based on comments such as "she failed to wean," in
reference to a patient's inability to tolerate a decrease in
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mechanical ventilation, or "he's certainly not doing any
better," to describe a patient's condition. It is crucial to
remember that the preschooler understands concretely and
literally.
Preschoolers require the close and consistent presence of
their parents when ill. Because they have learned to extend
trust to other adults, providing consistent caregivers is
especially advantageous for this age group, particularly
when parents must leave. Transitional or security objects are
valuable to ease distress when separation from parents
occurs. Parental participation in caretaking is comforting for
these young children. Parents can also assist their preschooler to maintain contact with siblings and peers through
audiotape or videotape recordings. Even the sickest child
can benefit from the comforting voices or images of family
members and friends.
Because of the tremendous cognitive development that
occurs during the preschool years, children of this age group
who are successfully gaining initiative feel extremely
powerful. These feelings are instrumental in the preschooler's ability to maintain self-control despite serious illness
and hospitalization in an unfamiliar and threatening environment. Loss of self-control may result when preschoolers'
omnipotent feelings are confronted by fears of the unknown
and enforced dependency. Physical restriction and altered
routines continue to contribute to distress for preschoolers in
the PICV.
Dependency on routines diminishes across the preschool
years, but bedtime remains a vulnerable time. All preschoolers relate their sense of time to routine daily activities and
may feel disruption of their sense of time and need routine
and ritual more when ill. Regression also increases dependence on rituals. Fears are vague and generalized and may
be exaggerated by the thought processes characteristic of the
age group (magical thinking, animism, etc.).
Preschoolers require explanation of the equipment
around them and of all procedures just before they are done.
Information about what they are experiencing and who the
people are around them orients them to reality and helps to
avoid or correct fantasy and rnisperception. Preschoolers
who are well enough to interact verbally are encouraged to
ask questions. They can be questioned to elicit fears or
misconceptions about illness and its treatment. Restraint
during procedures may be minimized if the preschooler is
adequately prepared. Preschoolers can cooperate if they are
calm, have had adequate explanation, and are permitted to
participate.
Restraint may be perceived as punishment. Both limited
mobility and restraint in the critical care environment result
in altered sensory stimulation. The impact of physical
restriction and restraint may not be significant if only briefly
necessary. Longer periods of immobilization may result in
quiet, passive submission or active protest and aggressi ve
behavior. Enforced dependency also often results in extremes of behavior if illness and critical care are lengthy.
Preschoolers may become overly dependent as a consequence of regression or may actively protest and aggressively act out their frustration with lost independence.
Limiting physical restriction and restraint, while maintain-
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ing a safe environment, encourages cooperation and selfcontrol. When restraint is necessary, its need is simply stated
and the child reassured that immobilization is not a
punishment. Child participation in self-care or hygiene and
participation in treatments encourages maintenance of
self-control and mastery of the environment while it limits
dependency. With the exception of the most seriously ill
children, all children most likely can participate in some
aspect of their care.

THE SCHOOL-AGE CHILD
Developmental Characteristics
of School-Age Children
Although physical growth and neuromuscular development
are fairly slow and steady during the school years, cognitive
and social skills explode (Table 2-6). The school-age period
is a time of mastering an ever-expanding world as the
foundation for adult roles is established. Cognitive development is characterized by dramatic shifts. The young
school-age child uses intuiti ve thought based on immediate,
unanalyzed relationships between particular elements of the
environment and the child. Reasoning is not logical.
Thought processes become concrete at 7 or 8 years of age,
and by the end of the school-age years, cognitive operations
have moved toward formal operations.
Concrete operations strongly influence knowledge acquisition. School-age children work hard to discover how the
world around them functions. Conservation of matter,
weight, and volume are achieved. The various parts of a
whole can be considered while the concept of the whole is
maintained. Classification, seriation, and numerical concepts are mastered. Concrete and personal observation are
the foundation for learning. Abstract or hypothetical thinking is not yet possible.
Concrete operations also profoundly influence emotional
and social development as children's experiences broaden
and their intellectual capacity increases. During this stage,
children emerge from their egocentric view of the world and
realize that their way of thinking is not the only way. They
can mentally retrace the steps they took to reach a
conclusion and realize that there may be more than one way
of reaching the same end point. They also recognize the role
of chance in the occurrence of events as egocentricity
diminishes. They are no longer the cause of every action and
reaction around them. Cooperation with others in a group
effort leads to an appreciation of the democratic principles
of mutual consent and consensus, as well as respect for
others and for self. Rules are more flexible; reasoning and
discussion can lead to their being reconsidered and
reworked.
The major challenge of Erikson's fourth stage of
development is the establishment of a sense of industry-a
sense of being useful and able to make and do things well.
The negative counterpart of this stage is a sense of
inadequacy or inferiority, rather than competence, which
may develop if children view their physical and intellectual
skills as deficient. School-age children learn to recognize

their limitations and accept them, as they also recognize and
capitalize on their abilities to develop a sense of competence
and self-esteem.
The peer group, especially same-sex peers, increases in
importance across the school-age years. Interest in the
opposite sex begins at the end of the school-age period, but
a best friend is more important at this stage. Clubs, teams,
camp, and group projects are enjoyed. Team loyalty is
intense at the end of the school years. The competent and
industrious school-age child becomes productive within a
social group of peers in preparation for being a productive
member of society as an adult. Cooperation and collaboration based on mutual respect are evidenced in the pride
school-age children feel for each other's accomplishments,
as well as those of the group. Group activities teach children
that individual strengths and weaknesses are balanced in a
group.
The absolute rules that guide action for the preschooler
become tempered by the realization that the same act can be
viewed differently by different individuals. Intentions
prompting an act are taken into consideration. Through
cooperative and competitive interaction with peers, schoolage children develop rules by consensus and mutual
consent. Rules are no longer unbendable but can be changed
in a democratic process or by extenuating circumstances.
Moral judgment becomes increasingly independent of adults
as peer groups grow in solidarity. Morality is based on
cooperation, developed in discussion with peers.
Increasing independence from adults peaks at age II or
12, with the child wanting unreasonable independence and
demanding privacy. Relationships with parents and family
are ambivalent; children are often self-conscious about their
parents. Unruliness, sloppiness, and secretive behavior may
impede reasonable increases in the independence permitted
children in the transitional period that concludes the
school-age years.

