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The purpose of this study was to assess parental and medical staff perceptions of 

the  implementation  of  familycentered  care  during  the  surgical  process  at  a  pediatric 

hospital. Both children and parents experience hospitalization as a stressful process often 

characterized by painful, frightening medical procedures, interactions with strangers, and 

a  loss of  control  and decisionmaking abilities. Medical  staff members  can play  a vital 

role  in  alleviating  parental  distress  by  providing  clear  and  consistent  communication, 

support,  and  collaboration  with  parents  throughout  their  child’s  hospital  care  and 

recovery. Therefore, this study specifically sought to examine parental and medical staff 

members’ perceptions of  the provision and  importance of  three  types of  social support: 

informational,  emotional,  and  instrumental.  This  study  also  sought  to  examine  the 

relationship between parental perceived provision and  importance of social support and 

parental  perceived  stress.  Qualitative  questions  were  utilized  to  gather  additional 

information  regarding  parents’  and medical  staff members’  experiences  throughout  the 

surgical process.  

The sample for this study included 117 parents of surgical patients and 51 medical 

staff  members  (nurses,  surgeons,  and  anesthesiologists)  at  a  pediatric  hospital  in  the 

southwestern United States. The quantitative data were analyzed using MannWhitney U 



  v 

Tests, KruskalWallis Tests,  and correlational  analysis. Qualitative data were examined 

to identify major themes that have supported and contrasted with the quantitative results. 

The  findings  of  this  study  revealed  statistically  significant  differences  between  the 

perceived  provision  and  importance  of  social  support  types  among  participant  groups. 

Results  also  indicated  statistically  significant  associations  between parental  perceptions 

of  the  provision  and  importance  of  social  support  type  and  parental  perceived  stress. 

These  significant  findings  serve  to  inform care  for  families during  the  surgical  process 

and guide future research in this area. 
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Chapter One: Introduction 

Hospitalization is a stressful process for patients and family members alike 

(Aldridge, 2005; Callery, 1997; Obeidat, Bond, & Callister, 2009; Seideman, et al., 

1997). For pediatric patients, hospitalization is often characterized by painful, frightening 

procedures, unexpected interactions with strangers, and loss of control and decision-

making abilities (Hunsberger, 1989; Meyer, Snelling, Myren-Manbeck, 1998; Seideman 

et al., 1997). Similarly, parents experience a variety of stressors including alterations to 

their parenting role, uncertainties regarding their child’s condition, observing changes in 

their child’s appearance and behavior, and limited understanding of information provided 

by medical staff (Miles & Carter, 1982; Rennick, 1986). Such stressors are often quite 

disruptive to the family system (Gladding, 2002). 

Stress experienced by patients and family members can often be alleviated by 

increased knowledge regarding medical conditions and procedures, increased 

participation in the hospitalization process, and increased social support from medical 

providers (Hunsberger, 1989). Many hospitals have strived to institute family-centered 

care, an approach to the planning and delivery of hospital care involving increased 

collaboration among medical providers, patients, and family members (Bell, Johnson, 

Desai, & McLeod, 2009; Institute for Patient and Family-Centered Care, FAQ Page, 

2010; Lewandowski & Tesler, 2003). This approach enables parents and family members 

to maintain a central role in the care provided to a child and can serve to alleviate the 

stress and confusion often experienced by families with hospitalized children (Peterson, 

Cohen, & Parsons, 2004). Parental and family participation are often not only encouraged 
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in program planning and evaluation, but also in advisory committees and key hospital 

committees (Bell, Johnson, Desai, & McLeod, 2009). Although several hospitals and 

healthcare systems across the United States have made a commitment to implement the 

principles of patient and family-centered care, this model of care is a fairly recent 

phenomenon, which has gradually reshaped healthcare since the 1970s (Frazier, Frazier, 

& Warren, 2010).  

The family-centered care approach began to emerge after the 1950s, as medical 

professionals believed parental presence negatively impacted pediatric care provided in 

medical settings (Shields, 2010).  Pediatric hospital policies and provision of care for 

patients and families were examined as professionals began to question the impact of 

limiting visitation for parents (Lewandowski & Tesler, 2003). Hospital visitation 

restrictions were common as parents and family members were considered visitors. 

Preparing children for medical procedures was not a priority for medical staff and parents 

were not encouraged to participate in their child’s care (Bell, Johnson, Desai, McLeod, 

2009). Florence Blake, a prominent pediatric nurse, was at the forefront of the movement 

toward patient and family-centered care in the 1950s. In her book, The Child, His Parent, 

and the Nurse (1954), she presented the advantages of establishing a partnership between 

parents and nurses in pediatric healthcare. However, approximately a decade passed 

before members of the medical community began to attend to the effects of parent-child 

separation during hospitalization (Lewandowski & Tesler, 2003). Medical providers 

began to realize that health outcomes would improve if parents were granted unrestricted 

visitation hours (Bell, Johnson, Desai, McLeod, 2009). The move toward increased 
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inclusion of parents in their child’s care was a gradual process, which began when 

mothers were allowed to remain with their child for longer periods of time and were 

eventually permitted to stay overnight (Lewandowski & Tesler, 2003).  

Child-life services emerged in the 1970s and began introducing alternate methods 

of pediatric hospital care (Bell, Johnson, Desai, McLeod, 2009). This was followed by 

the development of the Association for the Care of Children’s Health (ACCH) in 1965, 

an organization dedicated to improving healthcare for children (Bell et al., 2009). Since 

that time, the family-centered care movement has grown and gained momentum 

facilitated by legislation in the fields of education, family support, and healthcare, the 

development of the Institute for Patient and Family-Centered Care, and the promotion of 

family-centered practice by professional organizations such as the Society of Pediatric 

Nurses (Bell et al., 2009). More recently, Healthy People 2000 and Healthy People 2010 

published by the U.S. Department of Health and Human Services emphasized the need 

for family-centered care to become the standard of care for children with special 

healthcare needs. 

Although the literature indicates that family-centered care practices increase 

parental satisfaction regarding the hospitalization experience and improves parents’ sense 

of competence and confidence regarding providing care for their child, research has 

simultaneously documented that nurses often believe that parental involvement may 

impede patient care, increases work stress, and is not a job requirement (Bratt, Broome, 

Kelber, & Lostocco, 2000; McGrath, 2001). To date, most family-centered care research 

has focused solely on nurses (Neal et al., 2007) and neglected the views of other medical 



  4 

providers. In addition, while past research has also examined the role and benefits of 

family-centered care in neonatal intensive care units and pediatric intensive care units 

(Bruns & Klein, 2005; Frazier, Frazier, & Warren, 2010; Harbaugh, Tomlinson, & 

Kirschbaum, 2004), but few studies have explored the implementation of this approach 

on a pediatric surgical unit. Therefore, the present study seeks to fill a gap in the literature 

by examining parental and medical staff members’ perceptions of the implementation of 

family-centered care throughout the surgical process at a pediatric hospital in the 

southwestern United States.  

In the proposed study, family-centered care is captured by examining perceptions 

of three categories of social support; emotional, informational, and instrumental support. 

Although measures assessing parent satisfaction in pediatric hospitals are available, 

particularly involving care within neonatal and pediatric intensive care units, no current 

measure is specifically tailored to the surgical process. As a result, the researcher 

developed a primarily quantitative measure to assess parental and medical staff member 

perceptions of the importance and provision of social support by providers during a 

child’s surgery from the pre-operational to post-operational stage. Given that various 

factors can impact whether parents believe they have received sufficient social support, 

parental stress was assessed using a measure designed to capture parental stress levels in 

the Pediatric Intensive Care Unit. Qualitative data was also gathered from parents and 

medical staff members to enable both groups to share additional information regarding 

their experiences. 
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 The results of this study will provide the hospital medical staff and researchers 

with specific feedback regarding how their current model of healthcare is perceived by 

families of pediatric surgical patients. It is anticipated that this study will yield valuable 

recommendations for possible modifications of services provided during the surgical 

process and overall patient care.  
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Chapter Two: Literature Review 

IMPACT OF HOSPITALIZATION ON FAMILIES 
 
 Hospitalization is often a highly stressful experience for children and their 

families. Daily routines are disrupted, family members are forced to adjust to an 

unfamiliar setting, and strangers enter the parent-child relationship in order to provide 

care (Farrell, 1989; Moorey, 2010). Parents face the challenge of simultaneously juggling 

time away from work, care for the patient’s siblings, and home responsibilities (Ingersoll, 

1981). New surroundings, unfamiliar equipment, and frightening or painful procedures 

also heighten stress levels (Miles, Carlson, & Brunssen, 1999; Seideman et al., 1997). 

Ingersoll (1981) identifies three components of the hospital admission process that are 

often stressful for children and their families including: the social environment of the 

admission setting, the physical environment of the hospital unit where the child receives 

care, and the medical procedures the child undergoes upon admission.  

 Families feel most welcomed and at ease when the social environment of the 

hospital is characterized by warmth and acceptance. An inviting approach to care 

communicates to families that they are accepted and cared for, which eases anxieties and 

increases their level of cooperation (Hunsberger, 1989; Obeidat et al., 2009). On the other 

hand, a depersonalized approach to a family’s care may leave a lasting negative 

impression with families, which undermines their confidence in the medical staff and 

treatment provided (Baren, 2005; Foster, Whitehead, & Maybee, 2010). Optimal care is 

provided when families’ questions and concerns are welcomed by receptive medical 

providers. Environmental factors, such as the sights and sounds of the unit, may also 
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contribute to parental stress. Medical procedures that accompany a hospital admission 

can be quite unpleasant and frightening for children and families. Such procedures may 

include x-rays, blood work, obtaining blood pressure, temperature, and removal of 

clothing (Hughes & McCollum, 1994; Miles, Carter, Riddle, Hennessey, & Eberly, 

1989). If care aligns with a family-centered approach, an explanation of these procedures 

will be presented to the child in an age-appropriate manner. Parents will also be informed 

of what procedures are being implemented and how they may assist medical staff (Corlett 

& Twycross, 2006; Tomlinson, Thomlinson, Peden-McAlpine, & Kirschbaum, 2002). 

Parents will feel more at ease during their child’s hospitalization if they are introduced to 

the staff who will be caring for their child and become familiar with the facilities 

available to them (e.g., cafeteria, play rooms, family lounge, etc.) (Davidson, et al., 

2007). Parents should also become familiar with the hospital and/or unit policies that may 

affect them during their child’s admission (Ingersoll, 1981).  

CHILD STRESS DURING HOSPITALIZATION 

 Children experience a variety of stressors during their hospitalization including 

separation from parents and family members, discomfort and pain, unfamiliar events and 

environments, unclear expectations, and loss of control and decision-making abilities 

(Aldridge, 2005; Callery, 1997; Obeidat, et al., 2009; Seideman, et al., 1997). The 

unfamiliarity of the hospital setting and overall hospitalization experience is anxiety 

producing for children whose sense of security is reinforced by routines and familiarity. 

Children may feel confused as a result of their multiple interactions with unfamiliar 

providers and likely experience uncertainties regarding what is expected of them 
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(Ingersoll, 1981). A sense of frustration and loss is also common among pediatric patients 

as they learn to conform to a variety of limits such as restricted movement or an altered 

diet (Hunsberger, 1989).  

 Anxiety related to stress and uncertainties can often be alleviated by receiving 

care from parents in addition to preparation and education regarding the hospitalization 

setting and procedures (Hunsberger, 1989). Zurlinden (1985) noted that several factors, 

including perceptions of the event, the availability of social supports, and an individual’s 

coping skills, impact how the stresses of hospitalization affect children. Past literature has 

demonstrated that social support often serves as a buffer for the negative effects of stress 

(Brewin, Andrews, & Valentine, 2000; Ozer, Best, Lipsey, & Weiss, 2003). Children 

may experience increased stress as their typical sources of social support are altered 

during their hospitalization. The supports available to a child, in addition to the child’s 

age and coping strategies of the child and parents, impact how a child perceives and 

copes with the hospitalization experience (Hunsberger, 1989). Jay (1977) found that 

although children’s need for their parents increased during their stay in a pediatric 

intensive care unit, parents were often unable to provide needed support and assistance 

due to their own emotional state. Parental perceptions often shape how children assess 

and react to stressful events (Byrne & Hunsberger, 1989). Similar to their parents, 

children maintain a need for information, which impacts their responses and coping 

strategies. Parents who have received accurate information can better assist their children 

in adjusting to the hospitalization experience and understanding their surrounding 

environment. Informed, educated parents will provide more effective care for their 
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children than those who face an unfamiliar environment and lack knowledge regarding 

their child’s hospitalization experience (Baren, 2005; Leske, 2000). 

PARENTAL STRESS DURING CHILD’S HOSPITALIZATION 

 A variety of stressors are disconcerting for parents whose child is admitted to the 

pediatric intensive care unit. Parents tend to experience distress when separated from 

their child and are often concerned that they are not able to provide the same care for 

their child that they typically do (Miles & Carter, 1982). Additional aspects of their 

experience in the pediatric intensive care unit perceived as stressful include the child’s 

appearance (e.g., intravenous infusions, bruises), the child’s behaviors (e.g., agitation, 

confusion, pain), medical procedures, and staff communications and behaviors (Miles & 

Carter, 1982). Communication styles shared by medical staff are often characterized by 

technical jargon, sharing of information at a rapid pace, and lack of consistent 

information-sharing with parents regarding the progression of their child’s condition. In 

addition, staff may work in a rushed manner and appear apprehensive (Peterson, Cohen, 

& Parsons, 2004).  

 Research has revealed that a lack of information and fear regarding their child’s 

medical procedures can foster increased parental stress and anxiety. Johnson, Nelson, and 

Brunnquell (1988) conducted a study examining parent and nurse perceptions of parent 

stressors in a pediatric intensive care unit. Their results demonstrated that parents who 

did not feel that they were prepared by their physician or by a hospital tour for their 

child’s hospital admission exhibited significantly higher state anxiety scores on the State-

Trait Anxiety Inventory (STAI) than parents who considered themselves to be prepared. 
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Parents also experienced high stress levels when they lacked information regarding the 

diagnosis and its possible impact on their child’s future (Brunnquell, 1988). Visintainer 

and Wolfer (1975) implemented research examining the impact of a control condition and 

three experimental conditions on the adjustment of children and their parents hospitalized 

for an elective surgery. One of the experimental conditions was a stress-point preparation 

condition involving assessing parents’ understanding of medical procedures. Parents 

received specific information regarding the reason for the procedure, possible outcomes, 

and the roles of the parent, child, and medical staff. Parents involved in this condition 

exhibited lower levels of anxiety and were also more adequately informed and more 

satisfied with the care they received than parents receiving limited information in the 

experimental and control conditions.  

 The timing of a child’s illness and subsequent hospitalization may also heighten 

parental stress levels. A hospitalization resulting from an emergency increases the stress 

experienced by parents to a greater degree than if their child undergoes a planned surgical 

procedure (Eberly, Miles, Carter, & Hennessey, 1985). During emergency procedures 

families are often rushed and experience confusion, which leads to increased stress and 

anxiety (Hunsberger, 1989). Parents may experience a sense of helplessness as they wait 

for the completion of medical procedures or surgeries (Eberly, Miles, Carter, & 

Hennessey, 1985). 

PARENTAL NEEDS DURING HOSPITALIZATION 

 Previous studies have demonstrated that parents identify particular needs when 

their child is in the pediatric intensive care unit. Parental needs often include: to be with 
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their child in the intensive care unit, to receive accurate information regarding their 

child’s condition, to participate in their child’s care when possible, to reduce anxiety, and 

to receive support (Daley, 1984; Fischer, 1994; Scott, 1998; Kasper & Nyamathi, 1988). 

Parents want to be informed of their child’s prognosis, why procedures are implemented, 

and how equipment will be used with their child (Moorey, 2010). They also expect to 

receive honest answers to their questions (Scott, 1998). Dokken and Syndor-Greenberg 

(2001) found that parents sought information from medical professionals regarding how 

to manage their child’s condition and the role they could play in their child’s recovery. 

Parents have expressed interest in continuing to maintain aspects of their parenting role 

by participating in their child’s care in any way possible (Meyer, et al., 1998) and want to 

be acknowledged and recognized by medical providers as experts in their child’s care 

(Hayes & Knox, 1984). It is important to parents that they know that their child is 

comfortable, that their child receives the best care possible, and the staff cares about the 

child (Fisher, 1994). Having access to their child is an additional priority for parents who 

want to be able to remain with their child at all times (e.g., without limitations on visiting 

hours), particularly during medical procedures (Scott, 1998).  Parental physical needs to 

be met as well, including having food and drink available nearby and a designated 

location for resting in or near the pediatric intensive care unit (Scott, 1998).  

PARENTAL REACTIONS TO TRAUMATIC EVENTS 

 Distress and worry experienced by parents following a traumatic event (e.g., 

medical emergency, acute hospitalization) can influence their ability to effectively 

interact with their child at a time when their child is in need of parental support and 
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guidance. The impact of anxiety on parent’s interactions with their children has been 

established by the literature. Anxious parents tend to be more withdrawn and less actively 

engaged with their children (Kauffman, 2001). This can be problematic given that 

parental withdrawal may increase a child’s stress and leave children to cope with and 

struggle through stressful situations on their own (Woodruff-Borden, Morrow, Bourland, 

& Cambron, 2002). Anxious parents may be more likely devote their time and resources 

to managing their own distress, leaving little time and energy to assist their children with 

stressful situations. Anxious parents may also lack effective coping skills to teach their 

children how to manage life stressors (Woodruff-Borden et al., 2002). In addition, parents 

who consistently model anxious behavior have children who may believe that there are 

no effective ways to cope with problems and are not likely to develop adaptive coping 

strategies for alleviating anxiety (Whaley, Pinto, & Sigman, 1999).   

 Parents are often unsure how to assist their children after a traumatic event and 

are likely to experience extreme distress and worry, which may impede their ability to be 

emotionally supportive as they respond to their children’s confusion and fear. Studies 

demonstrate that following a traumatic event, the level of distress displayed by a child’s 

caregiver and the caregiver’s ability to respond calmly to their children are important 

factors that impact the emotional well-being and recovery of a child (Williams, 2005). 

Sudden and unexpected medical emergencies are often accompanied by family system 

disturbance, primary and secondary traumatization, and psychological and marital 

distress. Parents and their children enter into a cyclic pattern, in which parents and 

children respond to each other’s reactions to stress with parents serving as the primary 
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model for how to cope with the traumatic event (Pfefferbaum, 1997). Systemic traumatic 

stress reactions following a trauma will alter a family dynamics by disrupting 

communication and emotional support (Pfefferbaum, 1997).  

 One avenue parents use to model their ability to cope with a traumatic event 

occurs through the affective environment they provide following a trauma. Through 

interactions with their children, parents directly teach, reinforce, and demonstrate 

emotional regulation (Thompson, 1991). Parents have a substantial influence on their 

children’s emotion regulation and are more likely to foster adaptive emotion regulation 

by discussing emotional experiences with them. Parents facilitate understanding and 

adaptive regulation of emotion when they accept their children’s expression of both 

positive and negative emotions and are willing to discuss them. Research indicates that 

mothers of children with anxiety disorders may discourage discussion of negative 

emotional events by changing the topic or ignoring their children when the topic surfaces 

(Barrett, Gross, Christensen, & Benvenuto, 2001; Jones, Eisenberg, Fabes, & 

MacKinnon, 2002). This is problematic for children with anxiety disorders given that 

they may anticipate receiving a negative reaction from their mothers when they express 

emotion. Emotion regulation and expression is fostered when parents’ discussions with 

their child are characterized by support and problem-solving (Barrett, Gross, Christensen, 

& Benvenuto, 2001; Jones, Eisenberg, Fabes, & MacKinnon, 2002).   

 Parents often have a multitude of questions following a trauma due to their own 

anxieties and lack of confidence about how to help their children. At this time, medical 

providers can assist parents by providing information related to the traumatic event and 
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the hospitalization process, model effective responses, and offer suggestions regarding 

specific ways parents can assist with their child’s care within the hospital and following 

discharge (Steele & Malchiodi, 2008). This is imperative given that parents play an 

important role in administering and facilitating their child’s care (Baren, 2005). Parents 

can assist their child in coping with painful procedures if instructed by medical providers 

regarding how to be most supportive to their child (Broome, Lillis, McGahee, & Bates, 

1992; Broome, Rehwaldt, & Fogg, 1998; Pederson, 1996). For instance, parents trained 

to implement relaxation techniques with their child prior to a painful procedure may 

assist in reducing the child’s distress (Broome, 2000). Nurses can facilitate this process 

by assisting parents in providing support for their child and helping parents implement 

strategies in the most effective manner (Broome, 2000). 

FAMILY FUNCTIONING 

 Establishing and maintaining a family’s health can be challenging and requires 

consistent work from individual members as well as the entire family unit (Gladding, 

2002). A family’s typical functioning can be altered by various events and challenges, 

such as medical emergencies, which may create distress and present the challenge of 

regaining stability. Given that family members are in relationship with one another, they 

inevitably impact each other and any changes within this system influence all members 

(Gladding, 2002). According to the McMaster Model of Family Functioning, a family’s 

structure and organization foster and maintain the social and psychological development 

of family members (Ryan, Epstein, Keitner, Miller, Bishop, 2005). Families struggling to 

function effectively may experience difficulty problem-solving and also communicate 
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less clearly and less directly. These difficulties can impede a family’s ability to cope with 

a trauma, and may become further exacerbated by such an event (Ryan et al., 2005). 

When families are unable to effectively manage tasks such as meeting basic needs or 

coping with a crisis that may arise through illness, accident, or loss of income, they are 

more likely to develop maladaptive behaviors (Ryan et al.).  

 Families facing unexpected life stressors, as many pediatric hospitalizations are, 

will experience intensified emotionality and behavioral disorganization (Roberto, 1991).  

Events such as medical emergencies and illness place undo stress and demands on family 

members who need to adapt to new circumstances. When families are challenged in this 

way, members may respond with dysfunctional behaviors and psychological symptoms 

may emerge (Burgess & Hinkle, 1993).   

 A variety of factors that characterize healthy families have emerged in the 

literature including effective communication patterns, the ability to deal with crises in a 

positive manner, and encouragement of individuals. Brock and Barnard (1999) note that 

support, understanding, and empathy are present in healthy family dynamics. Family 

members communicate in a sensitive, caring manner and attend to both verbal and 

nonverbal messages. Families faced with unexpected events or challenges deal with 

situations through emotional expression and providing support for each other. Family 

members provide support to one another by providing encouragement throughout the 

family life cycle, and especially during crucial times (Brock & Barnard, 1999).  

 Trauma can negatively impact a family’s ability to function in an adaptive 

manner. Unsettling events, such as medical emergencies, including unexpected visits to 
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the hospital due to an accidental trauma, can be stressful and overwhelming for families. 