Impact of Hospitalization
School-age children are better equipped, from a developmental perspective, to cope with hospitalization. Short-term
hospital admissions are associated with less distress for
children older than 5 years of age. Although intellectually
more mature and capable of sophisticated language and
communication, school-age children focus on reality and are
unlikely to have had specific experiences that will mitigate
all the stress of hospitalization. Their abilities to solve
problems and learn are likely to be thwarted when they are
seriously ill. Illness restricts opportunities for individual
achievement, as well as group accomplishments.
School-age children have low rates of mortality and
serious morbidity when compared with other age groups.
Chronic illness, which may be a factor in a school-age
child's admission to the PICU, places concomitant demands
on the child and family and may influence the coping
responses of both when critical care is necessitated.
Generally, for school-age children, the unfamiliar PICU
environment is less intimidating than it is for those who are
younger. During the school years, unreasonable fears and
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TABLE

2-6 School-Age Development

)evelopmental Characteristic
Cognitive
Piaget's stage'

ociallEmotional
Erikson 22

Fears/death

:
..

Attributes
Concrete operations (7-11 years)
Reasons with inductive logic; comprehends conservation and reversibility
Able to classify and order; comprehends multiple aspects of object, event, or situation
Problem-solving requires that the problem involve identifiable (concrete) objects
The future and the abstract are still beyond comprehension
Can consider various parts of the whole, while retaining the concept of the whole
• Achieves understanding of conservation of matter, weight, and volume
Defines common objects in terms of their use (6 years)
• Tells time (7 years)
School performance great indicator of development (9-10 years)
May view illness as a fornl of punishment
Vocabulary of 2500 words, learns to read, learns correct grammar, and uses language as a tool
in riddles, jokes, chants, and word games
Steady increase in vocabulary, with words used in complex sentences
Industry vs. inferiority
A sense of industry is gained given opportunities to achieve success and recognition, which
fosters self-esteem
Competence, responsibility, social and work skills, cooperation, and fair play is learned
Relates closely with same-sex peers
Can share and cooperate (6 years)
6-7 years: egocentric thinking, nervous mannerisms, restless activity
8-10 years: takes on idols and heroes; friends serve as allies against adults
10-12 years: increased self awareness and self-consciousness, body image concerns, mood
swings, need for independence
Lying and cheating common
Fears: bodily injury, loss of control, failure to attain expectations, and death
May have specific fears related to unfanJiliar aspects of hospitalization
Death (7-11 years)
Aware that death is irreversible, permanent, and universal; able to state examples of causes of
death, express logical thoughts about death
Linked to external forces (e.g., iUness, violence, and old age)
Recognized as a source of sadness; characterized as dangerous, scary, and mean

rowth
Gain approximately 1.4-2.2 kg (3-5 pounds)/year; at 10 years, may gain 10 pounds/year
Grow approximately 4-6 cm (I ~h-2V2inches)/year
Deciduous teeth are lost. and most permanent teeth erupt during these years
iet
Requirements are
___ 80 cal/kg/day
liIotor
ealth Maintenance
nticipatory Guidance

-,
,

i'"

'.

"'pproach to Physical Examination and Interventions

Teach how to choose healthy foods, including fruits and vegetables
Eat some meals as a fanJily
Refinement of dexterity (6 years)
Good eye-hand coordination (9 years)
Growth rate has slowed, and sleep needs decrease to 8-11 hours
Reinforce seat belt use
Encourage discussions about drugs, smoking, and alcohol
Sex education: anatomy and physiology, sexual activity, contraception, prevention of sexually
transmitted diseases and acquired immunodeficiency syndrome
Annual dental appointment
Brush teeth after every meal and before bedtime
Likes to help and have choices
Respects the need for pri vacy
Provides clear and factual information
Provides positive feedback as builds evolving self-esteem and encourages self-esteem
About one half of school-age children have a special attachment object
During recovery, play therapy may be therapeutic

ti:'i~~'

,pata from the American Academy of Pediatrics. In Shelov SP, Hannemann RE, eds: Carillg for yo"r baby alld youllg child: birth to age 5. New York,
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1998. National Center for Education in Maternal and Child Health: Millonig VL. Baroni MA, cds: Pediatric Ilurse practiTioller cerTificatioll review
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fantasies lessen, and these children actively master that
which is unknown or unfamiliar through concrete cognition.
However, school-age children do fear bodily injury, loss of
self-control, and death, and they may be intimidated by the
critical care environment. In addition, school-age children in
the PICU have demonstrated worry for other patients.
Anxiety, depression, agitation, and withdrawal have been
reported among school-age children requiring intensive
care. These occur with greater frequency in the PICU
environment than in other hospital settings. 14
Little overt fearfulness is demonstrated by children past
the earliest school-age years (6 or 7 years of age).
Maintenance of self-control is of vital importance, but
anxiety may lead to nail biting or hair twirling in children
who are well enough. Behavioral expression of anxiety may
be exhibited in apprehension with routine nonpainful
procedures, worried detachment with staff, sadness, and
weeping. Some patients demonstrate tremulousness, shakiness, and motor agitation. The length of hospital stay
correlates positively with these findings. Increasing severity
of illness is positively correlated with the presence of
confusion and disorientation and apprehension or fearfulness about staff and routine procedures. 14 Serious illness
may necessitate regression, with behaviors and fears similar
to those of preschoolers. Crying, excessive fearfulness, or
difficulty separating are examples of regressive behaviors.
A concrete concept of time develops across the school
years, permitting more accurate appraisal of time spent
alone. Despite this developmental progress toward independence, school-age children continue to need close, reliable
contact with parents. Familiar articles from home remain
important, particularly during the early school years. About
one half of school-age children continue to have a special
object to which an attachment was formed during early
childhood.
Young school-age children may have lingering fears of
being left alone and demonstrate fearfulness when their
parents leave them, clinging to a transitional object, if
available, or crying. By the middle school years, such
fearfulness is less common, but when alone, older schoolage children may feel threatened, rejected, isolated, depressed, lonely, and bored. Their tolerance of the PICU
environment and necessary procedures diminishes without
the supportive presence of their parents. Anxiety or
hostility may be evidenced in irritability or verbal aggression. Some children withdraw from contact with others,
longing to ask their parents to stay but afraid of appearing
to be "a baby."
Separation from siblings, friends, and schoolmates,
which includes the concomitant loss of their productive
roles in the family, neighborhood, and classroom, affects
hospitalized school-age children. These children value the
roles they play within their families, peer groups, and
schools. Actual or perceived changes in the roles they play
threaten self-esteem and self-control. Fear of being displaced from their usual position within their families and
among friends provokes stress and anxiety. Fear of falling
behind at school is the consequence of the student role being
disrupted during hospitalization. Being displaced from
productive roles at home and school results in feelings of

sadness and fearfulness about school failure. Withdrawal
and depression are common responses.
School-age children are actively engaged in their world.
Self-control is normal for them. New experiences carry
a high sense of adventure for school-age children when
they are well. Industrious school-age children thrive on
their steadily increasing ability to be independent. However, independence is limited by hospitalization. Feelings
of loss are experienced when they are placed in the
dependent role of a hospitalized patient for a period beyond
a day or two. Self-control is diminished by limited
opportunities for independence in self-care and the pursuit
of industry and its associated feelings of worthiness and
importance.
Immobility or physical restraint limits the discharge of
energy and anxiety in physical activi ty. The sensory burden
of the PICU may be overwhelming to immobilized children
who are unable to turn away from it. Immobilization or
physical restraint may result in depression, frustration, or
hostility among school-age children. If physical restraint is
viewed as a significant threat, anger, hostility, and aggression are common responses. Regression is likely if physical
restriction is prolonged or permanent. When dependency is
prolonged, regression and overdependency are common
responses. Serious illness may limit displays of hostility and
aggression but not the angry, hostile feelings. Their release
in agitated behavior or their sublimation in regressed
behavior may be detected.
School-age children usually have very specific fears
related to the unfamiliar aspects of hospitalization and are
anxious about matters that they do not know or understand.
Enhancing their sense of personal control through cognitive
mastery of the unknown is an essential component of caring
for them.

Developmental Care
The nursing history provides data regarding routines to
which a school-age child is accustomed. Their incorporation
into the hospital routine, whenever possible, assists the
youngest school-age children in maintaining self-control
and normalizes the PICU environment to an extent. Bedtime
routines are often most important for young school-age
children and warrant special effort. Recuperation provides
increased opportunity to incorporate the child in developing
comfortable daily patterns like those followed at home. The
provision of consistent caregivers helps school-age children
to maintain self-control. Support of their close bonds to
parents is key to managing distress during hospitalization.
The family also serves as a conduit for information about
friends and classmates, easing school-age children's sense
of absence from important social groups. Letters and cards
from classmates or videotapes of family and school activities assure school-age children that they have not been
forgotten if hospitalization is lengthy.
School-age children are information seekers. The ability
of children to understand their illness, treatment, and
procedures increases steadily across the school years. The
youngest children may still relate illness to bad behavior, a
misunderstanding that requires correction. The information
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that school-age children have received in preparation for
hospitalization is assessed to develop an effective teaching
plan. The child's perception of events to come is elicited, if
possible, and verbalization of fears and questions is
encouraged. Fears of unknown aspects of illness and critical
care are addressed by providing accurate, concrete, and
scientific descriptions of the illness and its treatment.
Because school-age children may be disturbed by unfamiliar
body responses, these too are explained in scientific terms.
An explanation and a rationale for procedures assist
school-age children to maintain self-control and are important even when verbal or physical interaction is prevented by
illness or its treatment. School-age patients in the PICU are
likely to hear and appreciate explanation of what they are
experiencing, even if unable to participate in discussion. As
recovery occurs, children are encouraged to verbalize
concerns and ask questions. Misinformation or misunderstanding is corrected with complete, truthful information
provided in a caring and supportive manner.
School-age children are accustomed to external appraisal
of their accomplishments and are supported in coping with
the PICU environment when they receive praise. Positive
feedback is a primary intervention with school-age children
in the PICU; it builds self-esteem and encourages selfcontrol. Praise is offered for efforts at cooperation, self-care,
and participation in procedures or treatments. Providing
opportunities for success several times daily gives the child
a sense of accomplishment. Regression is tolerated without
negative comment or criticism, and the child is reassured
that crying or fearfulness is not unusual when someone is
very ill.
Physical restrictions are limited to those imposed by
illness, as well as those necessary for safety, because
school-age children usually cooperate. Thorough preparation for procedures and treatments may limit the amount of
restraint necessary. When actively held down for a procedure, the school-age child may abandon all attempts at
self-control and cooperation. During recovery, quiet activities are enjoyed, but creative outlets for frustration normally
discharged in physical activity are also needed.
School-aged children can direct procedures, participate
in self-care, and make decisions regarding their care to
mitigate the negative aspects of enforced dependence as
soon as they are physically able. Children age 7 years or
older, in the stage of concrete operations, are able to assent
(agree or concur with a decision made by others). Maturation through the school years increases knowledge, understanding, and competence, preparing children by about age
10 to dissent (disagree and withhold assent). Dissent should
be taken seriously when the child displays sufficient
knowledge and understanding of the illness and its treatment. Additional discussion, at a minimum, is necessary
when school-age children indicate disagreement with their
treatment plan. Involving children in healthcare decisions is
not without practical problems, including determining
competence and cognitive development, legal ramifications,
and potential conflict with parental rights 33 .34
If hospitalization is lengthy, peer relationships within the
hospital setting are fostered. Provision for continuing
schoolwork is also important during lengthy hospitalization.
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THE ADOLESCENT (12 TO 21 YEARS)
Developmental Characteristics
of Adolescents
Adolescence begins at approximately 12 years of age and
ends when the child is independent of the family. Physical
growth, which once marked the end of adolescence, is
complete at about 18 years of age. Cognitive, emotional, and
social development are considered to extend the period of
adolescent Iife until the emancipation of an independent
young adult. Table 2-7 provides a summary of adolescent
development.
Physical growth increases significantly during adolescence. Around puberty, both boys and girls attain the final
20% of their mature height. At 18 years, nearly all growth is
complete. Growth is typically uneven, with the legs
lengthening first, followed by broadening of the thighs and
then the shoulders, and trunk growth occurring last. Lack of
coordination is often evident, resulting from uneven growth.
Sexual maturation is generally not completed until 20 or 21
years of age. The hormones produced by the ovary and
testes are the consequence of hypothalamic and pituitary
secretion and are responsible for the development of the
secondary sexual characteristics. Tanner36 described and
labeled these stages as guidelines to the progression of
normal development.
Piaget 5 describes the cognitive development of the
adolescent years as a progression and reconstruction of concrete operations to a new level called formal operations.
With formal operations, adolescents can imagine possibilities, form and test a hypothesis, and interpret the results.
Unexpected results are not as confusing as they are to
school-age children because the adolescent has considered
several possibilities. Adolescents are able to mentally
reverse a sequence of events to understand why something
has happened. Piaget 37 notes that in addition to the ability
to form hypotheses and the capacity for deductive reasoning, adolescents' thought processes become more flexible, and new problems stimulate the use of previous
learning.
As adolescents contemplate the future, they construct
ideals, sometimes leading to a critical view of the adults
around them. Their ability to think about thinking leads
to introspection, accompanied by a resurgence of egocentricity and preoccupation with self. Adolescents believe that everyone is observing their appearance and
behavior, noting their flaws, and taking measure of their
assets. Teenage egocentricity also leads adolescents to
consider their experience as unique. They accuse adults
of lack of understanding, believing that no one has ever
been through what they are experiencing. Egocentricity
diminishes by late adolescence as young adults discover
that although they are individuals, their experiences and
emotions are not unique. The audience teens once believed
was watching fades, enabling them to act and react
genuinely.
Erikson 22 described the central task of adolescence as the
development of identity, with role confusion the possible
negative outcome of unsuccessful teen social and emotional
development. Formal operations permit the internalization
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Early Adolescence
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Middle Adolescence
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Early adolescence: a period of transition from
concrete to formal operations