Aitken and colleagues (2009) examined the impact of a child’s traumatic brain injury on 

family members, particularly primary caregivers. Results indicated that families exhibited 

a substantial amount of worry and expressed concern regarding their child’s physical and 

emotional health. Families’ increasing stress was further compounded by financial 

struggles, lack of or poor insurance coverage, and their child’s medical needs. The 

unexpected challenges and uncertainty surrounding the aftermath of a traumatic event 

and subsequent hospitalization can lead to destabilization of families who do not function 

well during crises and disrupt adaptive communication patterns and problem-solving 

abilities (Steele & Malchiodi, 2008). Given parent’s uncertainty regarding how to assist 

their child following a traumatic event coupled with their own distress and worry, it is 

imperative that they receive adequate the information, support, and guidance from 

medical providers.  

THE ROLE OF MEDICAL STAFF IN ALLEVIATING PARENTAL STRESS 

 Parental distress can be alleviated by medical providers who recognize and 

acknowledge parental distress and listen to and validate parents’ fears and worries. 

Seideman and colleagues (1997) examined parental perceptions of stress and coping 

experiences with children in pediatric intensive care units (PICUs) and neonatal intensive 

care units (NICUs). Results indicated that parents of PICU and NICU patients associated 

their highest stress level with changes to their parenting role (e.g., not being able to care 

for their child as they usually had). PICU parents also experienced high stress levels 

when they did not know how to assist their child, witnessed their child’s fear and/or pain, 
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and were not able to be with their child who was crying. The researchers found that 

parents of children in the PICU found the following aspects of their child’s 

hospitalization to be most helpful: being able to be near their child, being able to assist in 

their child’s care, being informed of their child’s progress, and interacting with staff 

sensitive to their needs. Given that parents under duress may not retain the majority of the 

information they receive, providers should take time to provide additional information for 

clarification (Ingersoll, 1981). Parents feel more confident regarding the care received by 

their child and themselves when providers supply timely information and engage in 

coordination of care with other staff to ensure that parents don’t receive conflicting 

information (Hunsberger, 1989).  

 In their approach to parents, medical staff members can take steps to make parents 

feel comfortable and welcome, which will lessen the stress parents often experience 

during the admission process. Medical staff can assist in alleviating parental stress by 

keeping parents informed of their child’s diagnosis, benefits and side effects of 

treatments, and their child’s progress (Hunsberger, 1989). Emphasizing parents’ 

strengths, such as effective parenting skills, will enable them to enhance the care 

provided by hospital staff by providing sufficient support for their child. Nurses should 

be available to answer parents’ questions and address their concerns. This approach to 

family care will ease parents’ anxieties, which in turn will increase the family’s 

confidence in and cooperation with the medical staff (Ingersoll, 1981).  

 Historically, psychosocial aspects of patient care have been provided by social 

workers and chaplains (Cowles & Lefcowitz, 1992; Fitchett, 2011; Grossoehme, 



  18 

Jacobson, 2006). Greene and Kulper (1990) note that social workers are often the only 

hospital professionals with a primary focus on patient care. Tasks assumed by hospital-

based social workers are most often centered around increasing the environmental 

support provided to patients and allocating resources for patients. Tasks performed by 

hospital social workers have included providing counseling and psychoeducation for 

patients, consulting with medical staff members, facilitating community referrals for 

patients, and locating financial support for patients (Cowles & Lefcowitz, 1992; Greene 

& Kulper, 1990). Spiritual care provided by hospital chaplains has served to perform 

rituals for family and staff members and address communication patterns between family 

members (Fitchett, 2011). Chaplains have also helped patients deal with feelings of guilt 

and anger, help parents process their understanding of the meaning of their child’s 

suffering, and serve as advocates for families (Feudtner, Haney, & Dimmers, 2003; 

McClung, Grossoehme, Jacobson, 2006). However, medical staff members can also make 

important contributions to the psychosocial care of patients and families as they receive 

several benefits from information sharing and support from nurses and physicians 

(Ammentorp et al., 2005; Griffin, 2006; Maxwell, et al., 2007; Pryzby, 2004; Ygge & 

Arnetz, 2004). 

 During a child’s hospitalization, the majority of information and support received 

by families from medical staff members is provided by nurses, who play an integral role 

in assisting parents in their adjustment to the hospital admission (Miles, Carlson, & 

Brunssen, 1999).  Nurses can facilitate this process by inviting parents to be active 

participants in their child’s care, which is likely to foster a sense of confidence in their 
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ability to provide care for their child during their admission and following discharge. By 

playing a more active role, parents’ feelings of frustration and helplessness will likely be 

alleviated as well (Hunsberger, 1989). This is often made possible by nurses who 

demonstrate procedures for parents and provide explanations. Parents can begin to 

increase their participation when their comfort level with particular procedures increases 

(Frazier, Frazier, &Warren, 2010). Nurses can support parents in this process by offering 

encouragement, answering questions, and providing clarification (Frazier, Frazier, 

&Warren, 2010). Parents will also feel more at ease if the hospital environment provides 

physical comfort and is conducive to their needs (e.g., features such as a lounge, a 

kitchen, sleeper lounge chairs, etc). In addition to comfortable facilities, parents will 

welcome attempts and gestures to increase their own comfort while caring for their child 

(Ingersoll, 1981).  

PARENTAL PRESENCE DURING HOSPITALIZATION 

 Several studies have examined family members’ opinions regarding family 

presence during invasive procedures and resuscitations. Overall, survey research 

demonstrates that family members prefer to be able to remain with the patient and when 

presented with the option, often choose to be present (Sacchetti, Carraccio, Leva, Harris, 

& Lichenstein, 2000; Barratt & Wallis, 1998). Those who choose to be present typically 

respond positively to the event and report that their presence is advantageous to their own 

well-being as well as that of the patient (Boudreaux, Francis, & Loyacano, 2002). 

Sacchetti et al. (1996) conducted a study involving parents of 96 children who underwent 

a variety of medical procedures including lumbar punctures and urethral catheterization. 
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Results indicated that 91% of parents felt that family presence during the procedures was 

a “good idea” and 87% reported that being present positively benefited them. Bauchner, 

Vinci, and Waring (1989) surveyed 250 parents and found that 78% of parents indicated 

they would like to be present if their child had blood drawn or an intravenous line started. 

Of those who expressed interest in being present, 80% believed this option would make 

them feel better and 91% believed it would make their child feel better as well. A survey 

of 400 parents conducted by Boie et al. (1999) indicated that although parental desire to 

remain present during procedures may be altered by the level of invasiveness, the 

majority of parents (65%) would prefer to be present. 98% of parents wanted to be 

present during the least invasive procedure, while 84% wanted to be present during the 

most invasive procedure, such as conducting resuscitation when a child is likely to die. In 

addition, the majority of parents also wanted to engage in a shared decision-making 

process with providers regarding their presence.   

 The practice of family presence during medical procedures has been found to be 

associated with positive mental health benefits. Bauchner, Vinci, Bak, Pearson, & Corwin 

(1996) conducted a randomized controlled trial involving 431 parents placed in three 

groups including: parents present and given instructions on how to help their children, 

parents present but no instructions given, and parents not present. Results demonstrated 

that parents who were present reported lower levels of anxiety than those who were 

absent. Most importantly, a significant percentage of parents (56%) randomized to the 

“parent not present” group refused to participate in the study because they preferred to be 

present. These findings are also supported by Wolfram and Turner (1996) and Wolfram, 
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Turner, and Philput (1997) who found that parental presence during invasive procedures 

was associated with lower parental and child distress.  

 In addition to examining the perceptions of family members regarding parental 

presence, several studies have explored medical providers’ attitudes toward this practice. 

Findings indicate that providers are generally less inclined to endorse parental presence 

during procedures. This perspective may be attributed to less medical training and 

experience as well as feelings of discomfort while performing medical procedures in the 

presence of parents or other family members (Sacchetti, Lichenstein, Carraccio, 1996; 

Mitchell & Lynch, 1997). Mitchell and Lynch (1997) found that the majority (63%) of 

physicians and nurses working at a London hospital did not agree that relatives should be 

present during resuscitations. The reasons supporting the providers’ perceptions included: 

fear that relatives would experience distress as a result of observing the resuscitation, 

relatives would hamper the process, and the medical team would experience discomfort 

as a result of being observed. Those who viewed the practice more favorably included 

emergency department nurses and physicians with more seniority. A second study 

surveyed members of the Emergency Nurses Association (ENA) and the American 

Association for Surgery of Trauma (AAST) (Helmer, Smith, Dort, Shapiro, & Katan, 

2000). Fewer members of the AAST believed family members should be present during 

invasive procedures in the emergency department. Similar to Boei’s findings regarding 

procedure invasiveness, members were less likely to endorse family presence as the level 

of invasiveness of procedures increased.  
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 Research generally demonstrates that among providers, physicians are less 

inclined than nurses to endorse family presence during medical procedures (Sacchetti, 

Lichenstein, Carraccio, & Harris, 1999; Meyers, Eichorn, & Guzzetta, 2000; Chalk, 

1995). However, particular factors such as previous experience with family member 

presence and greater training and professional experience impact whether physicians are 

likely to support this concept (Mitchell & Lynch, 1997, Sachhetti et al., 2000). Whether 

nurses will promote and implement family-centered care principles may also be impacted 

by experience. Less experienced nurses appear to value and implement family-centered 

care more often than more experienced clinicians (Neal et al., 2007). 

ROLE OF SOCIAL SUPPORT 

  Impact of social support for traumatized youth. 

 Research with both child and adult populations demonstrates that social support is 

an important predictor of the development of mental health problems following a 

traumatic event (e.g., emergency hospital admission and surgery due to motor vehicle 

crash). Individuals who experience a lack of or low social support following exposure to 

or involvement in a traumatic event are more likely to experience mental health disorders. 

Results of meta-analyses of risk factors for PTSD in adults exposed to or involved in a 

trauma indicated that among a variety of risk factors including age at trauma, previous 

psychiatric history, trauma severity, and post-trauma life stress, post-trauma social 

support was the strongest predictor of PTSD (Brewin, Andrews, & Valentine, 2000; 

Ozer, Best, Lipsey, & Weiss, 2003). In addition, several studies have shown that a lack of 
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positive support following a trauma is related to poorer trauma recovery (Engdahl, Dikel, 

Eberly, & Blank, 1997; Schutzwhol & Maercker, 2000).  

  Social support for parents of hospitalized children.  

 Nurses play a vital role as they assist parents in caring for their child throughout 

the hospitalization process. In many ways nurses contribute to the culture of hospitals and 

shape parents’ experiences during their child’s stay. Nurses often provide direct and 

indirect supportive behaviors including listening, empathizing, information and 

explanations, encouragement and reassurance, validation, suggestions, problem-solving, 

and demonstrating interest in and value for the patient and family members (Gardner & 

Wheeler, 1987; Stewart, 1993). Nurses maintain ongoing interactions with parents and 

are important source of information and communication. Therefore, nurses’ interactions 

with and responses to parents impact how parents cope with their child’s illness and 

hospitalization (Miles, Carlson, & Brunssen, 1999). Parents are able to learn about their 

child’s illness, appropriate treatments, and hospital policies and procedures with 

sufficient support from the nursing staff. Parents also benefit from information regarding 

how to best meet their child’s needs, opportunities to provide care for their child, 

recognition of their important roles as parents, and positive reinforcement of their 

parenting skills (Miles, Carlson, & Brunssen, 1999).   

  Informational support.  

 Informational support is defined as the provision of information that will assist an 

individual in effectively navigating and managing problems that arise (House, 1981). The 

pediatric care literature notes that parents’ perceptions of the care provided for their child 
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and themselves in pediatric medical settings is heavily dependent upon not only on the 

improvement of the child’s health, but also communication patterns between physicians 

and parents (Ammentop, Mainz, & Sabroe, 2005). Parents value information pertaining 

to their child’s care and treatment issues and these priorities impact parental satisfaction 

with their hospitalization experience. Kirschbaum (1990) found that parents admitted to 

hospitals identify several needs and priorities, which often include receiving all available 

information regarding their child’s care. The provision of information by medical staff 

enables parents to have an accurate understanding of the situation, to assist their child in 

understanding what occurs during their hospitalization, and to engage in informed-

decision making (Kirschbaum, 1990). Anderson, Arnold, Angus, & Bryce (2009) found 

that relatives of ICU patients exhibiting a passive-decision making preference were more 

likely to experience anxiety and depression. Anxiety was reported by 88% of relatives 

who endorsed a passive role and depression was reported by 50% who preferred a passive 

role. Anderson and colleagues (2009) noted that relatives are more likely to experience 

distress and play a more passive role in decision making when they maintain a poor 

understanding of information.  

  Emotional support.  

 Emotional support involves providing empathy, care, love and trust for others 

(House, 1981). Empathy is an important aspect of the patient-provider relationship.  

Medical providers communicate empathy by making parents and children feel that they 

have been heard and understood (Frazier, Frazier, & Warren, 2010). Lewandowski & 

Tesler, 2003). Relating to patients and their families in an empathic manner may relieve 



  25 

feelings of loneliness as parents are likely to feel accepted and understood. The quality of 

the parent-provider relationship will be shaped by the attitudes held by the providers 

about the family. Empathic understanding is communicated when providers maintain 

respect and acceptance of each family member (Lewandowski & Tesler, 2003). 

  Instrumental support.  

 Instrumental support is defined as behaviors that directly assist an individual in 

need (House, 1981). For example, instrumental support is provided when people receive 

assistance with work and receive care from others. Tackett (1981) recommends that 

parents should receive encouragement from medical providers to be active participants in 

their child’s care. Within a family-centered nursing framework, parents should be able to 

care for their child as they typically do in addition to becoming increasingly familiar with 

hospital procedures (e.g., where particular objects are located, how things are done). 

Nurses should also provide information regarding how parents can contribute to their 

child’s care and what procedures nurses will execute themselves (Tackett, 1981).  

FAMILYCENTERED CARE 

Family-centered care is a healthcare delivery model that has reshaped provider’s 

treatment approaches in pediatric medical settings as a best-practice standard for the care 

of sick children (Johnson, 2000). The evolution of family-centered care over the past 

several decades has manifested in several ways including an increase in parental 

involvement in neonatal intensive care units, altering the physical environment of 

neonatal and pediatric intensive care units to be more conducive to a family’s stay, 

gradually viewing parents as partners in care rather than visitors, and viewing cultural 
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sensitivity and cultural competence as necessary components of healthcare delivery 

(Dokken & Ahmann, 2006).  

Although family-centered care has been described in the nursing literature since 

the 1950s, no consensus has been established regarding the meaning of family-centered 

care to date (Neal et al., 2007). Principles guiding family-centered care approaches have 

been established by the Institute for Patient and Family-Centered Care and the 

Association for the Care of Children’s Health (Shelton, Jeppson, & Johnson, 1987; 

Shelton & Stepanek, 1994). In 1996, the Institute for Patient and Family-Centered Care 

established a set of four core concepts of patient and family-centered care including: 

respect and dignity (e.g., medical providers listen to patient’s and family’s perspectives 

and choices, consider family’s beliefs, values, and cultural background when 

coordinating care and treatment), information sharing (e.g., providing timely, accurate 

information to patients and family members), participation (e.g., patients and family 

members are invited and encouraged to assist in patient care), and collaboration (e.g., 

partnering with families to include them in the decision making process, enabling family 

members to have a voice in the patient’s care, eliciting family member’s feedback and 

opinions) (Institute for Patient and Family-Centered Care Website, FAQ page, 2010). In a 

similar fashion, T. L. Shelton and colleagues (1987) developed eight elements of family-

centered care including: the family at the center, family-professional collaboration, 

family-professional communication, cultural diversity of families, coping differences and 

support, family-centered peers support, specialized service and support systems, and 

holistic perspectives of family-centered care.  
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 The definitions serving as the framework for family-centered care share several 

common principles including: respect for the family as a constant in the child’s life, 

respect for the family as an expert of knowledge regarding the child, open and honest 

collaboration between medical providers and family members, recognition and support of 

family strengths, parent involvement in the child’s care, and respect for diversity (Haas, 

Grey, and McConnell, 1992; Institute for Patient and Family-Centered Care Website, 

FAQ page, 2010; Lewandowski & Tesler, 2003; Neal et al., 2007; Peterson, Cohen, & 

Parsons, 2004). 

 Positive benefits yielded by implementing family-centered care as a philosophy 

of service include improved parent-provider communication, increased satisfaction with 

care, and an increased parental confidence in their ability to care for their child (Ballweg, 

2001; Lawhon, 2002; Van Riper, 2001). Parent-provider relationships characterized by 

mutual respect foster increased collaboration among families and medical providers. 

Parent-provider partnerships are facilitated and reinforced when the family is consistently 

empowered and recognized as the central factor in a child’s life (Lewandowski & Tesler, 

2003). As the most consistent factor in a child’s life, each member of the family unit is 

impacted by a child’s illness and hospitalization. Children derive strength and receive 

significant support from family members (Neal et al., 2007). Therefore, establishing a 

productive working relationship between parents and medical providers enables them to 

produce the most optimal outcomes (McGrath, 2001).  

Research findings have demonstrated that parents report increased satisfaction 

with healthcare services when family-centered care principles are implemented (Bruns & 
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Klein, 2005; Van Riper, 2001). Parents express satisfaction regarding the time spent with 

their child, more positive feelings toward the medical staff, and more stable family 

functioning (Votta et al., 2001). Family members involved in a patient’s care tend to 

report higher perceived respect, support, and collaboration from medical providers 

(Mitchell, Chaboyer, Burmeister, & Foster, 2009). Patients and their families are also 

more likely to experience positive healthcare outcomes including empowerment, 

improved quality of life, and increased self-confidence when patients and family 

members are more involved in patient’s care (Bruns & Klein, 2005; Griffin & Abraham, 

2006). Patient and family-centered approaches promote empowerment given that 

individuals’ belief in themselves and their abilities to exert control over important life 

events and situations increases (Dunst &Trivette, 1996; Trivette, Dunst, & Hamby, 

1996).  

Parent-provider partnerships can positively impact even the most traumatic 

healthcare situations. For instance, literature documenting end-of-life pediatric issues 

(e.g., removing one’s child from life support) notes that parental involvement in the 

decision-making process yields positive benefits for families (Michelson & Steinhorn, 

2007). Reciprocal communication between parents and providers enables both parties to 

make the best decisions regarding the child’s care, and enables parents to participate in 

their child’s care in a meaningful way (Kristensson-Hallström, 2000). Mutual exchanges 

of information are facilitated when parents receive information conveyed in both verbal 

and written formats. The provision of accurate information in this manner increases 

parents’ awareness of the care-planning process (Kristensson-Hallström, 2000). Due to 
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close relationships between family members and patients, parents and family members 

can provide information regarding the patient that will facilitate the care provided by 

nurses and physicians. Enabling family to assist in the patient’s hospital care promotes 

closeness and sharing of experiences and contributes to the patient’s well-being (Bergom 

& Askwall, 2000).  

Family-centered approaches to care also benefit medical providers and healthcare 

institutions. Parental involvement can improve staff attitudes toward their own work and 

interactions with patients and families. A study conducted by Hemmelgarn, Glisson, and 

Dukes (2001) demonstrated that staff maintained a more positive outlook on their work 

conducted in the emergency department when emotional support was an integral 

component of the daily functioning of the pediatric emergency room. The provider’s 

positive perspective may be the result of positive feedback received from patients, family 

members, and coworkers. Also, the provision of emotional support to families may have 

led to shared emotional support among staff as well. As a result, staff may exhibit 

improved job performance and increased job satisfaction (Hemmelgarn, Glisson, and 

Dukes, 2001).  

From an institutional perspective, family-centered care is likely to reduce 

healthcare costs and increase parental satisfaction with staff and care provided for the 

pediatric patient (Eichner & Johnson, 2003; Kristensson-Hallström, Elander, and 

Malmfors, 1997). In studies involving care provided in the neonatal intensive care unit 

family-centered care has been associated with decreased length of stay, enhanced parent-

infant attachment and bonding, improved well-being of pre-term infants, and greater 
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patient and family satisfaction (Eichner & Johnson, 2003; Forsythe, 1998; Jotzo & Poets, 

2005; Van Riper, 2001). Kristensson-Hallström et al. (1997) conducted a study to 

examine the impact of parental participation in the care of children undergoing day 

surgeries. A two-group experimental design was used and parents in the experimental 

group received three types of additional preparation and supportive care (e.g., verbal and 

written information and education regarding their child’s postoperative behavior, 

discussion with provider’s regarding parent’s role during their child’s hospitalization). 

Children with parents in the intervention group appeared to benefit from increased 

parental participation due to their more optimal health outcomes. Children in the 

intervention group experienced earlier postoperative fluid intake, appeared less distressed 

during their hospitalization, and were discharged earlier than families in the control 

group.  

INTERSECTION OF FAMILYCENTERED CARE AND DIVERSITY 

 An important facet of family-centered care involves recognizing and honoring the 

multiple identities that are salient for each family (e.g., culture, race, ethnicity, 

religion/spirituality, sexual orientation, socioeconomic status, ability). A culturally 

sensitive approach to the delivery of healthcare is imperative given that the demographics 

of the state of Texas are becoming increasingly diverse. According to the U.S. Census 

Bureau (2009), more than one-third (36.9%) of Texas residents are of Hispanic or Latino 

origin, 12% identify as Black, and 3.6% identify as Asian. Given the changing state 

demographics, it is likely that the composition of the patient population at Dell Children’s 

Medical Center will represent increasingly diverse groups as well.   
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 Of the eight elements of family-centered care proposed by T. L. Shelton and 

colleagues (1987), the fourth addresses cultural diversity of families. In order to provide 

optimal care for families, it is imperative that medical providers understand and respect 

families’ beliefs and values. Healthcare needs of diverse groups will not be adequately 

met by providers operating from an enthnocentric perspective (American Nurses 

Association, 1991). Optimal care will be provided by medical professionals who maintain 

an awareness of cultural differences and their impact on interactions among patients, 

families, and providers (American Nurses Association, 1991).  

 Stress induced by the hospitalization experience can be alleviated when a family’s 

cultural differences are acknowledged and appreciated. Family members may possess 

cultural beliefs regarding health, illness, and healing that impact how they interact with 

providers and respond to the course of treatment (Lewandowski & Tesler, 2003). For 

example, a survey of approximately 800 Chinese immigrants demonstrated that a quarter 

of participants believed cancer was contagious and many believed sources of cancer 

included environmental factors and personal factors, such as immoral behavior (Wong-

Kim & DeMattos, 2003). A study involving Salvadoran women demonstrated that 10.9% 

of participants believed that cancer is a punishment from God (Shankar & Figueroa-

Valles, 1999). Additional factors such as mistrust of providers, misunderstanding of 

provider instructions, lack of access to care, and limited knowledge regarding healthcare 

services also influence how disadvantaged populations interact with the healthcare 

system and contribute to racial and ethnic disparities (Institute of Medicine, 2002). 