• Formal operations (II years on)
Logical reasoning based on deductive logic
Able to consider the hypothetical and abstract;
understand symbolism
Problem analysis is systematic
• Can think about past, present, and future
Pure thought independent of action
Develops strong idealism
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Identity vs. role diffusion
Sense of identity is established through
experiences that build self-esteem and
foster independence
Fidelity is realized
Moves toward heterosexuality, selects
vocation, begins separation from family
Emergence of independence from family; peer
group provides important social support
Interest in sexuality
Fears: Adopt an "it can't happen to me" attitude
Death 23 : Differences between the adolescent and
adult reaction to death
Death viewed only as a remote possibility
Period of rapid change; varies regarding timing
and between sexes
Girls gain 7-25 kg (15-55 pounds)
Girls grow 5-20 cm (2-8 inches)
Boys gain 7-30 kg (15-65 pounds)
Boys grow 10-30 cm (4-12 inches)
Puberty onset for girls between 8-10 years and
for boys usually 10-12 years
Menarche at 10,5-15 years, with ovulation
occurring 6-12 months later

Major task is achievement of sexual identity
Preoccupation with self
Increased interest in member of the
opposite sex
Engages in some sort of sexual
experimentation

• Fears/death: potential for loss of control is
predominant
Fears death

Consolidation of formal operations, which
allow planning for the future
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Intimacy vs, isolation
Intimacy and solidarity are established in
close, shared relationships
Love is realized with individuals of the same
and the opposite sex
Creativity and productivity are achieved
Major task is identification of an occupational
identity

Fears/death: understands death as a final and
universal experience that is intensely personal
Capacity to think about the future allows
consideration of impending death
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Review immunization status: hepatitis B required
after 1992; many adolescents are not
immunized
Adolescents are the highest-risk group for nearly
all sexually transmitted diseases (STDs)"
Sex education: anatomy and physiology, sexual
activity, contraception, prevention of
STDs and acquired immunodeficiency
syndrome
Encourage discussions about drugs, smoking,
and al,cohol
Provide feedback and reassurance about assessment findings; emphasize normalcy
Ensure privacy during examinations and
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Sex education should include discussion about
sexual intercourse and contraception
Discuss substance abuse because often increased
exposure with dating
Discuss use of seat belt because many are
driving

Provide specific, detailed, accurate, and scientific
information about events and procedures
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of self-image, self-concept, or identity. Potential sources of
confusion are the rapid body changes that the adolescent
undergoes and the reality of the future and adulthood, with
the accompanying loss of the comfortable familiarity of
childhood.
Peer alliances formed in early adolescence ease the way
toward comfort with their own bodies for young teens.
Joking and teasing about voice changes or discussing
menstrual cramps assure most adolescents that their experiences are normal. However, the invariable comparisons
with those around them may produce anxiety in those who
develop slightly earlier or later than the majority of the peer
group.
Peer relationships help the adolescent avoid role confusion. Peer alliances are firmly established in middle
adolescence, but early in the adolescent years, changes in
groups of friends, as well as the accepted style of dress and
manner of speech, are common. Once established, the peer
group provides a sort of safety net for teens trying out social
roles and behaviors. In fact, isolated or disconnected teens
may appear self-reliant but are likely feeling that they have
no one to depend on or trust and must insulate themselves
because their emotional pain is too much to bear.3 8 The
sometimes violent and traumatic world may be a personal
reality for some teens, whereas it is an existential truth for
others. Strategies to deal with its reality in either circumstance are a necessity for effective intervention with
adolescents. By late adolescence, the peer group naturally
diminishes in importance, and roles and behavior are
individually determined.
Independence from parents and family assists adolescents to develop their individuality and identity. Early
adolescents have incorporated the values and standards of
their parents, usually viewing them as role models and
accepting their authority. However, adolescence is a progressive test of parental limit setting as more and more
independence is demanded. Some adolescents engage in
rebellious behavior. Middle adolescents also often confide in
an adult other than one of their parents, limiting the
influence parents exert as their adolescent progresses.
Consistent and trustworthy adults who value adolescents
and what they have to say may help them to establish
connections and trust. 38 Older adolescents may return to
parents for consultation, once they are secure outside the
home when parents are no longer seen as a threat to
independence or autonomy. Parents and their children
ideally develop an adult relationship across the years of
adolescence.

Impact of Hospitalization
Critical illness during adolescence is a potentially serious threat to the successful transition from childhood
to adulthood. Young adolescents are less troubled by
enforced dependency and better able to permit their parents
and others to care for them. Middle adolescents (15 to 17
years of age) tolerate illness the least well because
their drive for independence is at its peak. Young and

middle adolescents experience anxiety related to physical
appearance, function, and mobility when ill. Older adolescents have often achieved sufficient maturity to tolerate
some temporary dependence and are individually secure
enough to use their families for support. Older adolescents
fear that illness will disrupt their career and other future
goals. All are distressed by disruption of their usual
lifestyle. Fear of death is perva~ive across the adolescent
years.
Like adult patients, an adolescent ill enough to require admission to a PICD will manifest an emotional
response. Anxiety and fear are usual emotional responses
to critical illness and intensive care. Adolescents realize
there is a danger of death. Anxiety may be evidenced by
agitation, excessive verbosity, or complete withdrawal.
High anxiety is not tolerable, usually resulting in some
degree of denial, which is indicated by withdrawal or
regression. When illness and intensive care are prolonged,
anxiety is often followed by despondency and depression.
Some adolescent patients deal with stress and depression
by constant talk, whereas others withdraw. Serious illness
requiring lengthy critical care is also associated with
disorientation.
Withdrawing from contact with others may also indicate
feelings of depersonalization. Adolescents in the PICD are
isolated from their important peer associations and activities
and are at high risk for such feelings. Staff communication
about personal topics within earshot of the adolescent is
particularly distressing because it also depersonalizes the
individual. Individual identity is threatened, particularly if
the adolescent needs to communicate with staff. Adolescents
may be embarrassed by overhearing details of the personal
lives of staff who are caring for them.
Separation from home and family is usually tolerated
without distress by adolescents who require hospitalization.
Separation from the peer group, however, causes significant
anxiety. Illness and hospitalization are clear deviations
from the accepted group norm. Adolescents feel deprived
when separated from their peers and are threatened by
potential loss of status within their social groups, particularly if they have achieved leadership status and must
relinquish that position. The absence of peer acceptance
and approval may threaten emerging individual identity.
Separation anxiety may be evidenced by withdrawal,
uncooperativeness, and ambivalence about visitors, especially family members. Defense mechanisms may mask the
verbal acknowledgment of the importance of peers or
family because the adolescent is adept at intellectualization
and rationalization.
Chronic illness ties adolescents to their familiesphysically, emotionally, and financially. Some respond with
active rebellion, whereas others are passive and overdependent. The chronically ill adolescent in the PICD may react
to separation from the family more intensely than others.
The stress of critical illness may delay progress at leaming
to manage a chronic illness independently, a vital transition
for the chronically ill teenager. Regressed behavior is not
uncommon among chronically ill adolescents who may, for
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example, want their parents to stay with them until they fall
asleep. Critical illness may exacerbate overdependency, but
when survival itself is questioned, independence is a lower
priority.
Adolescents generally adapt to brief interruption of their
typical routines without difficulty but are threatened by the
possibility that their lifestyle may be permanently altered.
Anxiety results from the fact that seriously ill adolescents
can do little to exert control over the events happening
around and to them. Routines for every aspect of life are
altered and controlled. Loss of control of daily routines
forces dependency on an age group struggling for independence. Fear of unknown events and procedures in the critical
care environment is stressful. For some, the uncertainty of
treatment efficacy and eventual recovery is even more
significant, heightening anxiety. Serious illness forces adolescents to reexamine their present and future lifestyle, as
well as their potential for adult fulfillrnent.
Adolescents are unlikely to be unduly anxious about brief
periods of immobility or limited physical restrictions. Most
procedures do not require restraint if the adolescent is aware
of events that will occur and is sufficiently cognizant to
cooperate. Immobility that persists beyond a brief period or
repetitive procedures may cause distress for even the most
resilient adolescent. Adolescents facing lengthy immobilization often are angry and aggressive during the early stages
of dealing with their illness or injury. Withdrawal and
depression often follow, particularly when dependence on
others is necessary. Enforced dependence, and the concomitant depersonalization experienced by adolescents, may
result in episodes of resentment, anger, and acting out from
an otherwise withdrawn teenager. Loss of productive roles
contributes to feelings of depersonalization and may exacerbate depression or anxiety.
Critical illness or injury permits adolescents to temporarily release self-control to others. However, if recovery
does not provide opportunity for reexerting control, most
adolescents demonstrate distress. For example, overly rigid
hospital routines or regulations are likely to result in
resentment, anger, and hostility as adolescent patients
protest the alterations in their usual lifestyle.