 Consideration should also be given to the family’s degree of assimilation into the 
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mainstream culture. The National Center for Cultural Competence (2002) recommends 

that cultural competence be woven throughout the healthcare services provided for 

patients for the following reasons: cultures hold various beliefs regarding their views of 

health, healing, illness, and the cause of illness, help-seeking behaviors and perceptions 

of Western medicine practices are impacted by culture, utilization of traditional and 

nontraditional approaches to healthcare are influenced by individual preferences, and 

providers within the current healthcare system are not representative of culturally and 

linguistically diverse groups. Similarly, the National Center for Cultural Competence has 

proposed reasons for promoting culturally competent practices in medical settings 

including: the current and future changes in the demographics of the U.S. population, to 

reduce racial and ethnic health disparities, and to improve the quality of services and 

health outcomes.  

 According to the Institute of Medicine, (2002) healthcare disparities can be 

addressed by increasing the knowledge of medical providers regarding this issue and 

promoting higher quality of care for all patients. Frist (2005) noted that improvements to 

healthcare delivery will likely eliminate health disparities. These include promoting 

dignity, improving communication, providing care in a culturally sensitive manner, and 

improving access to and quality of care for disadvantaged populations (Frist, 2005).  

CHALLENGES OF IMPLEMENTING FAMILYCENTERED CARE  

Although an ideal standard of practice for children’s hospitals, implementing 

family-centered care can be a challenging endeavor. As of 2003, this philosophy of care 

has been promoted by the Scope and Standards of Pediatric Nursing Practice as the 
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acceptable standard of practice in pediatric nursing. This approach to patient care is a 

new paradigm shift for many hospitals, which will likely take time to execute effectively. 

The successful implementation of family-centered care is facilitated by several factors 

including perceptions of nurses and physicians regarding the family’s role in the 

hospitalized child’s care, medical providers’ relationships with parents, and provider-

family communication patterns (Bratt, Broome, Kelber, & Lostocco, 2000; Fenwick, 

Barclay, & Schmied, 2001).  

However, several barriers may impact the implementation of family-centered 

care. Some healthcare specialties may not view family-centered care as favorably as 

others. This finding has surfaced in studies examining differences in nurses’ and 

physicians’ views of parental presence during medical procedures (Sacchetti, 

Lichenstein, Carraccio, & Harris, 1999; Meyers, et al., 2000; Chalk, 1995). Although 

nurses place a higher value on family-centered care, there is a gap between valuing and 

implementing family-centered care (Peterson, Cohen, & Parsons, 2004). Varied 

perspectives may foster conflict among staff if disagreements linger regarding whether 

family-centered care should be implemented and in what fashion. Nurses and physicians 

may develop particular perceptions regarding their roles within medical settings, which 

may become ingrained over time. Providers may be resistant to increased family 

involvement for a various reasons including fear or apprehension regarding being judged 

and/or criticized and beliefs that the presence of family members will impede the 

implementation of treatments and interfere with the way a unit functions on a daily basis 

(Mitchell & Lynch, 1997). Medical providers may be resistant to include families in the 
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decision-making process if they believe that family members cannot make valuable 

contributions because staff members are the primary experts regarding the child’s care 

(Mitchell & Lynch, 1997). Providers may also harbor worries and fears regarding 

potential legal implications (e.g., may not want to include parents on rounds) 

(Lewandowski & Tesler, 2003).  

IMPLEMENTING FAMILYCENTERED CARE AT THE SITE OF DATA COLLECTION 

 At this pediatric hospital, implementation of family-centered care began with the 

creation of the hospital in 2007. Family-centered care was promoted through the design 

of patient rooms, which enables parents and family members to be more involved in their 

child’s care. Families can spend increased time with patients due to fold-out daybeds for 

parents, work desks for patients and families, and private patient rooms. The layout of 

each hospital floor includes a patient zone, a work zone, and a family zone. Each unit 

also offers a waiting room that can be used by families while patients sleep or undergo 

medical procedures. The hospital is also equipped with a Family Resource Center serving 

as a library providing information and support for patient’s families regarding 

hospitalization, child health, and parenting. Families can receive support and guidance 

from a nurse educator and medical librarian, which may serve to improve communication 

between medical providers and families.  

 A hospital-wide Family Advisory Council was established in November 2008 

comprised of parents and hospital staff was formed to guide and provide feedback 

regarding proposed policy, program, and organizational changes impacting patients and 

families. The Council has enabled family and staff concerns regarding family-centered 
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care to be shared with hospital leadership, and has facilitated family member involvement 

on committees, projects, and other initiatives throughout the hospital. Family-Centered 

Care Committees were created for all four units within Acute Care, the PICU, IMC, 

NICU, and Emergency Department.  

  Within the Surgical Services Department at the hospital, family-centered care has 

become an increasingly important priority since fall 2010. Creation of a Surgical Services 

Family-Centered Care Committee in October 2010 was spearheaded by a Family Liaison, 

Child Life, and nursing. The purpose of this committee was to improve the 

implementation of family-centered care in the department. Goals of the committee have 

included improving communication and information sharing among medical staff and 

between parents and medical staff, improving coordination of care, increased 

involvement of patients and families, improving the physical environment, and promoting 

respect for patients and families. These topics were addressed during monthly meetings 

attended primarily by nursing staff, although surgical and anesthesia staff and parent 

representatives participated as well.  

 Prior to and during the implementation of this research study, medical staff 

members in the Surgical Services Department had already begun to incorporate aspects of 

family-centered care into their daily interactions with parents and family members. This 

occurred as medical staff attended meetings of the Surgical Services Family-Centered 

Care Committee and participated in discussions regarding how to improve 

implementation of family-centered care for families. For instance, signage was improved 

to enable parents to better navigate the Surgical Department and a volunteer was 
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periodically available to answer parent’s questions regarding logistical aspects of the 

surgical process. 

PROPOSED RESEARCH STUDY 

 This study primarily sought to examine perceptions regarding the implementation 

of family-centered care at a pediatric hospital in the southwestern United States held by 

two groups: (a) parents of pediatric surgical patients and (b) medical staff members 

including surgeons, nurses, and anesthesiologists participating in the surgical process. 

First, perceptions of family-centered care were elicited using a measure constructed by 

the researcher designed to assess parent’s perceptions of the amount of informational, 

emotional, and instrumental support provided by medical staff members, and medical 

staff members’ perceptions of the amount of informational, emotional, and instrumental 

support they provided for parents. The measure also assessed parents’ and medical staff 

members’ perceived importance of various aspects of informational, emotional, and 

instrumental support. Secondly, this study assessed the relationships between parental 

perceived provision and importance of social support and parental perceived stress. 

Thirdly, this study examined relationships between parental demographic variables and 

variables involving the surgical process and the following: (a) parental perceived 

provision and importance of social support and (b) parental perceived stress. 

 Additionally, parents answered three qualitative questions regarding their 

perceptions of and experiences with family-centered care and each medical staff member 

answered three qualitative questions regarding their perceptions of the provision of 
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family-centered care. Each medical staff specialty answered the same qualitative 

questions.   
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Chapter Three: Methods 

RECRUITMENT OF PARTICIPANTS AND DATA COLLECTION 

  Recruitment of parents and data collection.  

Parents were recruited after families were transported from the Post-Anesthesia 

Care Unit (PACU), the initial recovery location, to their child’s room in the Pediatric 

Intensive Care Unit (PICU), Intermediate Care Unit (IMC), or other inpatient medical 

floor. Parents were approached in their child’s hospital room where the study was 

described to them and they were invited to participate. Although two parents may have 

been available to participate, only one was recruited in order to maintain consistency 

given that only one parent was available in many families. The primary caregiver during 

the surgical process was identified and was the parent recruited to complete the survey. 

The primary caregiver was identified as the parent who observed the surgical process 

unfold from the time of admission until their child was transitioned from the PACU to the 

PICU, IMC, or other inpatient medical floor. If two parents were present, the researcher 

asked which parent served as the primary caregiver throughout surgery. If both parents 

responded affirmatively, the parents decided which one would participate. Upon 

obtaining parental consent, parents received the option of having the surveys read to 

him/her to ensure that parents who are illiterate would not be excluded from the study. 

Only one parent requested that the surveys be read to her and as a result this parent’s 

responses were documented for her on all surveys. For the remainder of parents who 

preferred to complete the survey on their own, the surveys were collected at a later time. 

The time period elapsing between receipt of parental consent and survey varied among 
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families. While some parents were able to complete the surveys within ten minutes, 

multiple families completed the surveys over several hours or days. This variation could 

be attributed to a number of factors including timing (e.g., time of day), time elapsed 

since transition from the PACU, stage of the patient’s recovery, number of interruptions 

by others including visitors and medical staff, and length of the hospital stay.  

  Recruitment of medical staff members and data collection.  

Although ideally, data collected from medical staff members would have been 

matched with each surgical patient requiring each nurse, surgeon, and anesthesiologist to 

complete surveys for each surgical patient, this was not logistically feasible given time 

constraints. Data was collected in a global manner in which each staff member completed 

the surveys on one occasion. Therefore, while parents provided their perceptions of the 

provision and importance of social support for a specific pediatric surgery, medical staff 

provided their perceptions of the social support they generally provided for parents of 

surgical patients. News of the research study was initially shared with medical staff 

members attending the monthly meeting of the Surgical Services Family-Centered Care 

Committee. This was followed by recruitment of nurses, surgeons, and anesthesiologists 

in and outside of the hospital. While working on the medical floor, nurses were informed 

of the research study and provided with hard copies of surveys by the primary 

investigator and nursing manager. Surgeons and anesthesiologists were informed of the 

research study in the following ways by their direct supervisors either during monthly 

staff meetings or via email correspondence (cardiac surgeons, cardiologists, and 

anesthesiologists), department assistants in their private offices (orthopedics surgeons, 
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general/trauma surgeons, plastics surgeons, and neurosurgeons and by surgical colleagues 

(ear, nose, and throat surgeons) and hard copies of surveys were distributed to physicians 

in both settings. All medical staff consented to participate in the study by submitting hard 

copies of the surveys. The amount of time that elapsed between receiving the survey and 

completing and submitting the survey varied among staff members as they completed the 

surveys when their schedule allowed. Recruitment numbers for medical staff members 

are provided in table format in Chapter Four: Results. 

PARTICIPANTS 

 An attempt was made to recruit all surgeons, nurses, and anesthesiologists who 

contribute to the surgical process at a pediatric hospital in the southerwestern United 

States to participate in this study. The following surgical specialties were included in the 

sample of surgeons surveyed: cardiac surgeons, cardiac interventionists (cardiologists 

performing invasive procedures such as insertion of a catheter), orthopedic surgeons, 

neurosurgeons, general/trauma surgeons, plastics surgeons, and ear/nose/throat surgeons. 

Parents eligible to participate in the study had a child who had undergone a planned, 

acute planned, or emergent surgical procedure under anesthesia at the pediatric hospital 

who was subsequently admitted as an inpatient to the Pediatric Intensive Care Unit 

(PICU), Intermediate Care (IMC), or other inpatient medical floor following surgery.1 

Parents of children who underwent a day surgery and were discharged home following a 

recovery period in the PACU were excluded from the study. This exclusion criteria was 

                                                 
1 The researcher enrolled pediatric patients undergoing a surgical procedure under anesthesia completed by 
any physician type.  
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established due to relatively limited interaction with the family-centered care approach 

for parents of day surgery patients and parents needed to experience the totality of the 

surgical process from pre-op to post-op in order to complete the parent measures.  

MEASURES 

  Demographic Survey.  

 After parents provided written consent to participate in the study, they were asked 

to complete a brief demographic survey eliciting the following information: age, sex, 

race/ethnicity, family’s primary spoken language, and parental highest level of education 

completed (refer to Appendix A). The following information was gathered from the 

patient’s medical record: time of admission for surgery, length of surgery, length of 

hospital admission, whether surgeries were conducted prior to this admission, number of 

surgeries conducted at this hospital, timing of the surgery (planned, acute planned, or 

emergent), and the total number of times the patient was under anesthesia during this 

admission. The American Association of Anaesthetists (ASA) score was also provided 

for each surgical patient. Demographic information was also gathered from medical staff 

members including: sex, age, surgical specialty, years elapsed since the end of medical 

residency program or nursing training, years in particular specialty of care, and the 

completion of any internal or external training in family-centered care (refer to Appendix 

B). 

  Description of patient surgery variables.  

 A number of the variables regarding the patient’s surgery, gathered from the 

patient’s medical record, are defined here. The number of surgeries completed refers to 
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the number of surgical procedures completed at the hospital during the child’s admission. 

In some cases children underwent more than one surgery given their presenting medical 

condition. However, when consented to participate in the study, parents were asked to 

respond to the surveys considering the most recent surgical procedure completed by their 

child. Whether surgeries were completed at the pediatric hospital prior to the current 

surgery warranting this admission was gathered from the medical record as well.  

 Timing of surgery includes three categories: (a) planned (surgery is scheduled in 

advance as medical staff have made parents aware that surgery is necessary for their 

child), (b) acute planned (child was not in immediate danger of death or disability and the 

patient’s family did have some knowledge their child might need surgery), and (c) 

emergent (surgery is scheduled unexpectedly child is in immediate danger of death or 

disability).  

 The hospital floor post-surgery refers to the inpatient medical floor that patients 

are transferred to following completion of surgery and recovery time in the PACU (Post-

Anesthesia Care Unit, provides care for surgical patients immediately following the 

completion of a surgical procedure). These floors include the following: (a) Pediatric 

Intensive Care Unit (PICU, provides medical care for critically ill children and 

adolescents), (b) Intermediate Care Unit (IMC, provides medical care for patients with 

needs exceed services provided by general inpatient floors, but do not warrant the 

intensive care provided on ICU floors), and (c) other general inpatient medical floors.  

 Anesthesia score refers to the American Association of Anaesthesists (ASA) score 

that categorizes patients into six groups describing a patient’s preoperative physical status 
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(Desborough, 2000; Lagasse, 2002). The six categories include: a completely healthy 

patient (a), a patient with a mild systemic disease (b), a patient with severe systemic 

disease that is not incapacitating (c), a patient with an incapacitating disease that is a 

constant threat to life (d), a moribund patient who is not expected to live 24-hours 

without surgery (e), and declared brain dead (f). This classification system was not 

developed to provide a prediction of risk as it does not account for the impact of the 

surgery itself on patient outcomes. However, given that physical fitness status is an 

important predictor of a patient’s survival during surgery, the ASA score has some 

correlation with outcome (Desborough, 2000; Lagasse, 2002). 

  Description of medical staff demographic variables.  

 Variables from the medical staff members’ demographic surveys are defined here 

as well. All medical staff were asked whether they have experienced any internal or 

external training in family-centered care. This refers to whether staff have ever attended 

any conference sessions, training sessions, or workshops in or outside of the hospital 

regarding how to implement principles of family-centered care in the pediatric hospital 

setting (during their medical training or employment as a medical staff member).  

 Nurses and surgeons were asked to indicate the type of care they provide for 

patients. Types of nursing care included: (a) pre-operative (preparation and management 

of a patient prior to surgery), (b) peri-operative (management of a patient during surgery), 

and (c) post-operative (management of a patient following surgery). Surgeons were asked 

to indicate their surgical specialty which included the following: (a) cardiac surgeon 

(heart surgery, Dell Children’s Medical Center Cardiothorathic Surgeons, 2012), (b) 
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cardiologist (treatment of heart disorders, Dell Children’s Medical Center Pediatric 

Cardiologists, 2012), (c) orthopedic surgeon (surgery involving the musculoskeletal 

system, Gehrig, 2011), (d) neurosurgeon (surgery of the brain, head, neck, and spinal 

cord, Jain, 2011), (e) general/trauma (surgery for a broad spectrum of diseases, including 

treatment of physical injuries, Dell Children’s Medical Center Trauma Services, 2012), 

(f) plastic surgery (surgery involved with the correction of deformities, Dell Children’s 

Medical Center Craniofacial and Reconstructive Plastic Surgery Center, 2012), and (g) 

ear/nose/throat surgery (surgery treating disorders of the head and neck, Boston 

Children’s Hospital Pediatric Health Library, 2011).  

  Social Support and Pediatric Surgery Survey.  

 The SSPSS (Parent Version, Nurse and Physician Version, refer to Appendix C) 

is primarily a quantitative measure created for this study that assessed how well a 

particular aspect of family-centered care, social support, is implemented by medical staff 

during the surgical process at the hospital.  Two versions of the SSPSS were created: 1) 

the first assessed perceptions of parents of pediatric surgical patients and 2) the second 

assessed perceptions of medical staff including surgeons, nurses, and anesthesiologists. 

Both SSPSS versions were comprised of items assessing perceptions of the provision and 

importance of informational, emotional, and instrumental support provided to parents 

throughout the surgical process.  

  SSPSS Parent Version description.  

The SSPSS Parent Version was comprised of 28 items. The first 15 items assessed 

parent’s perceptions of the extent to which they believed they received informational 
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support from medical staff and parent’s perceptions of the importance of receiving 

informational support. The next seven items assessed parent’s perceptions of the extent to 

which they believed they received emotional support from medical staff and parent’s 

perceptions of the importance of receiving emotional support. The final six items 

assessed parent’s perceptions of the extent to which they believed they received 

instrumental support from medical staff and parent’s perceptions of the importance of 

receiving instrumental support. The extent to which parents believed they received social 

support was rated according to a 5-point Likert-scale ranging from almost never (0) to 

almost always (4). The importance of each social support category was rated according to 

a 5-point Likert scale ranging from not at all important (0) to extremely important (4). In 

addition, three qualitative questions were documented on the survey form to gather 

additional parental feedback that may not have been fully captured by quantitative items. 

The SSPSS Parent Version directed parents to consider social support provided within a 

specific time frame: time elapsing between the beginning of their child’s hospital 

admission until they were recruited to participate in the study. This time frame was 

selected for several reasons. It captured the entire surgical process from time of 

admission for the surgery until families were transported from the PACU to the 

appropriate inpatient medical floor. The purpose of this study was to assess perceptions 

of social support provided from the beginning to the end of this time frame, which 

allotted sufficient time for parents to experience family-centered care as part of the 

surgical process.  
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  SSPSS Nurse and Physician Version description.  

Similarly, the SSPSS Nurse and Physician Version was also comprised of 28 

items as it was created as a parallel measure with similar items capturing each domain of 

social support. The first 15 items assessed medical staff’s perceptions of the extent to 

which they believed they provided informational support for parents and medical staff’s 

perceptions of the importance of providing parental informational support. The next 

seven items assessed medical staff’s perceptions of the extent to which they believed they 

provided emotional support for parents and medical staff’s perceptions of the importance 

of providing parental emotional support. The final six items assessed medical staff’s 

perceptions of the extent to which they believed they provided instrumental support and 

medical staff’s perceptions of the importance of providing parental instrumental support. 

The extent to which medical staff believed they provided parental social support was 

rated according to a 5-point Likert-scale ranging from almost never (0) to almost always 

(4). Medical staff’s perceptions of the importance of each social support category was 

rated according to a 5-point Likert scale ranging from not at all important (0) to 

extremely important (4). In addition, three qualitative questions were documented on the 

survey form to gather additional parental feedback that may not have been fully captured 

by quantitative items. Three qualitative questions were documented on the survey form to 

gather additional feedback from medical staff that may not have been fully captured by 

quantitative items. The SSPSS directed medical staff to consider the social support they 

generally provide from the beginning of their child’s hospital admission until the patient 

and family are settled in the PICU, IMC, or other inpatient medical floor.  



  47 

  Creation of the SSPSS Parent Version and Nurse and Physician Version.  

 Prior to creating the SSPSS, a survey of the literature was conducted in search of 

measures that would adequately capture parents’ perceptions of family-centered care in 

pediatric hospitals. Authors of previous studies have sought to create and validate 

questionnaires assessing patient satisfaction with medical care, such as the Patient 

Satisfaction Questionnaire (PSQ) (Ware, Synder, Wright, & Davies, 1983), and 

perceptions of parental satisfaction with care provided in children’s hospitals (Latour, et 

al., 2009; Haines & Childs, 2005). Although authors have tailored their research to 

examine parents’ satisfaction with care provided in the intensive care unit, they have not 

explored parents’ perceptions of the care they receive throughout the surgical process 

from the pre-operative to post-operative stage. In addition, no studies to date have 

explored the impact of care provided to parents during the surgical process on parents’ 

perceived stress. Therefore, the SSPSS versions were constructed to fill a gap in the 

literature by examining parental perceptions of family-centered care provided by medical 

staff during the surgical process in conjunction with perceived parental stress.  

Prior to creating the SSPSS, the primary investigator gathered information 

regarding the surgical process at the hospital, particularly interactions among parents and 

medical staff and parents’ overall experiences during their hospital admission. 

Information gathering began with several conversations with research scientists in the 

Trauma Department, the Director of the Child Life Department and Family-Centered 

Care, and a Family Liaison addressing the implementation of family-centered care. The 

current study was then proposed to members of the Family Advisory Council who 
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provided feedback regarding the study design and possible survey items. Shortly 

thereafter families in the surgery department were observed in order to learn how family-

centered care is executed on a typical day. Information gathered from the following 

activities shaped the survey content: shadowing a family at the hospital from pre-

operative through post-operative procedures, interviews of two parents regarding their 

experience during the surgical process, and observing interactions between staff and 

parents as well as interactions among staff members in the waiting room and on the 

surgical unit. Information regarding the implementation of family-centered care was also 

obtained from the Day Surgery Child Life Specialist and a nurse on the surgical unit.  

  Constructing items for the SSPSS.  

Initial survey items were drafted utilizing the information provided by staff 

members and families, observations of the surgical process, and a review of the literature 

addressing family-centered care. Similar SSPSS survey items were drafted for both 

parents and medical staff to allow for comparisons of data. The items underwent 

revisions after being reviewed by multiple staff at the hospital including two research 

scientists, the Trauma Medical Director (a pediatric general surgeon), a Family Liaison, a 

Day Surgery Child Life Specialist, and a parent who is a member of the Surgical Services 

Family-Centered Care Committee. The Trauma Medical Director played a vital role in 

the creation of the SSPSS as she provided specific feedback regarding the survey format 

and item construction from a surgeon’s perspective. Therefore, receiving input and 

guidance from the Trauma Medical Director served to increase the face validity of the 
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SSPSS. Written and verbal feedback provided by staff members guided survey item 

revisions.  

  Addition of Nurse Parent Support Tool Items to the SSPSS.  

 Items gleaned from the Nurse Parent Support Tool (NPST; Miles, 1998; refer to 

Appendix D) were added to the SSPSS to further capture perceptions of family-centered 

care. After reviewing the initial items with the hospital’s research scientists, six items 

from the NPST were selected in order to enhance the information gathered for emotional 

and instrumental support in the SSPSS. The six items selected seemed to be the items 

most relevant to the domains of emotional and instrumental support assessed by the 

SSPSS.  