Developmental Care
Like adult patients, adolescents require orientation to their
environment, as well as to date and time. Some relief of
anxiety and distress is provided by verbal explanation of
what is happening, how it is anticipated to feel, what it will
accomplish, and how long it will last. Even when patients
cannot communicate, explanation is reliably provided.
When adolescent patients are able to communicate, they are
encouraged to verbalize questions and concerns. Some may
need their caregivers to broach the topics of anxiety, fear, or
feelings of sadness to begin to express their own concerns.
Positive reassurance can be therapeutic. Pharmacologic
management of anxiety and psychiatric consultation may be
indicated for adolescents who have marked emotional
reactions in the PICU.
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Assignment of consistent caregivers for adolescent patients in the PICU can mitigate some of the depersonalization and dependence experienced by teenage patients. Trust
is established, and a personal, but respectful, relationship
develops, providing an atmosphere for optimal recognition
of individual identity. Most adolescents strive to regain
self-control and independence after serious illness.
Mitigating the stress associated with separation from
peers and family members is accomplished by ensuring
contact with parents and liberal visits from siblings and
friends, particularly if an adolescent has a prolonged PICU
stay. Peer visitation is a significant event for these patients.
As progress occurs throughout adolescence, teenagers
develop the cognitive skills necessary for informed consent
for treatment and procedures. The stage of formal operations
encourages a sense of internal control and recognition that
decision-making authority about events in an individual's
life should lie with the individual. Informed consent requires
that adolescents receive sufficient information, comprehend
it, and voluntarily consent. Adolescents are assured opportunities to exert control over decisions regarding their
treatment regimen.
Adolescents need to express frustration via physical
activity. Innovation is necessary to develop ways for
adolescents to move out of bed and around the unit as they
recover from serious illness. Physical and occupational
therapy are encouraged to build independence, strength, and
mobility during recuperation. When serious or chronic
illness prolongs limited mobility and dependency, some
adolescents regress because the need to be cared for
outweighs the need to be independent. When immobilization is the permanent consequence of illness or injury,
significant adaptation is required. Long-term rehabilitation
deals with the emotional aspects of this life change, as well
as its physical consequences.
Setting flexible limits and encouraging participation in
self-care as adolescents recover restore a measure of control
over daily routines. Adolescents are also provided opportunities to participate in setting goals, planning their care, and
choosing options to promote self-control and independence.
Feelings of depersonalization are avoided when the staff
attends to the emotional needs of patients with the same
energy and commitment demonstrated in the intense care of
physical needs. Willingness to talk and listen to patients and
know them as individuals is essential.

THE CHRONICALLY CRITICALLY ILL CHILD
Advances in pediatric critical care continue to result in
decreased mortality and increased survival of infants and
children who require repeated, sometimes prolonged, PICU
admission and depend on technology for survival. Children
who are ventilator dependent, have significant neurologic
impairment or neuromuscular disease with respiratory
complications, and are seriously, but chronically, ill are
often transitioned from hospital to home or long-term care
setting after a prolonged PICU hospitalization. Improved
management of resuscitation, acute injury, and rehabilitation
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technology and the development of improved technologies
have resulted in a rise in the number of chronically ill
children at home and in school requiring technology. The
Presidential Task Force on Technology Dependent Children 39 reported in 1988 that some 2300 to 17,000 children
in the United States were dependent on ventilators, parenteral nutrition, intravenous medications, or other respiratory
or nutritional support.
Children who require lengthy PICU admission are often
the sickest and youngest patients. Feldman and coworkers4() examined the incidence and cause of hospital stays longer than 30 days among children less than
3 years of age. They reported that although only 2% of
the inpatient population required such lengthy hospitalization, their hospital stays represented 23% of the
patient days for children from newborn to 3 years and
II % of the total patient days for children of all ages.
Chronically ill children and their families present special
issues for the PICD care team. The social and emotional
needs of these children and their families are complex, as
their life experiences are distorted by prolonged
hospitalizations.

Impact of Chronic Illness on the Family
Chronic illness affects many aspects of family life: cognitive, social, emotional, behavioral, and financial. Chronic
illness increases obligations, tasks, commitments, and expenses for the family. Chronically ill children may cause
anxiety and confusion in social situations when others are
uncertain how to interact with the child or family. Families
with a chronically ill child strive to lead a "normal" family
life. They must actively reconstruct family life following the
diagnosis of a child's chronic illness, engage in parenting
activities and family routines, and interact with others from
a perspective that permits normalization. 42 Normalization is
complex as it changes and evolves with family situations,
processes, and developmental transitions. Parents may have
feelings of guilt, blame, and personal grief because of their
child's illness. The grieving process may be exacerbated or
reactivated by new medical issues or developmental transitions, such as starting school. Hospitalization often brings
renewed or additional sadness. Mastering guilt and grief is
necessary for each parent's emotional well-being, influences
the self-esteem and emotional development of the chronically ill child and siblings, and affects the normalization of
the family.

Impact of Chronic Illness on the Child
Chronic illness influences the cognitive, social, emotional,
and physical development of children. The diagnosis,
symptoms, treatment, and prognosis are factors influencing
the impact of a specific illness on an individual child. All
face separation from their families, home, school, and other
familiar environments when hospitalized. The critical care
experience is unlikely to provide a developmentally nurturing environment. Although all critically ill children adopt
the "sick role" and display illness behaviors; children with
chronic illness are unable to fully recover and discard the
sick role.
Chronic illness shapes a child's foundation and limits
developmental opportunities at every age. During infancy,
repeated hospitalizations may interfere with the parentinfant attachment and acquisition of trust. For chronically ill
toddlers and preschoolers, acquiring autonomy and initiative is difficult as illness erects barriers to independence.
Preschoolers who are chronically ill are aware that they are
different from their peers. By school age, parents describe
chronically ill children as lacking skills for social interaction, self-care, and compliance, often exhibiting aggressive
and self-destructive behaviors. 41 School is often a source of
stress for these children rather than an environment in which
they thrive because academic and social progress is interrupted by their illness. Peers are often unsupportive, if not
unkind. Chronically ill adolescents may react to separation
from the family more intensely and experience an increased
dependency on their families as their peers are achieving
independence. The stress of critical illness may delay
progress at leaming to manage their illness, which is a vital
transition for the chronically ill teenager. Adolescents may
be blocked from establishing independence and forced to
consider limitations on social, educational, and vocational
plans.

Impact of Critical Care
The potential for distress is high when an acute illness
necessitates intensive care for the chronically ill child.
Critical illness may negate family efforts at normalization.
Managing uncertainty and stress is the new priority.
Chronically ill children in the PICD require a supportive
environment that will protect the family and child's growth
and development. For the technologically dependent child,
prolonged hospitalization requires multidisciplinary team
intervention. An identified primary physician and nurse
coordinate the efforts of the multidisciplinary care team and
facilitate communication. These individuals are primarily
responsible for identifying specific family and patient needs
and formulating comprehensive plans to facilitate achieving
desired outcomes.

Developmental Care
Environmental factors in the PICD affect care of long-term
or chronically ill patients. Ongoing evaluation of the need
for critical care for the chronically ill child is crucial because
the care of these children should be deescalated as soon as
possible. Jansen and associates 43 contend that a change in
the philosophy of care for chronically ill patients who are
medically stable is necessary to optimize psychosocial
and cognitive development of both the patient and the
family. Many PICU staffs face caring for alert, active
children with normal intelligence in the midst of the hectic
critical care setting because the PICD may be the only unit
equipped to care for ventilator-dependent children. To
minimize the exposure to the harshness of the environment,
the child may be located in a corner, by a window, and
away from heavily traveled areas. Plugging electrical
outlets, removing sharp objects and possible hazardous
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equipment, and devising play areas in the child's bed space
or room provide safety and may enhance cognitive
development as these children have greater freedom to
interact with their environment. 43
Regression to an earlier and safer period of development or lack of developmental progress are common
responses to the demands of a chronic illness. Critical
illness further necessitates some degree of regression,
but motivation for developmental progress may be nearl y
nonexistent for chronically ill children even during
recovery. Exclusion from activity, learned inferiority,
and nonacceptance take a toll on the emotional well-being
of children who are chronically il1. 44 Table 2-8 lists
responses commonly identified among chronically ill children and the needs that typically underlie each response.
Critical care staffs who consistently meet those needs offer
an opportunity for chronically ill children to adapt and
progress.
As the number of advanced practice nurses (APNs)
practicing in the PICD continues to increase, assignment of
chronically ill children to their caseload ensures continuity
of care. Developmentally supportive care is enhanced
through multidisciplinary involvement coordinated by the
APN. Patient care conferences with involved disciplines
permit planning a daily schedule and supporting routines.
Needed changes in the schedule are accommodated, as
occurs in the outpatient or home setting.
Federal law (PL 99-457) and state regulations provide
infants and children requiring prolonged hospitalization
with eligibility for early intervention programs that may
commence during hospitalization and for schooling. Consultation with child life specialists, social workers, and
psychologists may lead to services that benefit chronically
ill or disabled children and their families as they transition
to home and the community.
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2·8 Responses to Chronic Illness .
From Children
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TABLE

Child's Needs

ar
rightened of everything
xaggerated normal fears
J~W friends
'ves up easily

ntasy
reates imaginary world
scapes undesired
, thoughts
eglects real needs
elpless, dependent
one
visibility
nobtrusive
. different, passive
ithdrawn
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ppears happy
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eeps a distance from
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Self-confidence
Independence

Reality
Problem-solving skills

Security
Structure
Encouragement
Express anger, sadness
Closeness
Independence

verinvolvement in Medical Care
loaf, rigidly
Express anger, depression
independent
Normal peer relationships
ept at medical jargon
erbally assertive
leases others
.endships with healthcare personnel

Family Care
Families are an asset and source of support for chronically
ill children in the PICD. However, parents of chronically ill
children often experience conflict with staff members during
their child's hospitalization. According to Anderson,45 70%
to 90% of illness episodes in chronically ill children are
managed at home, outside the formal healthcare system.
Parents are knowledgeable and skilled in providing their
child's care, sometimes providing care more often within the
scope of professional healthcare practice. Clearly, these
parents are capable of assessing and making some management decisions for their children. PICD staff may feel
threatened by such parental knowledge and parents' expectations for complete and accurate information about their
child. Parents of chronically ill children are often viewed as
excessively demanding by the staff in a busy PICD. Their
insistence on care performed in a manner they designate
may be viewed as inappropriate or even uncooperative.
Their emphasis on normal routines for their child may be
seen as unrealistic.
Modification of usual PICD routines, such as decreasing
the frequency of vital sign measurement and suctioning, can
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Reasonable expectations
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Encouragement, praise
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~pata from Siemon M: Patterns of impairment: cognitive/emotional. In
mll~.ose MH. Thomas RB, eds: Children with chronic conditions: nursing
~u!it a family alld cammullity COil/ext. Orlando, Fla, 1987. Grune &
~tratton; Stevens M: Adolescents' perceptions of stressful events during
IosPi,aliza,ion, J Pediatr Nurs 1:303-313, 1986.
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Family Power Resources Model
Interventions
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~--

1iIPhysical Strength and Reserve
t.,tiF.. amily physical functioning, strength of the marriage. strength
~. of slbhng support, health of the family system
~tJ:>sychologic Stamina
t.psychologic strength and resiliency of individual family
~.I-: members and the family system

Recognize coping skills
Support maintenance of "normalcy"
Promote family involvement in child's care
Promote parent/child control
Encourage family sharing of the child's illness
Divide and share family tasks
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~lSupport Networks

~..significant others in the community. parent groups, social
)It,;:,;,,

•

lfT. services
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Identify sources of strength
Maximize support systems

y~nergy

-~~ apacity to do work
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realistic view of the child's situation
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ur:

Ensure adequate nutrition, rest, equitable distribution of labor
Provide detailed, up-to-date information
Provide question-and-answer sessions