 The NPST is a primarily quantitative measure assessing the amount of nursing 

support perceived by parents during their child’s hospitalization. The NPST is comprised 

of 21 items capturing four dimensions of support including: 1) supportive communication 

and information-giving, 2) parental esteem support, 3) emotional support, and 4) 

caregiving support. Items are rated utilizing a 5-point Likert-scale ranging from almost 

never (1) to almost always (5). Total scores were obtained by summing the items rated 

and dividing them by the number of items completed. Scores range from 1 to 5 with 

higher scores reflecting greater amounts of perceived support from the nursing staff. 

Although the psychometric properties of the NPST were initially evaluated with a sample 

of parents with medically fragile infants, use of the NPST in other studies has been 

extended to include additional pediatric populations (Sanjari et al., 2009). For this study, 

items obtained from the NPST were used with a sample of parents with older children 
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ranging in age from three months to 21 years. Previous studies have demonstrated that 

the NPST has adequate internal consistency (Cronbach’s alpha = 0.94-0.96) (Miles, 

Carlson, & Brunssen, 1999; Sanjari et al., 2009).  

Table 1 

Surveys Completed by Participant Groups 

 

  Reliability analysis for SSPSS Parent Version.  

 Neither an exploratory nor confirmatory factor analysis was conducted for the 

SSPSS Parent Version. This decision was made as the subject to item ratio for medical 

staff is very low (less than 2:1) and as pointed out in Costello & Osborne (2005), such 

small ratios may yield high misclassification and factor loading errors. Note that even if 

exploratory factor analysis was employed for SSPSS Parent Version, where the subject to 

item ratio is much higher, one wouldn’t be able to use the resulting factors as no such 

factors for medical staff would be available (or if available, they would be highly 

inaccurate, as mentioned above).  

The internal consistency of the SSPSS Parent Version was measured by 

computing Cronbach’s alpha coefficients. All values of Cronbach’s alpha coefficients 

were sufficiently high which justifies using the corresponding items as a reliable measure 

of perceived social support. Note that there were no items for which Cronbach’s alpha 

 SSPSS Parent 
Version 

SSPSS Nurse and Physician 
Version 

Parents of 
surgical patients 

X  

Nurses  X 
Surgeons  X 
Anesthesiologists  X 
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values would decrease non-negligibly if removed. In addition, no strong negative inter-

item correlations (implying lack of reverse scoring of items) were found.  Also, the 

average correlation values were all above 0.4, with the exception of one occasion where it 

was .36. Cronbach’s alpha coefficients for the SSPSS Parent Version are reported in the 

tables below. Note that Table 2 presents coefficients measuring parental perceptions of 

the provision of social support types by nurses and surgeons, and parental perceptions of 

importance by social support type.  

Table 2 

Cronbach’s Alpha Coefficients for SSPSS Parent Version 

 n Cronbach’s alpha 
Informational support (15 items)   
 Provision by nurses 97 0.91 
 Provision by physicians 95 0.91 
 Provision by all medical staff 100 0.93 
 Importance 98 0.88 
Emotional support (7 items)   
 Provision by nurses 114 0.84 
 Provision by physicians 111 0.86 
 Provision by all medical staff 114 0.86 
 Importance 114 0.80 
Instrumental support (6 items)   
 Provision by nurses 109 0.85 
 Provision by physicians 109 0.85 
 Provision by all medical staff 109 0.86 
 Importance 111 0.81 

 
  Reliability analysis for SSPSS Nurse and Physician Version.  

Neither an exploratory nor confirmatory factor analysis was conducted for the 

SSPSS Nurse and Physician. This decision was made as the subject to item ratio for 

medical staff is very low (less than 2:1) and as pointed out in Costello & Osborne (2005), 
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such small ratios may yield high misclassification and factor loading errors. Note that 

even if exploratory factor analysis was employed for SSPSS Parent Version, where the 

subject to item ratio is much higher, one wouldn’t be able to use the resulting factors as 

no such factors for medical staff would be available (or if available, they would be highly 

inaccurate, as mentioned above).  

The internal consistency of the SSPSS Nurse and Physician Version was 

measured by computing Cronbach’s alpha coefficients. When examining the coefficients, 

the analysis tables reporting alpha values computed with each item removed was 

examined. This step was taken to determine if the removal of specific items would 

significantly increase the computed coefficient. This examination process revealed that 

the value for the provision of instrumental support by medical staff was quite low when 

all six items were included. Cronbach’s alphas were then re-computed without the sixth 

and final item and it was found that the coefficient increased. For instance, when the 

Cronbach’s alpha for the provision of instrumental support by surgeons was calculated 

without the final item (“I let parents decide whether to stay or leave during medical 

procedures.”), the alpha value increased from 0.70 to 0.82. Therefore, this item was 

removed from the SSPSS Nurse and Physician Version as it did not seem to be consistent 

with the remaining five instrumental support items. Cronbach’s alpha coefficients for the 

SSPSS Parent and Nurse and Physician Versions are provided in the tables below 

(calculated with the first five items for the instrumental support subscale). Note that 

Table 3 presents coefficients measuring medical staff member’s perceptions of the 
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provision of social support types, and Table 4 presents coefficients measuring medical 

staff member’s perceptions of importance of social support type.  

Table 3 

Cronbach’s Alpha Coefficients for SSPSS Nurse and Physician Version for Provision of  
Social Support  
 
 n Cronbach’s alpha 
Informational support (15 items)   
 Nurse 14 0.87 
 Surgeon 24 0.77 
 Anesthesiologist 11 0.55 
 All physicians 35 0.80 
 All medical staff 49 0.83 
Emotional support (7 items)   
 Nurse 15 0.64 
 Surgeon 25 0.58 
 Anesthesiologist 11 0.70 
 All physicians 36 0.57 
 All medical staff 51 0.61 
Instrumental support (5 items)a   
 Nurse 15 0.81 
 Surgeon 25 0.63 
 Anesthesiologist 11 0.31 
 All physicians 36 0.51 
 All medical staff 51 0.71 
aAll Cronbach’s alpha coeffients for the instrumental support subscale were calculated 
without the sixth item. 
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Table 4 

Cronbach’s Alpha Coefficients for SSPSS Nurse and Physician Version for Importance  
of Social Support 
 
 n Cronbach’s alpha 
Informational support (15 items)   
 Nurse 13 0.87 
 Surgeon 24 0.85 
 Anesthesiologist 11 0.78 
 All physicians 35 0.84 
 All medical staff 48 0.87 
Emotional support (7 items)   
 Nurse 14 0.20 
 Surgeon 25 0.69 
 Anesthesiologist 11 0.74 
 All physicians 36 0.68 
 All medical staff 50 0.70 
Instrumental support (5 items)a   
 Nurse 14 0.70 
 Surgeon 25 0.82 
 Anesthesiologist 11 0.51 
 All physicians 36 0.76 
 All medical staff 50 0.81 
aAll Cronbach’s alpha coeffients for the instrumental support subscale were calculated 
without the sixth item. 
 

After computing Cronbach’s alphas in this manner, it was observed that a few 

values remained low. This finding may be attributed to several factors including small 

sample sizes and responses to survey items. The total sample of medical staff (n = 51) is 

less than half of the parent sample (n = 117), and the sample size of medical staff is 

further reduced in size when groups are examined separately. Therefore, the ratio of the 

number of cases to the number of items is quite small for measures of social support, 

when the three groups are examined separately. Additionally, the majority of low 

Cronbach’s alpha values (0.5 and below) are calculated for emotional and instrumental 
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support, which are comprised of a significantly lower number of survey items (emotional 

support: 7 items, instrumental support: 5 items) whose values often lack variability across 

items. For instance, in examining nurses’ individual responses to emotional support 

survey items, 87% of the responses were a rating of 4 (almost always), and all nurses 

provided a rating of 4 for three of the seven items. Note that even though the Cronbach’s 

alpha values are sometimes low for each of the three groups, they are still high when all 

medical staff are considered. Therefore, one can argue that the measures of social support 

perception are valid. Had the sample sizes been larger, reliability coefficients would be 

higher for each of the three groups of medical staff. 

Upon inspection of inter-item correlations, it was found out that virtually all 

Spearman correlation coefficients were positive, and in many cases, significant. 

However, there were several significant negative correlations for the provision of 

informational support, which are not inconsistent with all items from the provision of 

informational support scale, on average, as seen in what-if-item-excluded reliability 

analysis. These can be explained with formal assignment of roles of medical staff (e.g., 

staff members providing information regarding navigating the surgical area may not also 

share the responsibility of providing surgical updates for parents or the post-operation 

expectations). Note that there are no significant negative inter-item correlations for the 

perception of importance of informational support.    

  Parent Stressor Scale: Pediatric Intensive Care Unit.  

The PSS: PICU (Carter & Miles, 1989; refer to Appendix E) is a quantitative 

measure designed to assess parental perception of environmental stressors experienced 
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during a child’s hospitalization in a pediatric intensive care unit. This survey consists of 

37 items assessing a variety of stressors including the child’s behavior and emotions, 

parental role alteration, staff communication, medical procedures, sights and sounds, 

anomie, and the child’s appearance. Parents responded to each item by indicating how 

stressful each item was for parents ranging from not experienced (0) to extremely 

stressful (5). When scoring the PSS: PICU all seven dimensions of stress can be scored as 

subscales or a total stress score can be computed with all items. The authors recommend 

that the total score for each participant be calculated by dividing the sum of the 

dimension or total scores by the number of items rated as a one or above in order to 

compensate for items rated as not experienced (0). Previous studies have demonstrated 

that the PSS: PICU has adequate internal consistency for the total instrument (Cronbach’s 

alpha = 0.96) and the subscales (Cronbach’s alpha = .69-.95) (Johnson, Nelson, & 

Brunnquell, 1988; Miles & Mathes, 1991). The Cronbach’s alpha for this sample was 

0.92. 

HYPOTHESES AND DATA ANALYSIS PLAN 

  Hypothesis 1a.  

 Parents will perceive that less informational, emotional, and instrumental support 

is provided by nurses and physicians than nurses and physicians perceive they provide for 

parents. Additionally, parents will perceive that less informational, emotional, and 

instrumental support is provided by all medical staff than medical staff perceive they 

provide for parents. 
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  Analysis 1a.  

 To address Hypothesis 1a, Mann-Whitney U Tests will be conducted. Participant 

type (nurses and physicians) will be the grouping variable and perceived provision of 

social support (informational, emotional, and instrumental) will be the dependent 

variables. Significance will be assessed by reviewing the U- and z- statistic. If significant 

results are found, median values will be examined to determine the direction of the 

observed difference.  

  Hypothesis 1b.  

 Parents will perceive informational, emotional, and instrumental support as more 

important than nurses and physicians perceive. Additionally, parents will perceive 

informational, emotional, and instrumental support as more important than all medical 

staff. 

  Analysis 1b.  

 To address Hypothesis 1b, Kruskal-Wallis Tests will be conducted. Participant 

type (parents, nurses, and physicians) will be the grouping variable and importance of 

social support (informational, emotional, and instrumental) will be the dependent 

variables. Significance will be assessed by reviewing the χ2 statistic. If significance is 

found, examination of pairwise comparisons using Dunn’s rank–based test (Dunn, 1964) 

will be conducted.  

  Hypothesis 1c.  

 Nurses will perceive that they provided more informational, emotional, and 

instrumental support for parents than physicians perceive they provided. 
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  Analysis 1c.  

 To address Hypothesis 1c, Mann-Whitney U Tests will be conducted. Participant 

type (nurses and physicians) will be the grouping variable and perceived provision of 

social support (informational, emotional, and instrumental) will be the dependent 

variables. Significance will be assessed by reviewing the U- and z- statistic. If significant 

results are found, median values will be examined to determine the direction of the 

observed difference.  

  Hypothesis 1d.  

 Nurses will perceive that informational, emotional, and instrumental support is 

more important than physicians perceive they provided.  

  Analysis 1d.  

 To address Hypothesis 1d, Kruskal-Wallis Tests will be conducted. Participant 

type (parents, nurses, and physicians) will be the grouping variable and importance of 

social support (informational, emotional, and instrumental) will be the dependent 

variables. Significance will be assessed by reviewing the χ2 statistic. If significance is 

found, examination of pairwise comparisons using Dunn’s rank–based test (Dunn, 1964) 

will be conducted.  

  Hypothesis 2.  

 Parents reporting higher levels of perceived social support (informational, 

emotional, and instrumental) will report lower perceived stress during the surgical 

process.  
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  Analysis 2.  

 To address Hypothesis 2, simple correlation analyses will be conducted. 

Significant correlations will be determined by evaluating Pearson’s product-moment 

correlation coefficient, r. 

  Hypothesis 3.  

 Parents will report higher perceived provision of social support, lower perceived 

importance of social support, and lower perceived stress if the following variables occur 

for surgical patients: had not completed previous surgeries, completed a planned surgery, 

was admitted for surgery earlier in the day, completed a surgery of shorter duration, had a 

lower anesthesia score, and was admitted to a regular inpatient medical floor. 

  Analysis 3.  

 To address Hypothesis 3, simple correlation analyses will be conducted. 

Significant correlations will be determined by evaluating Pearson’s product-moment 

correlation coefficient, r. 
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Chapter Four: Results 

OVERVIEW 

 The purpose of this primarily quantitative research study was to assess parental 

and medical staff perceptions of the implementation of family-centered care during the 

surgical process at a pediatric hospital. Specifically this study sought to examine parental 

and medical staff members’ perceptions of the provision and importance of three types of 

social support: informational, emotional, and instrumental. This study also sought to 

examine the relationship between parental perceived provision and importance of social 

support and parental perceived stress. 

 The qualitative questions presented at the end of each survey were created in 

order to gather additional information from parents and medical staff members regarding 

their experiences throughout the surgical process. The qualitative responses were 

examined by the researcher to identify major themes that may support the quantitative 

data results, and are presented following the quantitative data analysis in this chapter. 

DATA PREPARATION AND EXAMINATION 

 The collected data were entered into an SPSS spreadsheet by the researcher (SPSS 

version 19). Prior to conducting primary statistical analyses, the researcher conducted 

preliminary analyses to test assumptions by examining descriptive statistics (e.g., means, 

standard deviations, and minimum and maximum values). Normality was assessed via 

examining histograms, normal probability plots, boxplots and using tests for normality. In 

addition, the data were examined for missing values and outliers.  
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 Initially the data file was inspected for missing data. When examining the SSPSS 

Parent Version responses for missing data, one participant was missing 20% of data for 

the provision of informational support items. Four parent participants were missing 33% 

to 100% of data for the provision and/or importance of social support by nurses and 

physicians. Of the 51 medical staff, only two participants were missing any data. In order 

to account for missing data, participants missing above 20% of responses for particular 

statistical analyses were excluded since, otherwise, means based on only few items may 

be biased and not comparable to values obtained for other participants.  

 Upon inspection for outliers, no such values were found. Note that only in two 

cases involving one nurse and one surgeon, there were observations (mean provision for 

emotional support and importance of emotional support, respectively) with values within 

the usual range of outlyingness (at a distance more than 1.5 interquartile ranges below the 

first and above the third quartile) (McClave, J., 2009), but upon inspection of the two 

values it was determined that these are sensible values.  

The normality of the data distributions were examined using the Shapiro-Wilk test 

for normality, histograms, and normal probability plots. The data did not appear to be 

normally distributed for both the parent and medical staff samples. Therefore, given that 

the normality assumption was violated, non-parametric tests were utilized as primary 

analyses. Note that, in some of the analyses employing large sample sizes (i.e. comparing 

parents to all medical staff) the conventional, normality–assuming hypothesis tests would 

be appropriate (and the researcher did perform these with results consistent with non-
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parametric tests). However, for consistency reasons, only results from non-parametric, 

rank-based tests are reported.  

  Parental demographic and patient surgery data.  

Prior to data collection, a power analysis was conducted using G*Power, a 

general power analysis program, to determine the number of observations required for 

this study. It was determined that a sample size of 75 parents was needed to detect a 

medium effect size (0.3) at the desired level of power (0.85) at a significance level of .05. 

Of 141 parents invited to participate in the study, 122 (86.5%) consented to participate. 

Of the 122 parents who consented and received surveys, 117 (95.9%) completed and 

submitted surveys to the researcher. Therefore, 117 parents consented to participate in the 

study. The majority of parents participating in the study were female (83.8%). The ages 

of participating parents ranged from 18 to 59 years (M = 36.50, SD = 9.14)2. Parents 

primarily identified as White/European American (56.4%) and Hispanic/Latino (28.2%). 

An initial goal of the study involved recruiting as many Spanish-speaking families as 

possible in order to obtain a sample that accurately reflected the patient population at the 

hospital. However, this was challenging due to language barriers and the vast majority of 

the patients available for recruitment on the medical floors were non-Hispanic/Latino at 

the time of data collection. As a result, almost all parents recruited for this study were 

primarily English-speaking (95.7%). The majority of parents were college educated with 

34.2% having obtained a college degree and 29.9% having completed some college. The 

                                                 
2 M represents the mean. SD represents standard deviations. 
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majority of surgical patients were male (57.3%) and ranged in age from one month to 18 

years. Refer to Table 5 for additional parental descriptive statistics. 

Table 5 

Parent Demographic Data 

  n % M (SD) 
Sex of parent    
 Female 98 83.8 
 Male 19 16.2 
Age of parent   36.50 (9.14) 
Sex of child  

67 
50 

 
57.3 
42.7 

 
 Male  
 Female 
Parent race/ethnicity    
 White/European American 66 56.4 
 Hispanic/Latino 33 28.2 
 Black/African American 8 6.8 
 Other 5 4.3 
 Asian American 3 2.6 
 Native American/White/European American 1 0.9 
 Asian American/White/European American 1 0.9 
Family primary spoken languagea  

111 
5 

 
95.7 
4.3 

 
 English 
 Spanish  
aOne parent did not provide an answer to this item on the parental demographic survey. 

 

The majority of surgeries were planned (66.7%) and categorized as other (29.1%), 

followed by brain surgery (20.5%), cardiac surgery (14.5%), spinal surgery (12.8%), 

general orthopedic (5.1%), epilepsy surgery (5.1%), cleft palate (3.4%), tonsil surgery 

(3.4%), appendectomy surgery (3.4%), and oncology/cancer surgery (2.6%). 

Neurosurgeons performed most surgeries (30.8%) followed by orthopedists (16.2%), 

general/trauma surgeons (12%), ear/nose/throat surgeons (12%), cardiac surgeons 
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(10.3%), plastics surgeons (6.8%), cardiologist (4.3%), oncology/hematology (1.7%), 

radiologist (1.7%), urologist (1.7%), anesthesiology (0.9%), gasteroentenologist (0.9%), 

and nephrologist (0.9%). 17.9% of pediatric patients had undergone one or more surgical 

procedures prior to their current surgery. Less than half of surgical patients were 

transferred to the PICU following their recovery period in the PACU (47%). According 

to the anesthesia score, 30.4% of surgical patients were categorized as patients with mild 

systemic disease, 22.6% were categorized as patients with severe systemic disease not 

incapacitating, and 23.9% were categorized as completely healthy patients. Refer to 

Table 6 for additional descriptive statistics regarding patient surgeries. 
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Table 6 

Patient Surgery Descriptive Data  

  n % M (SD) 
Child surgeries completed at hospital   1.66 (2.34)a 
Surgeries prior to present surgery  

21 
96 

 
17.9 
82.1 

 
 Yes 
 No 
Type of surgical procedure    
 Cardiac surgery 17 29.1 
 Other surgical proceduresb 34 29.1 
 Brain surgery 24 20.5 
 Spinal surgery 15 12.8 
 General/orthopedic surgery 6 5.1 
 Epilepsy/brain surgery 6 5.1 
 Cleft palate surgery 

Tonsil surgery 
Appendectomy surgery 
Oncology/cancer 

4 
4 
4 
3 

3.4 
3.4 
3.4 
2.6 

Type of surgeon/proceduristc    
 Neurosurgeon 36 30.8 
 Orthopedics 19 16.2 

General/trauma 14 12.0 
Ear/nose/throat 14 12.0 
Cardiac 12 10.3 
Plastics 8 6.8 
Cardiologist 5 4.3 
Hematology/oncology 2 1.7 
Radiologist 2 1.7 
Urologist 2 1.7 
Gastroentenologist 1 0.9 
Nephrology 1 0.9 
Anesthesiology  1 0.9 

 
 
 
 
 
 
 
 



  66 

Table 6 (continued) 
Anesthesia 
score 
 
 

 
 
Completely healthy patient 
Patient with mild systemic 
disease 
Patient with severe systemic 
disease not incapacitating 
Patient with incapacitating 
disease constant life threat 
Moribund patient not expected to 
live 24 hours 
Emergency case 

 
 
28 
51 
 
38 
 
0 
 
0 
 
0 

 
 
23.9 
43.6 
 
32.5 
 
0 
 
0 
 
0 

 

Timing  
78 
30 
9 

 
66.7 
25.6 
7.7 

 
 Planned surgery 

Acute planned surgeryd 
Emergent surgery 

Time of admission for surgery (hours after 
midnight) 

  8.87 (2.01) 

 6:45am – 8:45am 72 61.5  
 9:00am – 11:45am 34 29.1  
 12:00pm – 4:00pm 11 9.4  
Length of surgery (hours)   3.47 (2.54) 
Length of hospital stay (days)   14.76 (74.36) 
Hospital floor post-surgery  

55 
24 
38 

 
47.0 
20.5 
32.5 

 
 Pediatric Intensive Care Unit 

Intermediate Care Unit 
Other inpatient medical floor 

aSurgeries completed in addition to the surgery for which the patient was admitted to the 
hospital at the time of data collection. 
bThe “other” category refers to surgeries that did not fit with the other surgical categories 
specified. 
cThe researcher enrolled patients undergoing a surgical procedure under anesthesia for 
any physician specialty. 
dAcute planned surgeries refer to surgical procedures in which a child was not in 
immediate danger of death or disability, although the child’s family did have knowledge 
that their child may need surgery. 
 

  Medical staff demographic data.  

The sample of medical staff included a total of 51 participants comprised of 15 

nurses and 36 physicians. Physicians included 11 anesthesiologists and 25 surgeons. The 



  67 

recruitment numbers and corresponding percentages for all medical staff groups are 

provided below in Table 7. 

Table 7 

Recruitment Numbers for Medical Staff by Specialty 

Medical staff specialty Possible n Recruited n % 
Nurses 15 15 100 
Orthopedic surgeons 6 3 50 
General/Trauma 
surgeons 

8 8 100 

Plastics surgeons 4 2 50 
Cardiac surgeons 2 2 100 
Cardiologists 4 4 100 
Ear/nose/throat 
surgeons 

6 3 50 

Anesthesiologists 25 11 44 
Total medical staff 70 48 68 

 

 The sample of nurses was entirely female, ranging in age from 25 to 54 years, 

and the majority identified as White/European American (80%). The 14 nurses who 

completed the demographic survey provided pre-operative care and 71.4% also provided 

post-operative care. An average of 17 years had elapsed since the end of participants’ 

nursing training and more than half of this sample completed internal training in family-

centered care (64.3%). Refer to Table 8 for additional descriptive statistics for nurses. 
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Table 8 

Nurse Demographic Dataa 

  n % M (SD) 
Sex     
 Female 14 93.3 
 Male 0 0 
Age   41.93 (7.54) 
Race/ethnicity    
 White/European American 12 80.0 
 Hispanic/Latino 1 6.7 
 Black/African American 1 6.7 
 Asian American  0 0 
 Other 0 0 
Type of nursing care  

14 
0 

 
93.3 
0 

 
 Preoperative 
 Perioperative 
 Postoperative 10 66.7  
Years elapsed since end of nursing training    17.04 (7.74) 
Years employed as a nurse    16.32 (7.94) 
Internal familycentered care trainingb   

9 
5 

 
64.3 
35.7 

 
  Yes 
  No 
Internal training hours    4.05 (3.22) 
External familycentered care training   

0 
14 

 
0 
93.3 

 
  Yes 
  No 
External training hours     0 
aOne nurse did not complete the demographic survey. 
bFamily-centered care training refers to whether medical staff have attended any 
conference sessions, training sessions, or workshops in or outside of the hospital 
regarding how to implement principles of family-centered care in the pediatric hospital 
setting. 

 
Surgeons comprised the majority of the medical staff surveyed (49%), were 

primarily male (72%), and the majority identified as White/European American (80%). 

Surgeons ranged in age from 34 to 62 years. On average, 13 years elapsed since the end 

of their medical training and four surgeons completed internal and external family-
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centered care training. The following surgical specialties were included in this study: two 

cardiac surgeons, two orthopedic surgeons, two plastics surgeons, three neurosurgeons, 

three ear/nose/throat surgeons, four cardiac interventionists (cardiologists performing 

invasive procedures such as insertion of a catheter), and eight general/trauma surgeons. 

Refer to Table 9 for additional descriptive statistics regarding surgeons. 

Table 9 

Surgeon Demographic Data 

  n % M (SD) 
Sex     
 Male 18 72.0 
 Female 7 28.0 
Age   46.24 (7.01) 
Race/ethnicity    
 White/European American 20 80.0 
 Hispanic/Latino 3 12.0 
 Asian American 1 4.0 
 Native American  1 4.0 
 Other 0 0 
Surgical specialty  

8 
4 

 
32.0 
16.0 

 
 General/trauma 
 Cardiologist 
 Neurosurgery 3 12.0  

Orthopedics 3 12.0 
Ear/nose/throat 3 12.0 
Cardiac 2 8.0 
Plastics 2 8.0 

Years elapsed since end of medical residency   13.29 (7.37) 
Years employed as a surgeon   13.04 (7.57) 
Internal family-centered care training  

4 
21 

 
16.0 
84.0 

 
 Yes 
 No 
Internal training hours   6.25 (6.13) 
External family-centered care training  

4 
21 

 
16.0 
84.0 

 
 Yes 
 No 
External training hours    5.00 (4.58) 
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Anesthesiologists ranged in age from 34 to 54 years, were primarily male 

(81.8%), and the majority identified as White/European American (90.9%). An average 

of 14 years elapsed since the end of their medical training. No anesthesiologists received 

internal family-centered care training and three of the eleven anesthesiologists received 

external training. Refer to Table 10 for additional descriptive statistics regarding 

anesthesiologists. 

Table 10 

Anesthesiologist Demographic Data 

  n % M (SD) 
Sex     
 Male 9 81.8 
 Female 2 18.2 
Age   45.82 (7.15) 
Race/ethnicity    
 White/European American 10 90.9 
 Hispanic/Latino 1 9.1 
 Black/African American 0 0 
 Asian American  0 0 
 Other 0 0 
Years elapsed since end of medical residency   14.00 (6.75) 
Years employed as an anesthesiologist   14.64 (7.43) 
Internal family-centered care training  

0 
11 

 
0 
100 

 
 Yes 
 No 
Internal training hours   0 
External family-centered care training  

3  
8 

 
27.3 
72.7 

 
 Yes 
 No 
External training hours    13.00 (9.90) 
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  Computing means.  

For the SSPSS Parent Version and SSPSS Nurse and Physician Version, means 

and additional descriptive statistics for each type of social support for each group of 

participants were computed. Means, medians, and additional descriptive statistics for 

perceptions of the provision and importance of social support were computed for each 

participant group by type of social support. Note that for the SSPSS Parent Version, 

descriptive statistics for the perceived provision of social support was computed by social 

support type according to type of medical staff (nurses, physicians, and all medical staff). 

The computed mean scores and additional descriptive statistics are provided in Tables 11 

through 16 below.  
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Table 11 

Parent Descriptives for SSPSS Parent Version  

 n M Mdn SD Minimum Maximum 
How often by nurses       
 Informational 116 2.78 2.87 0.88 0.20 4.00 
 Emotional 116 3.00 3.00 0.83 0.57 4.00 
 Instrumental 115 2.93 3.20 1.05 0.33 4.00 
How often by 
physicians 

      

 Informational 114 2.44 2.45 0.91 0.53 4.00 
 Emotional 116 2.75 2.86 0.93 0.29 4.00 
 Instrumental 115 2.63 2.83 1.11 0.00 4.00 
How often by all 
medical staff 

      

 Informational 115 2.61 2.70 0.84 0.57 4.00 
 Emotional 116 2.87 2.93 0.84 0.57 4.00 
 Instrumental 116 2.78 3.13 1.03 0.42 4.00 
Importance       
 Informational  115 3.22 3.33 0.57 2.00 4.00 
 Emotional  116 3.04 3.14 0.78 1.14 4.00 
 Instrumental 115 3.18 3.40 0.84 0.50 4.00 
 
Table 12 

Nurse Descriptives for SSPSS Nurse and Physician Version 

 n M Mdn SD Minimum Maximum 
Nurses how often       
 Informational 15 3.12 3.20 0.63 1.60 4.00 
 Emotional 15 3.70 3.71 0.27 3.14 4.00 
 Instrumental 15 3.75 3.80 0.31 3.14 4.00 
Nurses importance       
 Informational 15 3.26 3.13 0.56 2.33 4.00 
 Emotional 14 3.83 3.86 0.16 3.57 4.00 
 Instrumental 14 3.87 4.00 0.22 3.40 4.00 
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Table 13  

Surgeon Descriptives for SSPSS Nurse and Physician Version 

 n M Mdn SD Minimum Maximum 
Surgeons how often       
 Informational 25 2.58 2.53 0.52 1.73 3.67 
 Emotional 25 3.40 3.43 0.37 2.57 4.00 
 Instrumental 25 3.23 3.20 0.58 2.00 4.00 
Surgeons importance       
 Informational 25 2.56 2.53 0.61 1.40 3.53 
 Emotional 25 3.48 3.57 0.40 2.43 4.00 
 Instrumental 25 3.45 3.60 0.50 2.40 4.00 
 
Table 14  

Anesthesiologist Descriptives for SSPSS Nurse and Physician Version 

 n M Mdn SD Minimum Maximum 
Anesthesiologist how 
often 

      

 Informational 11 1.90 2.00 0.37 1.20 2.60 
 Emotional 11 3.32 3.43 0.37 2.71 3.71 
 Instrumental 11 2.65 2.60 0.41 2.00 3.20 
Anesthesiologist 
importance 

      

 Informational 11 2.12 2.20 0.51 1.20 2.80 
 Emotional 11 3.38 3.43 0.37 2.71 3.86 
 Instrumental 11 2.96 2.80 0.41 2.40 3.60 
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Table 15  

Physician Descriptives for SSPSS Nurse and Physician Version 

 n M Mdn SD Minimum Maximum 
All physicians how 
often 

      

 Informational 36 2.37 2.37 0.57 1.20 3.67 
 Emotional 36 3.38 3.43 0.37 2.57 4.00 
 Instrumental 36 3.06 3.20 0.50 2.00 4.00 
All physicians 
importance 

      

 Informational 36 2.43 2.43 0.61 1.20 3.53 
 Emotional 36 3.45 3.50 0.39 2.43 4.00 
 Instrumental 36 3.30 3.20 0.52 2.40 4.00 
 
Table 16 

All Medical Staff Descriptives for SSPSS Nurse and Physician Version  

 n M Mdn SD Minimum Maximum 
All medical staff how 
often 

      

 Informational 51 2.59 2.53 0.68 1.20 4.00 
 Emotional 51 3.47 3.57 0.37 2.57 4.00 
 Instrumental 51 3.26 3.20 0.62 2.00 4.00 
All medical staff 
importance 

      

 Informational 51 2.60 2.60 0.70 1.20 4.00 
 Emotional 50 3.71 3.71 0.38 2.43 4.00 
 Instrumental 50 3.60 3.60 0.52 2.40 4.00 
 

 For the PSS:PICU, the total score for each participant was computed by dividing 

the sum of all items by the number of items rated one or above. According to the survey 

authors, this step compensates for the zero scores labeled, “not experienced” (Carter & 

Miles, 1982). Prior to computing means, parental stress scores were examined. Since they 

were highly positively skewed, it was decided that all analyses employing PSS:PICU 
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would use the natural logarithm of the stress scores. Therefore, means reported below are 

computed from the logarithm of the stress scores.  

Table 17 

Parent Descriptives for PSS: PICU 

 n M Mdn SD Minimum Maximum 
Parental 
stress 

116 0.81 0.83 0.38 0.00 1.55 

 
QUANTITATIVE DATA ANALYSIS 

  Research Question 1.  

 How will parental perceptions of the provision and importance of social support 

by nurses and physicians during the surgical process (informational, emotional, and 

instrumental) compare to nurses’ and physicians’ perceptions (surgeons and 

anesthesiologists)?  

  Hypothesis 1a.  

 Firstly, hypothesis 1a proposed that parents would perceive that less 

informational, emotional, and instrumental support is provided than nurses and 

physicians. Secondly, this hypothesis proposed that parents would perceive that less 

informational, emotional, and instrumental support is provided by all medical staff (as a 

collapsed group including nurses and all physicians). 

  Analyses for Hypothesis 1a.  

 Although MANOVA was originally proposed as the statistical analysis, it was 

determined non-parametric analyses would be utilized given the small sample sizes of 

medical staff and violation of the normality assumption for data gathered from parents 
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and medical staff. This hypothesis was analyzed using Mann-Whitney U tests with 

participant type (parents, nurses, and physicians) as the grouping variable and perceived  

provision of social support (informational, emotional, and instrumental) as the dependent 

variable.  

The Mann-Whitney U Test results revealed that nurses reported a significantly 

higher median score (Mdn = 3.71) than parents (Mdn = 3.00) for the perceived provision 

of emotional support (U = 436, z = -3.16, p < .01). Results also indicated that nurses 

reported a significantly higher median score (Mdn = 3.80) than parents (Mdn = 3.20) for 

the perceived provision of instrumental support (U = 484.50, z = -2.79, p < .05). Note that 

no significant differences in the perceived provision of informational support (as 

measured by the median score) for parents versus nurses were identified (p = 0.17).   

 The Mann-Whitney U Test results also revealed that physicians reported a 

significantly higher median score (Mdn = 3.43) than parents (Mdn = 2.86) for the 

perceived provision of emotional support (U = 1269, z = -3.56, p < .001). Note that no 

significant differences in the perceived provision of informational support (p = 0.60) and 

instrumental support (p = 0.10) were identified, at significance level α = 0.05. 

 Findings from the final Mann-Whitney U Test revealed that when collapsed into 

one group, all medical staff reported a significantly higher median score (Mdn = 3.57) 

than parents (Mdn = 2.93) for the perceived provision of emotional support (U = 1703.50, 

z = -4.36, p < .001). Additionally, all medical staff reported a significantly higher median 

score (Mdn = 3.20) than parents (Mdn = 3.13) for the perceived provision of instrumental 

support (U = 2266.00, z = -2.41, p < .01 using one-tailed test). Note that no significant 
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difference in the perceived provision of informational support (p = .69) were identified at 

significance level α = 0.05. Table 18 summarizes the findings for Hypothesis 1a. 

Table 18 

Perceptions of the Provision of Social Support by Parents and Medical Staff 

 p 
Perceived provision of emotional support  
 Nurse median > parent median < .01 
 Physician median > parent median < .001 
 All medical staff median > parent median < .001 
Perceived provision of instrumental support  
 Nurse median > parent median < .05 
 All medical staff median > parent median < .01 
 No significant differences for parents versus physicians .10 
Perceived provision of informational support  
 No significant differences for parents versus nurses .17 
 No significant differences for parents versus physicians .60 
 No significant differences for parents versus all medical staff .69 
 

  Hypothesis 1b.  

 Firstly, Hypothesis 1b proposed that parents would perceive informational, 

emotional, and instrumental support as more important than nurses and physicians. 

Secondly, this hypothesis proposed that parents would perceive informational, emotional, 

and instrumental support as more important than all medical staff (as a collapsed group 

including nurses and all physicians).  

  Analyses for Hypothesis 1b.  

 Although MANOVA was originally proposed as the statistical analysis, it was 

determined non-parametric statistics would be utilized given the small sample sizes of 

medical staff and violation of the normality assumption for data gathered from parents 
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and medical staff. This hypothesis was analyzed using the Kruskal-Wallis Test with 

participant type (parents, nurses, and physicians) as the grouping variable and perceived 

importance of social support (informational, emotional, and instrumental) as the 

dependent variables.  

 Results revealed a statistically significant difference among participant groups for 

perceived importance of informational support across the three groups (χ2 = 35.34, p < 

.001). An examination of pairwise comparisons using Dunn’s rank–based test (Dunn, 

1964) indicated statistically significant differences between parents and physicians (z = 

5.843, adjusted p < .001) using the Bonferroni adjusted p-value (i.e. the original p-value 

multiplied by 3, which is the total number of pairwise comparisons). Parents recorded a 

significantly higher median score (Mdn = 3.33) than physicians (Mdn = 2.43). Note that 

no significant difference in the perceived importance of informational support between 

parents and nurses was identified at significance level α = 0.05 (p = 1.00). 

 Results revealed a statistically significant difference among participant groups for 

perceived importance of emotional support (χ2 = 19.56, p < .001). An examination of 

pairwise comparisons indicated statistically significant differences between parents and 

nurses (z = -4.1, p < .001) and parents and physicians (z = -2.292, p < .05) using the 

Bonferroni adjusted p-value. Nurses (Mdn = 3.86) and physicians (Mdn = 3.20) reported 

a higher median than parents (Mdn = 3.14). 

 Results also revealed a statistically significant difference among participant 

groups for perceived importance of instrumental support (χ2 = 13.17, p < .01).  An 

examination of pairwise comparisons indicated statistically significant differences 
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between parents and nurses (z = -3.55, p  < .01). Nurses recorded a higher median (Mdn = 

4.00) than parents (Mdn = 3.40). Note that no significant difference in the perceived 

importance of instrumental support between parents and physicians was identified at 

significance level α = 0.05 (p = 1.00). 

 A secondary Kruskal-Wallis was conducted to test this hypothesis while 

examining differences among the following groups: parents, nurses, surgeons, and 

anesthesiologists. Results revealed a statistically significant difference among participant 

groups for perceived importance of informational support (χ2 = 37.47, p < .001). An 

examination of pairwise comparisons indicated statistically significant differences 

between parents and anesthesiologists (z = 4.70, p < .001) and parents and surgeons (z = 

4.33, p < .001) using the Bonferroni adjusted p-value. Parents recorded a higher median 

(Mdn = 3.33) than anesthesiologists (Mdn = 2.20) and surgeons (Mdn = 2.53). Note that 

no significant difference in the perceived importance of informational support between 

parents and nurses was identified at significance level α = 0.05 (p = 1.00). 

 Results revealed a statistically significant difference between participant groups 

for perceived importance of emotional support (χ2 = 19.89, p < .001). An examination of 

pairwise comparisons revealed statistically significant differences between parents and 

nurses (z = -4.10, p < .001) using the Bonferroni adjusted p-value. Parents recorded a 

slightly higher median (Mdn = 3.33) than nurses (Mdn = 3.13). Note that no significant 

differences in the perceived importance of emotional support between parents and 

surgeons (p = .14) and parents and anesthesiologists (p = 1.00) was identified at 

significance level α = 0.05. 
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 Additionally, results revealed a statistically significant difference between 

participant groups for perceived importance of instrumental support (χ2 = 17.72, p < .01). 

An examination of pairwise comparisons revealed statistically significant differences 

between parents and nurses (z = -3.55, p < .01) using the Bonferroni adjusted p-value. 

Nurses reported a higher median (Mdn = 4.00) than parents (Mdn = 3.40). Note that no 

significant differences in the perceived importance of instrumental support between 

parents and anesthesiologists (p = .44) and parents and surgeons (p = 1.00) was identified 

at significance level α = 0.05.  

 Findings from the final analysis for this hypothesis, a Mann-Whitney U Test, 

revealed that when collapsed into one group, parents reported a significantly higher 

median score (Mdn = 3.33) than all medical staff (Mdn = 2.60) for the perceived 

importance of informational support (U = 1612.00, z = -4.63, p < .001). However, all 

medical staff reported a significantly higher median score (Mdn = 3.71) than parents 

(Mdn = 3.14) for the perceived importance of emotional support (U = 1831.50, z = -3.78, 

p < .001). Note that no significant difference in the perceived importance of instrumental 

support were identified at significance level α = 0.05 (p = .12). Table 19 summarizes the 

findings for Hypothesis 1b. 
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Table 19 

Perceptions of the Importance of Social Support by Parents and Medical Staff 

 p 
Perceived importance of informational support  
 Parent median > physician median < .001 
 Parent median > all medical staff median 

Parent median > surgeon median 
Parent median > anesthesiologist median  

< .001 
< .001 
< .001 

 No significant differences for parents versus nurses 1.00 
Perceived importance of emotional support  
 Nurse median > parent median < .001 
 Physician median > parent median 

All medical staff median > parent median 
No significant differences for parents versus anesthesiologists 
No significant differences for parents versus surgeons 

< .05 
< .001 

.14 
1.00 

Perceived importance of instrumental support  
 Nurse median > parent median 

No significant differences for parents versus surgeons 
No significant differences for parents versus anesthesiologists 

< .01 
.44 

1.00 
 No significant differences for parents versus physicians 1.00 
 No significant differences for parents versus all medical staff .12 
 

  Hypothesis 1c.  

 Hypothesis 1c proposed that nurses would perceive that they provided more 

informational, emotional, and instrumental support than physicians.  

  Analyses for Hypothesis 1c.  

 Although ANOVA was originally proposed as the statistical analysis, it was 

determined non-parametric tests would be utilized given the small sample sizes of 

medical staff and violation of the normality assumption for data gathered from parents 

and medical staff. This hypothesis was analyzed using a Mann-Whitney U Test with 

participant type (nurses and physicians) as the grouping variable and social support 
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(informational, emotional, and instrumental) as the dependent variable.  The Mann-

Whitney U Test results revealed that nurses reported significantly higher median scores 

for perceived provision of informational support, (U = 100, z = -3.52, p < .001), 

emotional support (U = 129.50, z = -2.93, p < .05), and instrumental support (U = 88, z = 

-3.80, p < .001) than physicians. Exact median values for nurses and physicians  across 

types of perceived social support can be found in the Table 20. Table 21 summarizes the 

findings for Hypothesis 1c.    

Table 20 

Median Values for Nurses and Physicians for Perceived Provision of Social Support  

 Informational support Emotional support Instrumental support 
Nurses 3.20 3.71 3.80 
Physicians 2.37 3.43 3.20 
 

Table 21 

Perceived Provision of Social Support by Nurses and Physicians 

 p 
Perceived provision of informational support  
 Nurse median > physician median < .001 
Perceived provision of emotional support  
 Nurse median > physician median < .05 
Perceived provision of instrumental support  
 Nurse median > physician median < .001 
 

  Hypothesis 1d.  

 Hypothesis 1d proposed that nurses would perceive that informational, emotional, 

and instrumental support is more important than physicians.  
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  Analyses for Hypothesis 1d.  

 Although MANOVA was originally proposed as the statistical analysis it was 

determined that non-parametric analyses would be utilized given the small sample sizes 

of medical staff and violation of the normality assumption for data gathered from parents 

and medical staff. Hypothesis 1d was analyzed using the Kruskal-Wallis test referenced 

in Hypothesis 1b. Participant type (parents, nurses, and physicians) was the grouping 

variable and importance of social support (informational, emotional, and instrumental) 

were the dependent variables. Results revealed a statistically significant difference among 

participant groups for perceived importance of informational support across groups (χ2 = 

35.34, p < .001). An examination of pairwise comparisons indicated statistically 

significant differences between nurses and physicians (z = 3.73, p < .01) using the 

Bonferroni adjusted p-value. Nurses reported a higher median (Mdn = 3.13) than 

physicians (Mdn = 2.43).  

 Results revealed statistically significant differences among participant groups for 

perceived importance of emotional support (χ2 = 19.56, p < .001). An examination of 

pairwise comparisons indicated statistically significant differences between nurses and 

physicians (z = -4.10, p < .001) using the Bonferroni adjusted p-value. Nurses reported a 

higher median (Mdn = 3.86) than physicians (Mdn = 3.50).  

 Results also demonstrated statistically significant differences among particpant 

groups for perceived importance of instrumental support (χ2 = 13.17, p < .01). An 

examination of pairwise comparisons indicated statistically significant differences 
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between nurses and physicians (z = 3.28, p < .01) using the Bonferroni adjusted p-value. 

Nurses reported a higher meidan (Mdn = 4.00) than physicians (Mdn = 3.20).  

 A secondary Kruskal-Wallis examined differences among parents, nurses, 

surgeons, and anesthesiologists. Results revealed a statistically significant difference 

among participant groups for perceived importance of informational support across 

groups (χ2 = 37.47, p < .001). An examination of pairwise comparisons indicated 

statistically significant differences between nurses and surgeons (z = 3.02, p < .001 using 

1-tailed test) and nurses and anesthesiologists (z = 3.81, p = .01) using the Bonferroni 

adjusted p-value. Nurses reported a higher median (Mdn = 3.13) than both surgeons (Mdn 

= 2.53) and anesthesiologists (Mdn = 2.20). Note that no significant differences in the 

perceived importance of informational support between surgeons and anesthesiologists 

was identified at significance level α = 0.05 (p = 87).  

 Results indicated a statistically significant difference between participant groups 

for perceived importance of instrumental support (χ2 = 17.71, p < .01). An examination of 

pairwise comparisons indicated significant differences between nurses and 

anesthesiologists (z = 3.90, p < .01) and between nurses and surgeons (z = 2.39, p = .05 

using one-tailed test) using the Bonferroni adjusted p-value. Nurses reported a higher 

median (Mdn = 4.00) than surgeons (Mdn = 3.60) and anesthesiologists (Mdn = 2.80). 