,jl

J

otivation

.1· ·.
f

~. piritual or philosophical orientation that overcomes inevitable

~.· l osses, maximizes potential, and develops positive self-esteem
F

Provide support
Recognize achievements
Focus on the present
Support family decisions

;!Adapted from Ferraro AR, Longo DC: Nursing care of the family with a chronically ill, hospitalized child: an alternative approach, Image J MlTs Sell
-7:77-81, 1985.
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be negotiated with families and home routines incorporated
in the plan of care for chronically ill children. Daily
communication with the families by a hospital staff member
is essential. Ferraro and Long046 described a model of
family power that increased coping and adaptation with
chronic, disabling illness in a child. Table 2-9 summarizes
components of the model and suggest~ interventions with
families while their chronically ill child is hospitalized.
Nurses who must balance the demands of physiologically
unstable patients and the expectations of parents of chronically ill children may need an opportunity to participate in
patient rounds and care conferences to optimize the plan of
care for long-term patients.

DEATH IN THE PEDIATRIC INTENSIVE
CARE UNIT
The death of a child is not an uncommon experience in
pediatric critical care. Knowledge of the experiences of
tenninally ill children, the responses of parents and siblings
to the death of a child, and the process of bereavement guide
practices in the PICU.

Development of Concepts About Death
Children learn about death through the course of regular
life events. Children younger than 2 years of age have little

awareness of death. Between the ages of 3 and 5 years,
death is usually thought of as temporary and reversible,
like sleep. Although death is seen as departure, those who
have died are thought of existing in some other place, most
often in heaven, and are attributed with life processes,
actions, and thoughts. There is lack of realization of its
finality. Often these young children associate death with
old age.
School-age children gradually move toward the concept of death as pennanent and irreversible when they
gain firsthand experience and exposure to death. Death
is most often identified with the dead object; the process
of dying remains elusive. Death is linked to external
forces and violence or associated with illness and old
age. Because death is recognized as a source of sadness,
it is also considered dangerous, scary, or mean. Near
the end of the school years, children who are 10 to
12 years old recognize that death is universal and final
and that death happens to all living things. The process
of dying is identified and associated with pain and
suffering. Death is fearful and brings feelings of sadness
and loneliness.
Adolescents develop an understanding of death similar to
adults. Death is the final and universal experience of all
living things but is also an intensely personal experience.
The capacity of adolescents to think about the future allows
them to consider impending death, thereby increasing its
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impact. Periods of rapid physical and emotional change
during adolescence are often periods of vulnerability to
fears about loss. Adolescents are especially fearful about
death.

Talking to Children About Death
Terminally ill children come to know that they are dying,
although no one may directly inform them. Often they
conceal this information from their families and from
healthcare personnel. Because children do not often tell
what they know or ask questions about what will happen to
them, some adults believe that children do not know that
they are gravely ill. If they do, adults believe that children
do not want to talk about it or that they are silent because
they sense the reluctance of the adults around them to
discuss the situation. Children interpret the behavior of
others, especially those they trust, in their view of themselves. They are adept at identifying inconsistencies between verbal and nonverbal messages. Tearful, anxious
parents and staff members who speak in hushed voices come
to have meaning across time and with experiences in
healthcare settings.
Evidence that children are knowledgeable about death
does not ease the task of talking with them about their
own impending death. Few guidelines are available.
Children who are dying need to share their knowledge, and
they need to have their parents with them. Terminally ill
children conceal their knowledge of their prognosis from
their parents, leading to the conclusion that their need for
parental closeness is greater than their need to talk about
dying. However, their preoccupation with death is evidenced in their play and art, in avoidance of conversation
about the future and concern that things be done immediately, in anxiety, and in acting ont or withdrawing from
others to establish emotional distance. Children do share
their knowledge if given the opportunity. They talk with
those adults who listen to them carefully, taking cues from
the child and answering only what is asked on the child's
terms. Parents and healthcare professionals are guided by
this principle.

Application in the PICU
Some patients in the PICO may be physically and neurologically able to talk with parents and caregivers. Discussion
with them is particularly important if, for example, an
aggressive treatment plan is considered. However, many
children in the critical care unit are too ill to participate in
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discussion. Death most often occurs only after aggressive,
lifesaving interventions have been attempted and ultimately
are deemed futile. Death is unavoidable and imminent,
expected within moments or days, and aggressive interventions no longer appropriate.
Families and caregivers may not know what to say to
these children. They have no way of knowing with certainty
whether terminally ill children can hear or understand. Some
parents continue to talk with their unconscious children,
often acknowledging that the child is dying and that they are
saying good-bye. Caregivers can follow the parents' lead in
talking with children who are dying in the PICU. Caregivers
may also show an example of such behavior to parents who
may need unspoken permission to continue to interact with
their dying child.
When aggressive intensive care is discontinued, care is
directed toward maintaining the child's comfort and dignity.
Many tools among the personal and caring resources of
professional caregi vers can ensure humane care to dying
children and to their families. Ensuring cleanliness and
comfort, providing pri vacy, and speaking with the child are
only a few examples. Dying children, if they are able,
maintain some sense of control by choosing care or
therapies that enable them to make each day as comfortable
as possible. Pain control is a priority because fear of pain
with death is common among children and is a worry for
parents of dying children. Parents are logically the individuals who also benefit from participating with or for their child
in care that ensures comfort. Parents may perform caregiving tasks if they wish for this sort of physical closeness to
their child.

Helping After a Child's Death
Parents may need practical assistance with making funeral arrangements and contacting their extended families. They also face the sizable task of talking with their
other children. Siblings are best told about the death as
soon as possible in clear and truthful terms. A parent or
another trusted adult share information, as well as their
feelings of sadness, in a controlled manner. Some parents
find books that describe talking to children about death
helpful or are assisted by books written for children. Others
may find community support groups, such as Compassionate Friends or the Candlelighters, beneficial in the
bereavement process. Programs established in the PICU for
families who lost a child in death, institutional memorial
services, and the like are beneficial for families and
caregivers.
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