Note that no significant differences in the perceived importance of instrumental support 

between surgeons and anesthesiologists was identified at significance level α = 0.05 (p = 

.44).  
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 Lastly, no significant differences in the perceived importance of emotional 

support among medical staff (nurses, surgeons, and anesthesiologists) were identified at 

significance level α = 0.05 (nurses versus surgeons p = .29, nurses versus 

anesthesiologists p = .19, surgeon versus anesthesiologists p = .1.0). Table 22 

summarizes the findings for Hypothesis 1d.  

Table 22 

Perceived Importance of Social Support by Nurses and Physician Types 

 p 
Perceived importance of informational support  
 Nurse median > physician median 

Nurse median > surgeon median 
Nurse median > anesthesiologist median  

< .001 
< .001 

.01 
Perceived importance of emotional support  
 Nurse median > physician median 

No significant differences for nurses versus surgeons 
No significant differences for nurses versus anesthesiologists 
No significant differences for surgeons versus anesthesiologists 

< .05 
.29 
.19 
.10 

Perceived importance of instrumental support  
 Nurse median > physician median 

Nurse median > anesthesiologist median 
Nurse median > surgeon median  
No significant differences between surgeons and anesthesiologists 

< .001 
< .01 
.05 
.44 

 

RESEARCH QUESTION 2 

Will parents reporting higher perceptions of social support also report lower perceived 

stress during the surgical process? Will parents reporting higher perceptions of the 

importance of social support also report higher perceived stress during the surgical 

process. 
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  Hypothesis 2.  

 Firstly, Hypothesis 2 proposed that parents reporting higher levels of perceived 

social support (informational, emotional, and instrumental) would report lower perceived 

stress during the surgical process. Secondly, Hypothesis 2 proposed that parents reporting 

higher perceptions of the importance of social support would also report higher perceived 

stress during the surgical process. 

  Analyses for Hypothesis 2.  

 It was originally proposed that this hypothesis would be analyzed using Pearson 

correlations a simultaneous regression analysis. It was expected that a significant positive 

correlation between high levels of perceived social support from nurses and physicians 

(surgeons and anesthesiologists) and low levels of perceived stress would emerge and 

that the analysis would produce a statistically significant overall regression. This 

hypothesis was instead examined using only the Pearson-product moment correlation. 

 Prior to conducting correlation analyses, parental stress scores were examined. 

Since they were highly positively skewed, it was decided that all bivariate and 

multivariate analyses employing the PSS:PICU would use the natural logarithm of the 

stress scores. Initially, scatterplots were examined for linear relationships. In some cases 

there was evidence for a linear association between parental perceived social support 

(from nurses and physicians, averaged) and parental perceived stress. No non-linear 

patterns were apparent.   
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   Provision of Social Support and Stress.  

 The relationship between parental perceptions of the provision and importance of 

social support and perceived parental stress was investigated using the Pearson product-

moment correlation coefficient. Correlation results revealed a significant small negative 

linear association between parental perceptions of the provision of informational support 

and perceived parental stress (r = -.20, n = 114, p < .05), with higher perceptions of the 

provision of informational support associated with less parental perceived stress. Parental 

perceptions of the provision of emotional and instrumental social support did not prove to 

be significantly correlated with perceived stress.  

When parental perceptions of provision of social support was examined separately 

by provider type (nurses and physicians), results revealed a significant, small negative 

linear association between parental perceptions of the provision of informational support 

provided by nurses and perceived parental stress (r = -.17, n = 115, p < .05). Results also 

indicated a significant, small negative linear association between parental perceptions of 

the provision of informational support provided by physicians (surgeons and 

anesthesiologists combined) and perceived parental stress, (r = -.19, n = 113, p < .05). 

This result indicates that higher perceptions of the provision of informational support by 

physicians was associated with less perceived stress. Parental perceptions of the provision 

of emotional and instrumental support by physicians did not prove to be significantly 

correlated with perceived stress. Similarly, parental perceptions of the provision of all 

three types of social support by nurses did not prove to be significantly correlated with 

perceived stress.  
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  Importance of Social Support and Stress.  

Correlation results revealed a significant, small positive association between 

parental perceptions of the importance of emotional support and perceived parental stress 

(r = 0.16, n = 115, p < .05) with higher perceptions of the importance of emotional 

support associated with higher perceived stress. Results also indicated a small but 

significant positive correlation between parental perceptions of the importance of 

instrumental support and perceived parental stress (r = 0.27, n = 114, p < .01) with higher 

perceptions of the importance of instrumental support associated with higher perceived 

stress.  

Since parental stress was found to be significantly correlated with both parental 

perceived importance of emotional support and perceived importance of instrumental 

support, it was attempted that both variables be included as predictors of stress in a 

multiple linear regression. However, since the perceived importance of both types of 

social support are highly mutually correlated (r = 0.60, n = 115, p < .001), there is no 

significant linear relationship between perceived importance of emotional support and 

perceived stress scores, after controlling for importance of instrumental support score.  

RESEARCH QUESTION 3 

 Research Questions 3 was originally proposed was as follows: How will the 

following factors impact parental perceptions of the provision and importance of social 

support and stress: the family’s primary spoken language (English or Spanish), timing of 

the child’s medical procedures (planned or unplanned), and the severity of the medical 

procedures (moderate or severe)? As the data collection process unfolded, it became 
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apparent that the researcher could not gather adequate data to support the variables 

proposed in this research question. The variables were altered to include: sex of parent, 

anesthesia score, length of surgery, time of surgery admission, timing of surgery 

(planned, acute planned, and emergent), time of admission for surgery, medical floor 

(PICU, IMC, and other inpatient medical floor), and whether the patient had undergone 

previous surgeries. 

  Hypothesis 3.  

 Hypothesis 3 proposed that parents would report higher perceptions of the 

provision of social support, lower perceived importance of social support, and lower 

perceived stress if the following variables occur for surgical patients: had not completed 

previous surgeries, completed a planned surgery, was admitted for surgery earlier in the 

day, completed a surgery of shorter duration, had a lower anesthesia score, and was 

admitted to a regular inpatient medical floor.  

  Analyses for Hypothesis 3.  

 It was originally proposed that this hypothesis would be analyzed using the 

Pearson-product moment correlation and a simultaneous regression analysis. The 

Pearson-product moment correlation was used to explore possible relationships between 

demographic variables and parental perceived provision of social support and perceived 

parental stress. An examination of correlations revealed that variables including 

anesthesia score, length of surgery, completion of previous surgeries, and inpatient 

medical floor (PICU, IMC, and other inpatient medical floor) did not prove to be 

significantly correlated with parental perceived provision of social support or parental 
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perceived stress. However, when the provision of social support and perceived stress was 

examined for surgical patient’s mothers (n = 96), results revealed a significant, small 

negative correlation between parental perceptions of the provision of informational 

support and parental perceived stress (r = -.21, n = 96, p < .05). These findings indicate 

that higher perceptions of the provision of informational support were associated with 

less perceived stress. Correlation results also indicated a significant, small positive 

correlation between parental perceptions of the importance of emotional support (r = .21, 

n = 97, p < .05) and instrumental support (r =.29, n = 96, p < .01) for surgical patient’s 

mothers indicating that higher perceptions of the provision of emotional and instrumental 

support were associated with higher perceived stress. No significant linear relationships 

for fathers were found, but that is likely due to the small sample size (n = 19).   

The relationship between parental perceptions of the provision of social support 

and perceived parental stress for timing of surgical procedures was examined using a 

Pearson-product moment correlation. Results revealed a significant, small correlation 

between parental perceptions of the provision of informational support and perceived 

stress (r = -.25, n = 75, p < .05), with higher perceptions of the provision of informational 

support associated with less perceived stress for planned surgeries.  

The relationship between time of admission for surgery and parental perceptions 

of the provision and importance of social support was examined using a Pearson-product 

moment correlation. Results indicated a significant, small correlation between the time of 

a child’s admission for surgery and parental perceptions of the importance of emotional 

(r = 0.24, n = 116, p < .01) and instrumental support (r = 0.27, n = 115, p < .01), with a 
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later admission for surgery associated with higher parental perceptions of the importance 

of emotional and instrumental support. No significant linear relationships were found for 

time of admission for surgery and parental perceptions of the provision of social support.  

The relationship between time of admission for surgery and parental perceptions 

of parental perceived stress was also examined using a Pearson-product moment 

correlation. Results revealed a significant, large correlation between the time of a child’s 

admission for surgery and parental perceptions of stress (r = 0.87, n = 116, p < .001), 

with a later admission for surgery associated with higher parental perceptions of stress.  

Table 23 

Correlations Between Types of Parental Perceived Support and Perceived Stress 

 Parent perceptions: 
Nurses 

Parent 
perceptions: 
Physicians 

Parent 
perceptions: All 

medical staff 
Informational support 
how often 

-0.17* -0.19* -0.20* 

Emotional support how 
often 

0.02 -0.05 -0.02 

Instrumental support 
how often 

0.06 -0.00 0.01 

Informational support 
importance 

  0.04 

Emotional support 
importance 

  0.16* 

Instrumental support 
importance 

     0.27** 

*  p < .05 (one-sided). ** p < .01 (two-sided). 
 

QUALITATIVE DATA 

 There are several methods of qualitative data analysis (Elo & Kyngäs, 2008) and 

researchers often utilize the approach that seems to be the best fit for the data (Padgett, 
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1998). Constant comparative analysis is a commonly used approach involving 

identification of themes throughout the analysis process until the researcher reaches a 

point of saturation (Padgett, 1998; Strauss & Corbin, 1990). Saturation is reached when 

new themes cease to emerge while reviewing the data (Padgett, 1998). Although the 

researcher did not execute constant comparative analysis in this study, the structure of 

this approach informed the qualitative data analysis implemented by the researcher.  

All qualitative data gathered from parents and medical staff members were reviewed and 

analyzed by the researcher. The researcher transferred participants’ written comments 

from hard copy surveys to a Word document. This enabled the researcher to read 

participant responses line by line beginning with Question One. The researcher began by 

reading through all parent participant responses line by line in order to gain a greater 

understanding of the content of the responses. As this was done, the researcher began to 

compile a list of possible major themes. The parent responses were reviewed a second 

time, line by line, and matched with major themes previously identified by the researcher. 

New themes also emerged as this process unfolded. The parent responses were reviewed 

a third and fourth time to be certain that they were matched with the most appropriate 

major themes. Often times responses matched with more than one major theme due the 

amount of information provided. When this occurred, this was noted for each 

corresponding major theme. Therefore, a participant’s response to a particular question 

may have been included under more than one major theme. When this process was 

complete, the frequency and percentage of responses for each major theme was 

calculated. This entire process was then repeated for the qualitative data gathered from 
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medical staff members. As the reader may benefit from quantitative information 

regarding the qualitative data (Padgett, 2007), the major themes, frequencies, and 

percentages are presented in both text and table format in the following sections. Such 

information can provide readers with additional context regarding study implementation. 

PARENTAL QUALITATIVE DATA   

  Qualitative Question One.  

 Question One read: What have nurses, surgeons, and anesthesiologists done for 

you that has been most helpful? In reviewing 114 parent responses to this question six 

major themes were identified including: (a) providing explanations/updates 

(spontaneously and in response to parents’ questions) (n = 98), (b) providing care for 

their child (n = 27), (c) providing support (n =  10), (d) being helpful (n = 10), (e) a 

comfortable hospital stay (n = 7) (f) inviting parents to ask questions (n = 6), and (g) 

including parents in their child’s care (n = 5). Common themes were not identified among 

the remainder of the parent responses (n = 4), which did not align with the two identified 

themes (e.g., Stay on top of situations). Note that some participants provided responses 

that matched with more than one identified theme. Three parents did not provide 

responses to this question. 

  Qualitative Question Two.  

 Question Two read: Which of you needs have not been met by nurses, surgeons, 

and anesthesiologists? In examining 80 parent responses to this question four major 

themes were identified including: (a) all needs have been fulfilled (n =  58), (b) medical 

staff provided sufficient information and explanations (n = 13), (c) care provided for 
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child and parent was unsatisfactory (n =  5), and (d) logistical problems (n =  2). Common 

themes were not identified among the remainder of the parent responses (n =  4), which 

did not align with the two identified themes (e.g., We have only been here less than 

twelve hours, so this has yet to be determined). Note that two participants provided 

responses that matched with more than one identified theme. Thirty-seven parents did not 

provide responses to this question. 

  Qualitative Question Three.  

 Question Three read: What could nurses, surgeons, and anesthesiologists do to 

improve your experience during and after your child's surgery? Upon reviewing 89 parent 

responses six major themes were identified: (a) no improvements needed (n =  54), (b) 

improve communication (n =  14), (c) logistical improvements (n =  10), (d) 

improvements in child’s care (n =  5), (e) increased support for families (n =  4), and (f) 

dissatisfaction with medical staff members (n =  2). Responses regarding logistical 

improvements referenced: information regarding how to navigate the hospital (n = 3), 

receiving information regarding when and how to make transitions as a parent (e.g., 

which waiting room do parents walk to and when) (n = 2), and consistency in scheduling 

surgeries (e.g., beginning surgery on time, not altering the scheduled surgery time) (n = 

2). Twenty-eight parents did not provide responses to this question. Table 24 presents the 

identified themes for each qualitative question.  
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Table 24 

Parental Qualitative Data Major Themes 

 n %a 
Question One: What have nurses, surgeons, and anesthesiologists done for 
you that has been most helpful? 

  

 Providing explanations/updates (spontaneously and in response to 
parents’ questions) 

98 86 

 Providing care for their child. 27 24 
 Providing support. 10 9 
 Being helpful. 

Comfortable hospital stay. 
10 
7 

9 
6 

 Inviting parents to ask questions. 6 5 
 Including parents in their child’s care. 5 4 
Question Two: Which of you needs have not been met by nurses, surgeons, 
and anesthesiologists?  

  

 All needs have been fulfilled. 34 42 
 Need to receive information and explanations. 13 16 
 Care provided for child and parent was unsatisfactory. 5 6 
 Logistical problems. 2 2 
Question Three: What could nurses, surgeons, and anesthesiologists do to 
improve your experience during and after your child's surgery?  

  

 No improvements needed. 48 54 
 Improve communication. 14 16 
 Logistical improvements. 10 11 
 Improvements in child’s care. 5 6 
 Increase support for families.  4 4 
 Dissatisfaction with medical staff members.  2 2 
aPercentages represent the percentage of participants whose responses match with the 

identified themes. 

For the two major themes for each of the qualitative questions with the largest 

number of responses, quotes are provided in the table below. The following quotes are 

most representative of the major themes listed.  
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Table 25 

Parental Qualitative Data: Quotes  

Question One: What have nurses, surgeons, 
and anesthesiologists done for you that has 
been most helpful? 

Parent Quotes 

Providing explanations/updates. “They have given us an abundance of 
information to clarify the procedures done, 
the treatment being given, and what to 
expect once home.” 

Providing care for their child. “They treated my son with respect and let 
him know what they were doing even when 
he was sedated.” 

Question Two: Which of you needs have 
not been met by nurses, surgeons, and 
anesthesiologists? 

 

All needs have been fulfilled. “All expectations have been met or 
exceeded.” 

Need to receive information and 
explanations. 

“I needed more specific details regarding 
the amount of time until surgery would be 
done and the duration.” 

Question Three: What could nurses, 
surgeons, and anesthesiologists do to 
improve your experience during and after 
your child's surgery? 

 

No improvements needed. “Our experience was as good as it could 
have been. Our expectations were 
exceeded.” 

Improve communication. “Needed more information about how soon 
we could see our child after surgery. The 
pager system didn’t work when we moved 
to the PICU. Everyone was confused and 
we had to call twice to finally see our 
child.” 
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MEDICAL STAFF QUALITATIVE DATA   

  Question One.  

 The dichotomous question preceding qualitative Question One read: Do you 

incorporate aspects of family-centered care in your work with patients or other family 

members? The vast majority of medical staff members report incorporating aspects of 

family-centered care into their work with families, with surgeons reporting the highest 

percentage. Frequencies computed for each group of medical staff are found in the table 

below. 

Table 26 

Medical Staff Incorporating Aspects of FamilyCentered Care in Their Work  

Do you incorporate aspects of family-
centered care in your work with patients or 
other family members? 

Nurses  
(n =  15) 

Surgeons 
(n =  24) 

Anesthesiologists 
(n =  10) 

Yes Ye 93.3% 100% 90% 
No  6.7%  10% 
 

Question One asked the following: How do you feel about incorporating family-

centered care into your work at the hospital? In examining the 15 nurse responses to this 

question, three major themes were identified including: (a) family-centered care is an 

important part of a child’s hospitalization (n =  11), (b) family-centered care is currently 

incorporated into nurses’ work conducted at the hospital (n =  3), and (c) implementing 

family-centered care is challenging (n =  2).  Note that some participants provided 

responses that matched with more than one identified theme.  
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 Among the 19 surgeon responses to this question, two major themes were 

identified including: (a) family-centered care is an important part of a child’s 

hospitalization (n =  14) and (b) family centered-care is currently incorporated into 

surgeon’s work at the hospital (n =  3). Three surgeons reported that a specific definition 

of the term, family-centered care, was needed to answer the question. Note that one 

surgeon provided a response that matched with more than one identified theme. Six 

surgeons did not provide responses to this question.  

 Upon reviewing eight anesthesiologist responses to this question, two major 

themes were identified including: (a) family-centered care is an important part of a 

child’s hospitalization (n =  7), and (b) implementing family-centered care is challenging 

(n =  2). Three anesthesiologists did not provide responses to this question. Note that one 

anesthesiologist provided a response that matched with more than one identified theme. 

Table 27 presents the identified themes for Question One.  
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Table 27 

Medical Staff Qualitative Data: Major Themes for Question One 

Question One: How do you feel about incorporating family-centered care 
into your work at the hospital?  

n %a 

Nurse responses    
 Family-centered care is an important part of a child’s hospitalization.  11 73 
 Family-centered care is currently incorporated into nurses’ work 

conducted at the hospital. 
3 20 

 Implementing family-centered care is challenging.  2 13 
Surgeon responses   
  Family-centered care is an important part of a child’s hospitalization.   14 74 
  Family centered-care is currently incorporated into surgeon’s work at 

the hospital.  
3 16 

Anesthesiologist responses   
  Family-centered care is an important part of a child’s hospitalization.   7 87 
  Implementing family-centered care is challenging.   2 25 
aPercentages represent the percentage of participants whose responses match with the 
identified themes. 
 

For the major theme for each of the qualitative questions with the largest number 

of responses, quotes are provided in the table below. The following quotes are most 

representative of the major themes listed.  

Table 28 

Medical Staff Qualitative Data: Quotes for Question One 

Question One:  
How do you feel about incorporating family-centered care into your work at the hospital? 

Major Themes Nurse Quote 
Family-centered care is an important part 
of a child’s hospitalization. 

“This is the only way to care for children in 
a hospital setting. All children need to have 
family support. It allows for organized, 
compassionate care and teaching to take 
place in a calm environment.” 
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Table 28 (continued) 
 Surgeon Quote 
Family-centered care is an important part 
of a child’s hospitalization. 

“This is essential to the care we provide.” 

 Anesthesiologist Quote 
Family-centered care is an important part 
of a child’s hospitalization. 

“This adds a dimension of humanity and a 
sense of caring about their concerns. It 
communicates that you are professional 
and understand their potential suffering, 
anxiety, and fears.” 

 
 
 Question Two.  

The dichotomous question preceding qualitative Question Two read: Do you think 

parents should be able to be present during medical procedures? While the majority of 

nurses reported that parental presence should be welcomed during medical procedures, 

less than half of surgeons agreed. Frequencies computed for each group of medical staff 

are found in the table below. 

Table 29 

Parental Presence During Medical Procedures 

Do you think parents should be able to be 
present during medical procedures? 

Nurses  
(n =  14) 

Surgeons 
(n =  23) 

Anesthesiologists 
(n =  11) 

Yes 92.9% 47.8% 63.6% 
Depends on the situation 7.1% 4.3% 36.4% 
No  47.8%  

  

Question Two asked the following: How does parental presence during medical 

procedures impact you? In examining 14 nurse responses to this question, four major 

themes were identified including: (a) parental presence is beneficial for staff members 

and parents (n =  9), (b) parental presence increases medical staff member’s anxiety (n =  
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3), (c) parental presence should be endorsed on a case-by-case basis (n =  2), and, (d) 

parents do spend a large amount of time with their child (n =  2). For each of the 

responses for Theme One the participants noted that although parental presence during 

medical procedures makes them feel nervous or tense, they simultaneously recognize that 

both patients and parents benefit. Regarding Theme Two, nurses indicate that parental 

presence during medical procedures assists them in calming the patient and therefore 

makes their work less complicated. Note that two nurses provided responses that matched 

with more than one identified theme. One nurse did not provide a response to this 

question.  

 In examining 21 surgeon responses to Question Two, three major themes were 

identified including: (a) parental presence can disrupt the work of medical staff (n =  11), 

(b) parental parental presence should be endorsed on a case-by-case basis (n =  9), and (c) 

parental presence does not alter medical care (n =  2). One surgeon stated “no.”  For 

Theme One, surgeons noted that parental presence can make the medical staff “feel 

uncomfortable” (n = 1), decreases staff efficiency (n = 1), and serves as a distraction (n = 

5). For Theme Two, surgeons noted that parental presence during medical procedures can 

create a more stressful situation for the patient if parents display a heightened emotional 

state (n = 5). Two surgeons stated that parental presence is welcomed if parents are able 

to control their emotional state (e.g., “if parents are in control of themselves”). Note that 

one surgeon provided a response that matched with more than one identified theme. Four 

surgeons did not provide responses to this question.  
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 The nine anesthesiologist responses to Question Two were best captured by the 

following themes: (a) parental presence should be endorsed on a case-by-case basis (n =  

5), and (b) parental presence can disrupt the work of medical staff (n =  4). For Theme 

One, four of the five anesthesiologists note that parental disposition (e.g., anxious, 

agitated) during medical procedures can negatively impact a child (e.g., by increasing 

patient’s stress or anxiety). Two anesthesiologists did not provide responses to this 

question. Table 30 presents the identified themes for Question Two. 

Table 30 

Medical Staff Qualitative Data: Major Themes for Question Two 

Question Two: How does parental presence during medical procedures 
impact you?  

n %a 

Nurse responses    
 Parental presence is beneficial for staff members and parents. 9 64 
 Parental presence increases medical staff member’s anxiety. 3 21 
 Parental presence should be endorsed on a case-by-case basis. 2 14 
 Parents do spend a large amount of time with their child. 2 14 
Surgeon responses   
  Parental presence can disrupt the work of medical staff.  11 52 
  Parental presence should be endorsed on a case-by-case basis.   9 43 
  Parental presence does not alter medical care.   2 9 
Anesthesiologist responses   
  Parental presence should be endorsed on a case-by-case basis.   5 55 
  Parental presence can disrupt the work of medical staff.  4 44 
aPercentages represent the percentage of participants whose responses match with the 
identified themes. 

 
For the major theme for each of the qualitative questions with the largest number 

of responses, quotes are provided in the table below. The following quotes are most 

representative of the major themes listed.  
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Table 31 

Medical Staff Qualitative Data: Quotes for Question Two 

Question Two:  
How does parental presence during medical procedures impact you? 

Major Themes Nurse Quote 
Parental presence is beneficial for staff 
members and parents. 

“It makes my job easier because children 
are more cooperative when they have 
family support. Parents provide caregivers 
with the information necessary to give the 
best care. They are the authority of their 
child’s care and needs.” 

 Surgeon Quote 
Parental presence can disrupt the work of 
medical staff. 

“It is a distraction to all in the room. 
Parents cannot help but ask questions, 
which is a distraction to the team.” 

 Anesthesiologist Quote 
Parental presence should be endorsed on a 
case-by-case basis. 

“It depends. Having parents present can be 
distracting. But if they are ‘good’ parents 
and in control of the child and themselves, 
it is okay.” 

 
  Question Three.  

The dichotomous question preceding qualitative Question Three read: Do you 

think services could be improved for parents of surgical patients? The majority of 

participants from each group responded affirmatively with nurses recording the highest 

percentage of “yes” responses. Frequencies computed for each group of medical staff are 

found in the table below. 
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Table 32 

Improving Services for Parents of Surgical Patients 

Do you think services could be improved for 
parents of surgical patients?  

Nurses  
(n =  15) 

Surgeons 
(n =  22) 

Anesthesiologists 
(n =  11) 

Yes  93.3% 81.8% 80% 
No 6.7% 18.2% 20% 
 

 Question Three read: How could services be improved? In examining 15 nurse 

responses to Qualitative Question Three, two major themes were identified including: (a) 

increase parental presence and involvement in their child’s care (n =  8), and (b) devote 

increased time to families (n =  2). The majority of nurses commented on increasing 

parental involvement in patient care, particularly in the recovery location. Four nurses 

stated that two parents should be allowed to spend time with their child in the recovery 

location following surgery. At the time of data collection, only one parent was allowed in 

the recovery location at a time. Of note, one nurse reported that signage should be 

improved to assist families in navigating the hospital. Common themes were not 

identified among the remainder of the nurse responses (n =  5), which did not align with 

the two identified themes (e.g., Everyone could always improve).    

 Among the 18 surgeon responses to Question Three two major themes were 

identified including: (a) improve communication (n =  9), (b) staff satisfaction with 

current care provided to families (n =  3), and (c) improve signage (n = 2). Of note, two 

surgeons reported that signage should be improved to assist families in navigating the 
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hospital. Common themes were not identified among the remainder of the surgeon 

responses (n =  5), which did not align with the identified themes. Note that one surgeon 

provided a response that matched with more than one identified theme. Seven surgeons 

did not provide responses to this question.  

 Upon reviewing 7 anesthesiologist responses to Question Three, two major 

themes were identified: (a) increasing parental education (n =  2) and (b) the process at 

the hospital works well already (n =  2). Of note, one anesthesiologist endorsed improving 

communication between medical staff and parents regarding how parents can spend their 

time during their child’s surgery and how to navigate the hospital. Common themes were 

not identified among the remainder of the anesthesiologist responses (n =  3), which did 

not align with the identified themes. Four anesthesiologists did not provide responses to 

this question. Table 33 presents the identified themes for Question Three. 

Table 33 

Medical Staff Qualitative Data: Major Themes for Question Three 

Question Three: How could services be improved? n %a 
Nurse responses    
 Increase parental presence and involvement in their child’s care.  8 53 
 Devote increased time to families.  2 13 
Surgeon responses   
  Improve communication.  9 50 
  Staff satisfaction with current care provided to families. 

Improve signage. 
3 
2 

17 
11 

Anesthesiologist responses   
  Increasing parental education.   2 28 
  The process at the hospital works well already.  2 28 
aPercentages represent the percentage of participants whose responses match with the 
identified themes. 
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For the major theme for each of the qualitative questions with the largest number 

of responses, quotes are provided in the table below. The following quotes are most 

representative of the major themes listed.  

Table 34 

Medical Staff Qualitative Data: Quotes for Question Three 

Question Three:  
How could services be improved? 

Major Themes Nurse Quote 
Increase parental presence and involvement 
in their child’s care 

“Increase parental presence and 
involvement in their child’s care.” 

 Surgeon Quote 
Improve communication. “Hospital-parent communications prior to 

elective procedures is confusing and 
inconsistent.” 

 Anesthesiologist Quote 
Increase parental education. “Provided education for parents regarding 

what to expect.” 
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Chapter Five: Discussion 

OVERVIEW 

 Both children and parents experience hospitalization as a stressful process often 

characterized by painful, frightening medical procedures, interactions with strangers, and 

a loss of control and decision-making abilities. Medical staff members play a vital role in 

alleviating parental anxiety and worry through clear and consistent communication and 

collaboration with parents regarding their child’s hospital care and recovery. The 

implementation of increased collaboration and information-sharing, the cornerstones of 

family-centered care, are likely to facilitate more effective care for parents and family 

members of surgical patients (Lewandowski & Tesler, 2003). As a result, families, and 

subsequently patients, will experience reduced stress and confusion as parents become 

active participants in their child’s medical care (Aldridge, 2005). 

 The current study assessed parental and medical staff perceptions of the 

implementation of family-centered care during the surgical process at a pediatric hospital. 

This study also sought to examine the relationship between parental perceived provision 

and importance of social support and parental perceived stress. In Chapter Five, the 

results of this study are addressed and interpreted. In addition, this chapter includes study 

limitations and implications for practice and future research.  

PERCEPTIONS OF SOCIAL SUPPORT BY PARENTS AND MEDICAL STAFF 

 The focus of Research Question 1, Hypothesis 1a involved examining differences 

in perceived social support among participant groups using the parent and nurse and 

physician versions of the SSPSS. Based on past research indicating that medical staff and 
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parents have historically maintained differing perceptions of parental needs during their 

child’s hospitalization (Haines, Perger, & Nagy, 1995; Johnson, Nelson, & Brunnquell, 

1988) it was hypothesized in the present study that parents would report lower perceived 

provision of social support than medical staff members. This hypothesis was partially 

supported by the quantitative results, which indicated that nurses and physicians 

maintained higher perceptions of the provision of emotional support they provide for 

parents than parents actually perceived. Nurses were also found to have maintained 

higher perceptions of the instrumental support provided to parents. These findings 

parallel those found for Hypothesis 1b regarding perceptions of the importance of social 

support as both nurses and physicians perceived emotional support as more important 

than parents. Nurses also perceived instrumental support to be more important than 

parents.  

 These findings are consistent with literature documenting differing perceptions of 

parental needs during a child’s hospitalization. Previous studies have documented 

differing views between parents and medical staff members regarding information 

sharing with parents (Haines, Perger, & Nagy, 1995), stressful aspects of the 

hospitalization experience (Johnson, Nelson, & Brunnquell, 1988), and important family 

needs (Maxwell, Stuenkel, & Saylor, 2007). The results of the present study may be 

attributed to several factors. Firstly, medical staff members may have responded to 

survey items in a socially desirable manner. Nurses and physicians may feel that they 

should provide more social support to families than they actually do. However, during a 

typical day in the Surgical Services department, as the time and attention of medical staff 
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is primarily dominated by medically-oriented tasks, staff may generally perceive that 

little, if any, additional time can be devoted to aspects of family-centered care.  

 Secondly, medical staff members may believe that they generally provide more 

social support for parents than is actually perceived by parents on an individual basis. 

Medical staff members responded to surveys in a global manner by providing their 

perspective of the support they generally provide for all families. They may feel that they 

typically provide sufficient support to parents, although that may not have been true for 

this particular parent sample. In other words, medical staff members may have 

overestimated the general support provided for families.  

In the surgical department, attending to the medical needs of the patients is a 

primary focus. While devoting time and attention to patient care, medical staff may not 

recognize the importance of incorporating family-centered care into their work. This was 

evidenced by the results for Hypothesis 1d demonstrating that nurses perceived 

informational support and instrumental support to be more important for families than 

physicians. In many ways, physicians may feel that they are further removed from the 

task of providing social support for parents given their roles as surgeons and 

anesthesiologists. Surgeons and anesthesiologists generally have less time allocated for 

direct care of the patient and family outside of the surgery. Not only are nurses at the 

forefront of ongoing care provided for patients and families (as nurses provide the 

majority of the patient care during a patient’s admission), but in this study nurses 

comprised the largest group that received training in family-centered care (nine nurses 

compared to four surgeons and three anesthesiologists). Perhaps training in family-
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centered care impacted nurses’ responses to qualitative Question Two inquiring about 

perceptions of parental presence during medical procedures. Just over half of the nurses 

responding noted that parental presence is beneficial for parents and staff members alike, 

which contrasted with surgeon and anesthesiologist responses primarily reflecting their 

perceptions of the negative aspects of parental presence (e.g., disrupting work of medical 

staff). Additionally, nurses may have reported higher perceptions of the importance of 

social support than parents as parent responses may be reflective of their concerns 

focused primarily on the well-being of their child rather than the care they receive as 

parents.   

 Lastly, higher perceptions of the provision of support by medical staff may be 

attributed to a lack of understanding of parent’s needs regarding emotional and 

instrumental support. Although the majority of parent responses to qualitative Question 

Three indicated that they perceived their needs to have been fulfilled during their 

admission, a small percentage of parental responses (4%) noted that they would 

appreciate increased support from staff members. Additionally, several parents reported 

that they would have benefited from improved communication patterns and logistical 

improvements. According to parent responses these improvements would include 

receiving more specific information and frequent updates regarding the progression and 

completion of their child’s surgery. Parents also reported that they would have benefited 

from information regarding how to navigate the hospital.  

 An additional interesting finding for Hypothesis 1b was that no significant 

differences were found between parents’ and medical staff members’ perceptions of the 
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provision of informational support. This finding is surprising as it was not expected that 

surgeons and anesthesiologists would typically provide much of the information specified 

in the SSPSS Nurse and Physician Version. Medical staff may feel that of the three 

support types, they primarily attend to informational support and may believe that this 

satisfies parental social support needs. Although parental qualitative responses to 

Question One affirms that informational support was highly valued by parents, the 

discrepancy between parental and staff perceptions of the provision of emotional and  

instrumental support indicates that staff may not consistently consider the emotional and  

instrumental needs of parents.  

PERCEPTIONS OF SOCIAL SUPPORT BY NURSES AND PHYSICIANS   

 For Hypothesis 1c, possible differences between perceptions of the provision of 

social support for parents by nurses and physicians were examined. Findings indicated 

that nurses perceived that they provided more informational, emotional, and instrumental 

support for parents than physicians. Additionally, the analysis for Hypothesis 1d 

indicated that nurses also perceived all three types of social support as more important 

than physicians. Given the nature of the job responsibilities performed by nursing staff, 

they attend to the majority of the patient’s needs beyond the surgical procedure. As 

nurses provide the most direct care to patients, they experience the most patient contact 

on a daily basis as they are exposed to the daily experiences of families. Given that 

patients primarily depend on nurses to have their needs met, it is not surprising that 

nurses believe they provide more social support for parents than physicians. Nurses 
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maintain ongoing interactions with parents throughout a family’s admission and are a 

vital source of information and communication (Miles, Carlso, & Brunssen, 1999).  

 Interestingly, in examining qualitative responses from both nurses and physicians 

for Question One, they describe the importance of family-centered care, although this 

similarity is not reflected in the quantitative results, particularly regarding physicians. 

Qualitative results indicate that the majority of nurses and over half of surgeons and 

anesthesiologists believe that family-centered care is an important part of a child’s 

hospitalization. Additionally, participants from the group of nurses (n = 3) and surgeons 

(n = 3) commented that aspects of family-centered care are already incorporated into their 

work with families. This discrepancy between qualitative responses and the quantitative 

results further supports the idea that there are differences between what medical staff 

believe to be true and what actually happens in practice. In other words, the actual 

provision of social support may not be reflective of what staff perceive should happen.  

 Additionally, although the vast majority of each medical staff group agreed that 

they have incorporated aspects of family-centered care into their work, when asked if 

they approved of parental presence during medical procedures, an increased number of 

physicians disagreed. Among responses regarding how parental presence during medical 

procedures impacts parents, the majority of surgeons who responded highlighted negative 

aspects of parental presence and half noted that parental presence can disrupt the work of 

medical staff. This response pattern contrasts with nurses’ responses, in which just over 

half noted that parental presence is beneficial for parents and staff members alike. This 

theme supports past research indicating that parental presence has proved to be 
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advantageous for parents, who generally respond well, and simultaneously benefits the 

patient (Bordreaux, et al., 2002; Sacchetti et al., 2000). This finding contrasted with 

surgeons’ responses indicating that parental presence is often distracting and disruptive to 

their work. It should be noted, however, that more physicians than nurses commented that 

family presence should be considered on an individual basis. Differences emerging 

between nurse and physician perceptions of parental presence are also documented by 

previous studies (Helmer, et al., 2000; Mitchell & Lynn, 1997). Differences in 

perspective between nurses and physicians may stem from differences in the nature of the 

work conducted by each group. Surgeons are likely more accustomed to working in the 

company of other medical staff, while nurses spend an increased amount of time with 

families at the pre-operational and post-operational stages, which are characterized by 

strong parental presence. 

PARENTAL PERCEPTIONS OF SOCIAL SUPPORT AND STRESS 

 The focus of Research Question 2 involved examining whether parental 

perceptions of social support impacted parental perceived stress. Hypothesis 2 first 

examined whether parental perceived provision and importance of social support would 

be related to perceived parental stress. Based on research demonstrating the importance 

of information sharing and communication patterns between parents and medical staff 

members (Ammentop, Mainz, & Sabroe, 2005; House, 1981) it was hypothesized in the 

present study that parents reporting higher levels of perceived social support would report 

lower perceived stress experienced during the surgical process. Findings indicated that 
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for parents, higher perceptions of the provision of informational support was associated 

with less parental perceived stress.  

These findings further support past research indicating that parents exhibit lower 

levels of stress and anxiety when they feel they have been sufficiently prepared for their 

child’s hospitalization (Aldridge, 2005, Fleury, 1999; Moorey, 2010). On the part of 

medical staff members, this has involved providing information regarding a child’s 

medical diagnosis, reasons for conducting medical procedures, outcomes of medical 

procedures, and roles of parents and medical staff members throughout the hospital stay 

(Anderson et al., 2009; Frazier, et al., 2010; Johnson, Nelson, & Brunnquell, 1988; 

Meert, et al., 2008). This finding was expected as information sharing and 

communication are among the most important aspects of a hospital admission for parents. 

This is evidenced by the parental qualitative data in which the vast majority of parents 

noted that the most helpful aspect of parent care involved providing updates and 

information regarding their child’s surgery and subsequent medical care. Parents’ 

responses reflected the value in receiving explanations regarding why medical procedures 

would be conducted, what procedures would entail, and what parents could expect 

following surgery. Informational support aids in alleviating anxiety and fears that may 

build for parents throughout the surgical process. Parents may experience uncertainties 

and doubts, which are alleviated when they receive explanations and details regarding the 

progression of their child’s surgery and recovery. A reduction in parental stress levels 

may also be attributed to additional factors not directly captured by the study surveys. 

Other hospital staff members including social workers, child life specialists, and 
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chaplains likely provide social support for many parents throughout their hospital stay. 

These additional sources of social support may have contributed to a reduction in parental 

perceived stress. Consistent and frequent information sharing by medical staff also serves 

to increase parental trust in providers, which further strengthens relationships between 

families and medical teams. Parents can experience feelings of anger and betrayal when 

they perceive that medical staff are not accessible to them and are not forthcoming with 

prognostic information (Meert, et al., 2007).     

  Secondly, Hypothesis 2 examined whether parental perceived importance of 

social support would be related to perceived parental stress. It was hypothesized in the 

present study that parents reporting higher perceived importance of social support would 

report higher perceived stress. This analysis revealed that higher parental perceptions of 

the importance of emotional and instrumental support were associated with higher 

parental perceived stress. This result may have surfaced as a result of parents perceiving 

that their emotional and instrumental support needs are not as fulfilled as their 

informational support needs. Informational support needs may be the most feasible and 

comfortable social support needs for medical staff to fulfill as the provision of emotional 

and instrumental support likely requires more time, attention, and effort from the medical 

staff. Medical staff members may feel uneasy when faced with parental emotions 

including sadness and anger (Sahler, Frager, Levetown, Cohn, & Lipson, 2000). Previous 

research has demonstrated that physicians can experience discomfort when sharing 

information related to a poor prognosis or uncertainty regarding prognosis (Contro, 

Larson, Scofield, Sourkes, & Cohen, 2004; Kolarick, Walker, & Arnold, 2006; Ptacek, 
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Ptacek, & Ellison, 2001). Although information sharing is highly valued by parents, they 

would benefit from a more holistic approach to care, which would address parental needs 

across all three types of social support. A model of holistic care in a pediatric setting 

involves provision of care to both the patient and family as the entire family unit is 

impacted (Beeby, 2000; Pryzby, 2004). In response to qualitative Question Three 

regarding how to improve services during the surgical process, a few parents noted that 

they would have appreciated increased support.  

DEMOGRAPHIC AND SURGICAL VARIABLES AND PARENTAL STRESS 

 Research Question 3 involved examining how multiple demographic variables 

impact parental perceptions of social support and stress including: sex of parent, 

anesthesia score, length of surgery, timing of surgery (planned, acute planned, and 

emergent), time of admission to surgery, medical floor (PICU, IMC, and other inpatient 

medical floor), and whether the patient had undergone previous surgeries. Based on 

research demonstrating that parental reactions to a child’s hospitalization is dependent 

upon several factors including the timing of the admission, the severity of the child’s 

illness, past experiences, parental coping styles when faced with stressful events, and the 

nature of the surroundings (Ingersoll, 1981; Miles & Carter, 1982) it was hypothesized 

that parents would report higher perceptions of the provision of social support and lower 

perceived stress if the following variables occur for surgical patients: had not completed 

previous surgeries, completed a planned surgery, completed a surgery of shorter duration, 

had a lower anesthesia score, and was admitted to a regular inpatient medical floor. 

Results indicated that for mothers of surgical patients, higher perceptions of the provision 
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of informational support were associated with less perceived stress. This result aligns 

with previous studies indicating that parents exhibit lower levels of stress and anxiety 

when they feel they have been sufficiently prepared for their child’s hospitalization 

(Aldridge, 2005; Fleury & Moore, 1999; Seideman, 1997). On the part of medical staff 

members, this has involved providing information regarding a child’s medical diagnosis, 

reasons for conducting medical procedures, outcomes of medical procedures, and roles of 

parents and medical staff members throughout the hospital stay (Corlett & Twycross, 

2006; Johnson, Nelson, & Brunnquell, 1988). 

 The benefits of receiving informational support from medical staff members was 

evidenced by parent responses to qualitative Question One. The vast majority of parents 

responding to this question reported that receiving information and explanations 

regarding their child’s surgery and medical care was the most helpful aspect of the 

hospital admission. Responses indicated that parents found explanations about procedures 

(e.g., which procedures would be conducted and why), what to expect following 

procedures, and updates throughout the surgery to be helpful. This information aligns 

with literature documenting that parental distress during a child’s hospital admission is 

decreased by receiving clear and consistent information, education, and open 

communication with medical staff (Conner & Nelson, 1999; Fleury, 1999; Gale, Franck, 

Kools, & Lynch, 2004; Seideman et al., 1997). Receiving informational support may also 

be very impactful for parents as it likely provides a great deal of relief for many parents 

experiencing worry and concern regarding the outcome of their child’s surgery.  



  118 

 Findings also indicated that for mothers, higher perceptions of the importance of 

emotional and instrumental support associated with higher perceived stress. This effect 

may not have been observed for fathers due to the low sample size. Most often mothers 

were present at the time of data collection, and if both parents were present from the time 

of admission to the time of data collection, fathers typically deferred to mothers to 

complete the surveys.  

 Next, the relationship between parental perceptions of the provision of social 

support and perceived parental stress for timing of surgical procedures was examined. 

Findings indicated that higher perceptions of the provision of informational support 

associated with less perceived stress for planned surgeries. These findings support past 

research indicating that the absence of information sharing by medical staff members can 

underlie parental stress and anxiety (Callery, 1997; Moorey, 2010; Seideman et al., 

1997). It is surprising that this finding did not emerge for parents of patients undergoing 

emergent surgical procedures, as previous studies have demonstrated that a 

hospitalization resulting from an emergency often increases stress experienced by parents 

to a greater degree than if their child had undergone a planned procedure (Eberly, Miles, 

Carter, & Hennessey, 1985). This is likely the result of the rushed nature of the emergent 

admission and subsequent medical procedures, which can foster parental confusion and a 

sense of helplessness, which lead to increased stress and anxiety (Hunsberger, 1989). 

However, the low number of emergent procedures documented in the current study  (n = 

9) likely contributed to the absence of significant correlation for this group.  
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 Finally, the relationship between time of admission for surgery and parental 

perceptions of the provision and importance of social support was examined. Results 

indicated that later admissions for surgery were associated with higher parental 

perceptions of the importance of emotional and instrumental support. The relationship 

between time of admission for surgery and parental perceptions of parental perceived 

stress was also examined. Findings also indicated that later admission times for surgery 

was associated with higher parental perceptions of stress.  

 As the morning and afternoon hours wear on, parents are impacted by various 

factors, including fatigue and worry, which can heighten during periods of waiting. On 

the day of their child’s surgery, parents spend much of their time waiting to receive 

information and direction from the medical staff from the beginning of the hospital 

admission until they are reunited with their child in the recovery location. While spending 

time with their child prior to the surgery, parents may make attempts to occupy their 

child’s time and/or soothe their child if he or she is experiencing anxiety or worry prior to 

the procedure. Parents may continue to feel emotionally and physically taxed as they 

cope with their own anxiety and worry as they wait to receive information and updates 

during their child’s surgery. Therefore, it can be expected that parents whose children 

have later surgery admission times are likely to experience increased stress and will 

benefit from increased social support. It is surprising that later surgical admissions were 

not associated with higher parental perceptions of informational support given the 

literature documenting the importance of communication and information-sharing 

between medical staff and parents (Callery, 1997; Moorey, 2010; Seideman et al., 1997).  
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STUDY LIMITATIONS  

 Several limitations are present in the current study. Firstly, overall survey 

construction of both SSPSS versions could be improved. Item construction could have 

been improved by eliciting feedback from physicians throughout the item construction 

process. Specific feedback was received from one surgeon, but perspectives from 

additional surgeons and anesthesiologists may have shed light on ways to improve survey 

construction. This is important as physicians may have perceived several survey items to 

be irrelevant to their current role at the hospital. The SSPSS Nurse and Physician Version 

contained items pertaining to informational support that may be more relevant to the role 

of nurses in the hospital setting (e.g., helping parents navigate the surgical area). The 

number of items for each type of social support would receive more attention. The small 

number of items for emotional and instrumental support created challenges in assessing 

these types of social support and impeded the researcher’s ability to conduct factor 

analysis due to the small participant to item ratio. Additionally, implementing a pilot 

study prior to the present study would have assisted with survey construction. This would 

have provided more time for the researcher gather feedback from medical staff and 

parents and observe implementation of the data collection in order to further refine 

survey items.  

The sample of parents and medical staff in this study may be considered biased as 

participants were not recruited through a randomized sampling method. Although the 

data was gathered utilizing a convenience sampling method, this approach was most 

suitable for the study presented. Participant recruitment and the data collection process 
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impacted the power available to detect significant differences between groups. A limited 

sample size of 63 medical staff, comprised of nurses and physicians, were available for 

recruitment from the pediatric hospital. Of the potential 63 employed medical staff 

members, not all consented to participate. Recruiting a larger number of medical staff 

members to participate may have provided more power. Additionally, results from the 

parent sample may have been impacted by selection bias, as the majority of consenting 

parents were college educated. Had a less educated sample of parents been consented, 

results may have indicated that parents perceived less provision of social support and 

perceived increased stress.  

Additionally, due to the exploratory nature of this study, during the data collection 

process it was not feasible to match SSPSS responses of parents and medical staff. 

Rather, data from medical staff members was gathered in a global manner in which each 

staff member completed the surveys on only one occasion. Therefore, the researcher was 

only able to draw comparisons between the individual experiences of parents and the 

overall experiences of the medical staff members. Additionally, given the sample size of 

parents and medical providers, the researcher’s ability to explore the internal validity of 

the SSPSS Parent Version and Nurse and Physician Versions was limited. Although 

Cronbach’s alphas were examined, a larger sample size of parents and medical staff 

would have been needed to conduct an exploratory or confirmatory factor analysis.    

At the time of data collection, medical staff within the Surgical Services 

department had begun to implement aspects of family-centered care. Goals established by 

the Surgical Services Family-Centered Care Committee included the following: (a) 
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increase privacy in consultation rooms, (b) include more than one parent in the recovery 

location following surgery, (c) improve advertisement of Child Life tours for families, (d) 

label pagers with instructions regarding usage, (e) improve signage, and (f) review 

content on comment cards. These goals were underway during the data collection process 

(summer 2011) and were accomplished by October 2011. Although the impact of these 

goals cannot be measured, their implementation may have impacted parental and medical 

staff responses. For instance, medical staff members may have perceived their provision 

of social support for parents to be higher with the committee goals underway. 

 The timing of data collection involving parents was an important factor impacting 

implementation of this study, and duration of survey completion time may have 

influenced parents’ responses. Ideally, the researcher would have located and collected 

data from all parents in a more uniform, consistent manner. This would have included 

uniformity across the amount of time elapsing between a parent’s transition to the 

inpatient medical floor and obtaining parental consent, and the time elapsing between 

obtaining parental consent and time of survey completion. However, these time frames 

differed among families due to various factors occurring in the natural hospital 

environment. These factors included parent’s need to attend to their child’s recovery, 

post-operative medical procedures, the patient and family’s emotional and medical needs, 

as well as home and work obligations.  

 Various factors may have impacted responses to the SSPSS Parent Version, 

SSPSS Nurse and Staff Version, and Parental Stress Survey: PICU. Firstly, parents and 

medical staff may have been more inclined to respond to SSPSS items in a favorable 
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manner due to response bias. Social desirability underlying responses could have been 

driven by parents’ concerns that less than favorable responses may impact their medical 

care in some way. It should be noted that during the participant recruitment and consent 

process, the researcher communicated to all parents that their participation in the study 

would have no influence on their medical care. Similarly, medical staff members may 

have wanted to portray their efforts to implement aspects of family-centered care in a 

positive light. Secondly, parents’ emotional state at the time of data collection may have 

impacted their responses to the PSS: PICU. Parents of children who had completed one 

or more surgeries at the hospital previously may have experienced minimal stress at the 

time of data collection, as they are more familiar with the progression of surgical 

procedures. A few parents informed the researcher that had they been surveyed following 

their child’s first surgery they would have likely provided different survey responses. 

Additionally, the qualitative questions on the SSPSS Nurse and Physician Version could 

be restructured as staff responses were likely shaped by staff roles and responsibilities. 

For instance, the second qualitative question inquiring about the impact of parental 

presence during medical procedures may have been interpreted differently by nurses and 

physicians. Although a few examples of medical procedures followed the question (e.g., 

drawing blood, IV insertion), surgeons and anesthesiologists may have responded to the 

question in the context of their own work during induction and surgery. They may have 

communicated less comfort with parental presence if they considered the term “medical 

procedures” to include aspects of the actual induction and surgical process. Therefore, 

increased clarification of what medical procedures entails would be warranted.  
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 Finally, generalizability of the study results is limited as data collection was 

conducted at a particular pediatric hospital in the southwest region of the United States, 

which functions as a community hospital. As such, this hospital functions differently than 

a teaching hospital where chiefs maintain oversight of medical staff members. Therefore, 

the physicians participating in this study are not directly employed by the hospital and 

maintain a different relationship with the hospital. For this reason, some physicians may 

have been less inclined to participate in the stud. In addition, the sample of parents is 

fairly homogeneous consisting primarily of White females and only four Spanish-

speaking families were recruited, although the researcher did attempt to collect a more 

diversified sample of participants.  

STUDY IMPLICATIONS FOR FUTURE RESEARCH AND PRACTICE  

 Future research could focus on improved design of the SSPSS and study 

implementation. Firstly, the survey items were likely best suited for nurses as they are the 

medical staff members who spend the most time with patients. For surgeons and 

anesthesiologists, some of the items were not as relevant to their work with patients. 

Additionally, future research could focus on conducting psychometric validation with 

both versions of the SSPSS. Validation of the measure using exploratory or confirmatory 

factor analysis would require a larger sample size. As a set number of medical staff 

contribute to the surgical process, data collection may need to span more than one 

pediatric hospital in order to recruit a sufficient number of participants. Secondly, 

implementing a revised version of the study involving matching responses of parents to 

medical staff would enable comparative research to be conducted. However, this may 
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prove challenging as the surveying process would need to be integrated into the surgical 

process to enable nurses, surgeons, and anesthesiologists to complete the survey for each 

surgical patient (e.g., including the surveys as part of surgical patient’s medical charts to 

be completed following the completion of each surgery). Additionally, this study could 

be replicated with a more diversified sample of parents. This would enable researchers to 

examine whether there are differences in the perceptions of provision and importance of 

social support and parental perceived stress across racial and ethnic groups. Future 

research could also examine whether differences in perceptions vary according to 

variables including language barriers, immigration status, and degree of acculturation. 

These factors may further exacerbate stress typically experienced during hospital 

admissions if families feel misunderstood and marginalized.  

 It may have been advantageous to gather additional qualitative information from 

parents and medical staff members. Perhaps this could have been achieved by utilizing 

focus groups, which would have provided more opportunity for discussions regarding the 

implementation of family-centered care during the surgical process. More information 

may have been gathered in this way, particularly from participants with specific concerns 

and/or feedback. However, this strategy could present a logistical challenge for parents, 

as several other factors, including their child’s care, demand their attention.  

 Additionally, the significant study results have yielded valuable implications for 

hospital practice. Firstly, results indicated that services provided during the surgical 

process could be improved to benefit parents and medical staff members alike. Possible 

alterations for this particular pediatric medical center included increasing parental 
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presence in the recovery location following surgery, dedicating additional time to parents 

and families, improving communication, and logistical improvements (e.g., signage). 

Establishment of a family-centered care committee in the Surgical Services department 

proved to significantly benefit parents and medical staff as it served to facilitate the 

creation and implementation of goals focusing on increasing parental presence and 

improving signage.  

 Secondly, results from this study in conjunction with past literature (Ammentorp 

et al., 2005; Griffin, 2006; Maxwell, et al., 2007; Pryzby, 2004; Ygge & Arnetz, 2004) 

demonstrate the benefits parents experience when they receive adequate social support 

throughout their child’s admission. Parents have more positive experiences if they feel 

they have been well-informed throughout the admission and were involved in their 

child’s care in an inclusive manner. This supports the idea of utilizing interdisciplinary 

teams within medical settings as they provide more holistic care for patients and their 

families. Psychologists and social workers are integral members of such groups as they 

offer psychological services for families and meet social support needs, which may not be 

readily provided by medical staff. This could be a valuable resource to offer families and 

integrate into hospital care. Given the busy schedules and multiple job responsibilities 

assumed by medical staff, it would benefit hospitals to consider unique contributions that 

psychologists can offer as members of the treatment team. Although medical staff 

members would be best suited to offer informational support regarding the surgical 

process, pediatric psychologists could assist in provide emotional and some instrumental 

support for patients and family members. Given their specific training and expertise 
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working with children coping with co-morbid medical and mental health issues, pediatric 

psychologists are able to provide social support for families as well as assist medical staff 

members in their work with families. Pediatric psychologists can facilitate effective 

communication patterns between medical staff and families and ensure that families’ 

emotional needs are fulfilled.  
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Appendix A 

Demographic Survey: Parents of Pediatric Surgical Patients  
 

1. Sex of parent: 

Male Female 
 
2. Sex of child: 

Male Female 
 
3. Age of parent: ____________ years old 
 
4. Age of child: ____________ years old 
 
5. Parent’s race/ethnicity: 

Asian American Hispanic/Latino Black/African American Native 
American 

White/European American   Other 
_____________________________________ 
 
6. Family’s primary spoken language: ________________________________ 
 
7. Parent’s highest level of education completed:  

Some high school completed  High school diploma GED  

Some college completed  College degree  Graduate school 
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Appendix B 

Demographic Survey: Nurses 
 

1. Sex: 

Male Female 
 
2. Age: ____________ years old 
 
3. Race/ethnicity: 

Asian American Hispanic/Latino Black/African American Native 
American 

White/European American Other ______________________________________ 
 
4. Please indicate the type of nursing care you provide: 

Preoperative  Interoperatiave Postoperative 
 
5. Y ears elapsed since the end of your nursing training: __________ years 
 
6. Y ears employed as a nurse: __________ years 
 
7. Have you had any internal training regarding family-centered care (e.g., workshops, 
seminars, etc. at Dell Children’s Medical Center)? 

Yes             No 
 
IF YES, please estimate how many hours of internal training in family-centered care: 
__________ hours 
 
Please briefly describe the content of the training in the space below: 
 
 
 
 
 
 
 
8. Have you had any external training regarding family-centered care (e.g., workshops, 
seminars, etc. outside of Dell Children’s Medical Center)? 

Yes             No 
 
IF YES, please estimate how many hours of external training in family-centered care: 
__________ hours 
 
Please briefly describe the content of the training in the space below: 
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Appendix C 
 

Demographic Survey: Surgeons 
 

1. Sex: 

Male Female 
 
2. Age: ____________ years old 
 
3. Race/ethnicity: 

Asian American Hispanic/Latino Black/African American Native 
American 

White/European American   Other 
_____________________________________ 
 
4. Surgical specialty: 

Orthopedics  Neurosurgery General/trauma   Plastics 

Cardiac Surgery Cardiologist   Ear/nose/throat 
 
5. Y ears elapsed since the end of your medical residency: __________ years 
 
6. Y ears employed as a surgeon: __________ years 
 
7. Have you had any internal training regarding family-centered care (e.g., workshops, 
seminars, etc. at Dell Children’s Medical Center)? 

Yes             No 
 
IF YES, please estimate how many hours of internal training in family-centered care: 
__________ hours 
 
Please briefly describe the content of the training in the space below: 
 
 
 
8. Have you had any external training regarding family-centered care (e.g., during medical 
school, as part of your residency training, workshops or seminars outside of Dell 
Children’s, etc.)? 

Yes             No 
 
IF YES, please estimate how many hours of external training in family-centered care: 
__________ hours 
 
Please briefly describe the content of the training in the space below: 
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Appendix D 
 

Demographic Survey: Anesthesiologists 
 

1. Sex: 

Male Female 
 
2. Age: ____________ years old 
 
3. Race/ethnicity: 

Asian American Hispanic/Latino Black/African American Native 
American 

White/European American   Other 
_____________________________________ 
 
5. Y ears elapsed since the end of your residency training: __________ years 
 
6. Y ears employed as an anesthesiologist : __________ years 
 
7. Have you had any internal training regarding family-centered care (e.g., workshops, 
seminars, etc. at Dell Children’s Medical Center)? 

Yes             No 
 
IF YES, please estimate how many hours of internal training in family-centered care: 
__________ hours 
 
Please briefly describe the content of the training in the space below: 
 
 
 
 
 
 
 
 
 
8. Have you had any external training regarding family-centered care (e.g., during medical 
school, as part of your residency training, workshops or seminars outside of Dell 
Children’s, etc.)? 

Yes             No 
 
IF YES, please estimate how many hours of external training in family-centered care: 
__________ hours 
 
Please briefly describe the content of the training in the space below: 
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Appendix E 

 
Social Support and Pediatric Surgery Survey: Parent Version 

 
This survey asks you to share your thoughts about the amount of social support you received from 
the beginning of your child’s hospital admission for surgery until now at Dell Children’s 
Medical Center. 

 
PL E ASE R A T E : 

1) H OW O F T E N each type of care was provided for you by BOT H  nurses and doctors 
A ND 

2) H OW IMPORTANT it was to you to receive each type of care 
 
NOT E : Doctors include both surgeons and anesthesiologists. The anesthesiologist gave your 
child medicine before the surgery so your child would not feel pain. 
 

 
 
Nurses and doctors (surgeons 
and anesthesiologists) made 
me aware of: 

How often did this happen 
with: 

How important 
this was to me: 

Nurses Doctors 
1. Who I would speak with before 
my child’s surgery (e.g., nurse 
first, then anesthesiologist, then 
surgeon, etc.). 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

2. The length of my child’s 
surgery. 
 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

3. What will happen to my child in 
surgery. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

4. How to find my way around the 
surgical area (e.g., location of 
nurses’ desk, mobile toy cars, child 
restrooms, etc.).  

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

5. The exact location of the waiting 
room. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

6. How to find my way around the 
waiting room area (e.g., location of 
elevators, stairs, restrooms, phone, 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

 
 

Rating Scales 

How often did this happen with Importance to me 
0 – A lmost Never 
1 – Not Very Often 
2 – Some of the T ime 
3 – Most of the T ime 
4 – A lmost A lways 

0 – Not at all important 
1 – Slightly important 
2 – Somewhat important 
3 – Very important  
4 – Extremely important 
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etc.). 

7. What I could do with my time 
after my child was taken for 
surgery. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

8. When I would receive an update 
about my child’s surgery. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

9. Who would provide the update 
about my child’s surgery. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

10. What I could do with my time 
after receiving an update about my 
child’s surgery. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

11.  How long I would wait to see 
my child after receiving an update 
(about the surgery). 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

12. When my child’s surgery was 
complete 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

13. What to expect after I was 
brought back to see my child 
following the surgery. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

14. The length of my child’s 
recovery. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

15. How to provide care for my 
child at home (after leaving the 
hospital with my child). 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

  
  
 
 
 

 
 

 
 
Nurses and doctors (surgeons 
and anesthesiologists): 

How often did this happen 
with: 

How important 
this was to me: 

Nurses Doctors 
16. Expressed concern about my 
physical comfort (e.g., eating, 
sleeping, etc.). 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

17. Expressed concern about my 
emotions. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

18. Answered my questions 
completely. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

19. Encouraged me ask questions. 0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

 
 

Rating Scales 

How often did this happen with Importance to me 
0 – A lmost Never 
1 – Not Very Often 
2 – Some of the T ime 
3 – Most of the T ime 
4 – A lmost A lways 

0 – Not at all important 
1 – Slightly important 
2 – Somewhat important 
3 – Very important  
4 – Extremely important 
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20. Took the time to listen to my 
concerns. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

21. Helped me talk about my 
feelings, worries, and concerns.* 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

22. Empathized with me. 0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

23. Provided a warm, welcoming 
environment for me. 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

24. Helped me understand my 
child’s behavior and reactions.* 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

25. Helped me know how to 
comfort my child during or after 
procedures.* 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

26. Allowed me to be involved in 
my child’s care whenever 
possible.* 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

27. Taught me how to give care to 
my child.* 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

28. Let me decide whether to stay 
or leave during medical 
procedures.* 

0   1   2   3   4 0   1   2   3   4 0   1   2   3   4 

*Items from the Nurse Parent Support Tool (Miles, M. S., 1998) 
 
Please answer the following questions. I f you need additional space, please 
use the back of the next page. 
 
 
1. From the beginning of your child’s admission to Dell Children’s until you agreed to fill 
out this survey:  
 
 a) What have nurses, surgeons, and anesthesiologists done for you that has been 
most helpful? 
 
 
 
 
 

b) Which of your needs have not been met by nurses, surgeons, and/or 
anesthesiologists?  
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2. What could nurses, surgeons, and anesthesiologists do to improve your experience 
during and after your child’s surgery at Dell Children’s Hospital? 
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Appendix F 

 
Social Support and Pediatric Surgery Survey: Nurse & Physician Version 

 
This survey asks you to share your thoughts regarding the amount of social support you 
generally provide for PAR E N TS of pediatric surgical patients from the beginning of a 
child’s hospital admission until the family is settled in the PICU , IMC , etc. at Dell Children’s 
Medical Center . 

 
PL E ASE R A T E : 

1) H OW O F T E N you generally provide each aspect of care F OR PARE NTS of pediatric 
surgical patients 

A ND 
2) H OW IMPORTANT it is to you to provide each aspect of care F OR PARENTS of 

pediatric surgical patients 
 
 
 
 
 
 
 
 
 
As an anesthesiologist, I inform parents of: How often do I do 

this: 
Importance to 
me: 

1. Who they will speak with before their child’s 
surgery (e.g., nurse first, then anesthesiologist, 
then surgeon, etc.). 

0   1   2   3   4 0   1   2   3   4 

2. The length of their child’s surgery. 0   1   2   3   4 0   1   2   3   4 

3. What will happen to their child in surgery. 
 

0   1   2   3   4 0   1   2   3   4 

4. How to find their way around the surgical area 
(e.g., location of nurses’ desk, mobile toy cars, 
child restrooms, etc.).  

0   1   2   3   4 0   1   2   3   4 

5. The exact location of the waiting room. 0   1   2   3   4 0   1   2   3   4 

6. How to find their way around the waiting room 
area (e.g., location of elevators, stairs, restrooms, 
phone, etc.). 

0   1   2   3   4 0   1   2   3   4 

7.  What they can do with their time after their 
child is taken back for surgery. 

0   1   2   3   4 0   1   2   3   4 

8. When they would receive an update regarding 
their child’s surgery. 

0   1   2   3   4 0   1   2   3   4 

 
 
Rating 
Scales 

How often do I do this Importance to me 
0 – A lmost Never 
1 – Not Very Often 
2 – Some of the T ime 
3 – Most of the T ime 
4 – A lmost A lways 

0 – Not at all important 
1 – Slightly important 
2 – Somewhat important 
3 – Very important  
4 – Extremely important 
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9. Who would provide the update regarding their 
child’s surgery. 

0   1   2   3   4 0   1   2   3   4 

10. What they can do with their time after 
receiving an update regarding their child’s 
surgery. 

0   1   2   3   4 0   1   2   3   4 

11.  How long they would wait to see their child 
after receiving an update (about the surgery). 

0   1   2   3   4 0   1   2   3   4 

12. When their child is taken from surgery to the 
recovery location. 

0   1   2   3   4 0   1   2   3   4 

13. What will occur after they are brought to the 
recovery location to see their child following the 
surgery. 

0   1   2   3   4 0   1   2   3   4 

14. The length of their child’s recovery. 0   1   2   3   4 0   1   2   3   4 

15. How to provide care for their child at home 
(after being discharged). 

0   1   2   3   4 0   1   2   3   4 

 
 
 

 
 
Rating Scales 

How often do I do this Importance to me 
0 – A lmost Never 
1 – Not Very Often 
2 – Some of the T ime 
3 – Most of the T ime 
4 – A lmost A lways 

0 – Not at all important 
1 – Slightly important 
2 – Somewhat important 
3 – Very important  
4 – Extremely important 

As an anesthesiologist, I : How often do I do 
this: 

Importance to 
me: 

16. Express concern about parents’ physical comfort 
(e.g., eating, sleeping, etc.). 

0   1   2   3   4 0   1   2   3   4 

17. Express concern about parents’ emotions. 0   1   2   3   4 0   1   2   3   4 

18. Answer parents’ questions thoroughly. 0   1   2   3   4 0   1   2   3   4 

19. Encourage parents to ask questions. 0   1   2   3   4 0   1   2   3   4 

20. Take time to listen to parents’ concerns. 0   1   2   3   4 0   1   2   3   4 

21. Help parents talk about their feelings, worries, 
and concerns.* 

0   1   2   3   4 0   1   2   3   4 

22. Empathize with parents. 0   1   2   3   4 0   1   2   3   4 

23. Provide a warm, welcoming environment for 
parents. 

0   1   2   3   4 0   1   2   3   4 

24. Help parents understand their child’s behavior 
and reactions.* 

0   1   2   3   4 0   1   2   3   4 

25. Help parents know how to comfort their child 
during or after procedures.* 

0   1   2   3   4 0   1   2   3   4 

26. Allow parents to be involved in their child’s care 
whenever possible.* 

0   1   2   3   4 0   1   2   3   4 
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*Items from the Nurse Parent Support Tool (Miles, M. S., 1998) 
 
 
Please respond to the following questions. I f you need additional space, 
please use the back of the next page. 
 
The questions below refer to your involvement with parents from the beginning of a 
child’s admission for surgery until the family is settled in the PICU, IMC, etc.  
 
1. Do you incorporate principles of family-centered care in your work with parents and 
other family members? 
 Please circle: Yes No 
 
 a) How do you feel about incorporating family-centered care into your work at 
Dell Children’s  Hospital? 
 
 
 
 
2. Do you think parents should be able to be present during medical procedures (e.g., 
right after the child is taken to the recovery location, IV insertion/removal, drawing 
blood, etc.)?  
 Please circle: Yes No 
 
 a) How does parental presence during medical procedures impact you? 
 
 
 
 
3. Do you think services at Dell Children’s Medical Center could be improved for parents 
whose children undergo surgery? 
 Please circle: Yes  No 
 
 a) How could services be improved? 

27. Taught parents how to give care to their child.* 0   1   2   3   4 0   1   2   3   4 

28. Let parents decide whether to stay or leave during 
medical procedures.* 

0   1   2   3   4 0   1   2   3   4 
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 Please circle: Yes  No 
 
 a) How could services be improved? 
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Appendix G: Parent Stressor Scale: Pediatric Intensive Care Unit 
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