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Abstract 

 

This study is the first to generate two patient satisfaction instruments, the Paediatric 

Surgical Patient Evaluation Questionnaire (PSPEQ, Parent form) and the Questionnaire 

on Children’s Surgery in Hospital (QCSH, Child form), with robust preliminary 

psychometric properties that capture the experiences of 5 to 10-year-old paediatric day-

surgery patients and their parents in rural and metropolitan Australia.  Patients’ and 

parents’ evaluations of Australian paediatric specialist surgical care and the impact of 

travel time on these evaluations was also newly investigated.  The theoretical structure 

was generated to illustrate the interrelationships between the most salient aspects of 

Australian paediatric surgical care as described by parents.  This was also a new 

contribution to knowledge, since it newly captured the holistic experience of care from 

seeking a referral to see the specialist through to 1 week after discharge.  Evaluations of 

care by patients and parents were investigated to identify the important needs and issues 

specific to parent and child using a multiple-method approach. Participants included 

214 parents (4 males, 210 females) and 58 paediatric surgical patients aged 5 to 10-

years-old (159 males, 55 females).  Semi-structured interviews and newly constructed 

questionnaires shortly after surgery uncovered attitudes and issues on services delivered 

during the paediatric surgical experience.  In the quantitative phase of the study, 

exploratory factor analysis of the newly constructed PSPEQ (pron. pea - speck) resulted 

in a four-factor structure and included Hospital Staff, Surgeons, Hospital Facilities, and 

Access factors.  The 41-item solution accounted for 47.2% of the score variance.  

Cronbach’s alphas for the factor subscales ranged from .67 - .92.  Exploratory factor 

analysis with the newly constructed QCSH (pron. kew - kish) generated a three-factor 

structure that included Child Friendliness, Quality of Care, and Comfort Factors.  The 

10-item solution accounted for 51.4% of the score variance.  Cronbach’s alphas for the 

factor subscales ranged from .59 - .91.  In a one-way between-subjects MANOVA with 

PSPEQ factors, participants who travelled 90 minutes or more each way to the surgical 

facility rated their access statistically significantly less positively (M = -.76, SD = 1.11, 

p = .02) compared to participants who travelled less than 90 minutes each way to the 

surgical facility (M = .02, SD = .88).  Travel time to the facility accounted for 13% of 

the variance in ratings of access to care. In the second quantitative phase of the study, 

three standard multiple regression analyses with the PSPEQ factors were conducted to 
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test their power to predict the general single-item measures of overall satisfaction with 

care, overall quality of hospital care, and intent to recommend the hospital service to a 

friend.  All three multiple regressions resulted in prediction models that were 

statistically significant (p < .001).  The PSPEQ factors accounted for approximately 

24%, 34%, and 35% of the variance respectively, although not all four factors were 

statistically significant predictors in each of the three models.  In the first qualitative 

phase of the study, semi-structured interview data were analysed using a combination of 

grounded theory and content analysis.  Intercoder reliability testing was conducted with 

a 20% random sample of the interview data and Krippendorff’s alpha for the categories 

ranged from .79 - 1.00.  After the remaining interview data was analysed by the 

researcher, a total of 44 categories emerged from the parent interview data and 14 

categories emerged from the patient interview data.  In the second qualitative phase, the 

relationships between the categories that emerged from the data were determined and 

the central category of which all other categories are related, was identified.  The 

emergent theoretical structure reflected in detail the relationships between the 

categories, and the central category was then determined.  The power of the emergent 

theoretical structure to explain the perceptions of individual participants was then 

confirmed with a random selection of interview transcripts.  This study provided 

evidence for the importance and reliability of 5 to 10-year-old paediatric patients’ 

evaluations of their surgical care.  This study also identified the aspects of care most 

predictive of parent and patient satisfaction with Australian paediatric surgical care.  

This study contributes to surgical health care information at the hospital administration, 

staff training, and government funding levels through 22 recommendations which 

should improve health care delivery, thus improving the health of rural and metropolitan 

paediatric surgical patients and their parents.    
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But those who wait on the LORD 

Shall renew their strength; 

They shall mount up with wings like eagles, 

They shall run and not be weary, 

They shall walk and not faint. 

     Isaiah 40:31 
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Chapter 1: Introduction 

 

Background of the Problem 

Patient satisfaction is a patient’s positive evaluation or judgement of the whole, 

or particular aspects of health care received (Cleary & McNeil, 1988; Linder-Pelz, 

1982; Williams, 1994).  The importance of assessing and maintaining high levels of 

patient satisfaction lies in its relationship to patient behaviours.  It is now regarded as an 

outcome measure in itself (Clever, Jin, Levinson, & Meltzer, 2008; Haskard et al., 

2008) and is used for a variety of purposes such as indicating quality of care (Jenkinson, 

Coulter, Bruster, Richards, & Chandola, 2002; Magaret, Clark, Warden, Magnusson, & 

Hedges, 2002), assessing health care delivery (Eriksson & Svedlund, 2007; Ong et al., 

2007), predicting health status (Da Costa et al., 1999; Hall, Milburn, Roter, & Daltroy, 

1998), developing patient care models (Seago, 2009; Wolf, Lehman, Quinlin, Zullo, & 

Hoffman, 2008), predicting patient compliance (Federman et al., 2001; Platonova, 

Kennedy, & Shewchuk, 2008), and as a method for continuous health care quality 

improvement (Corbett & McGuigan, 2008; Friesner, Neufelder, Raisor, & Bozman, 

2008).   

Access, one of the seven aspects of care found to influence patient satisfaction 

levels (Aday, Anderson, & Fleming, 1980; Corbet & McGuigan, 2008; Penchansky & 

Thomas, 1981) has been defined as the “patients’ perception of the ease with which 

services can be obtained when needed” (Shortell et al., 1977, p. 141).  This includes 

issues such as travel time to the facility, waiting time after making an appointment, 

waiting time at the facility on the day of the appointment, and degree of ease in reaching 

the facility (Ware, Snyder, Wright, & Davies, 1983).   

Many Australians travel away from home for specialist medical care.  For rural 

and remote residents, 35% travel to metropolitan centres (Urban centre population 

greater than or equal to 100,000, Australia Institute of Health and Welfare, AIHW, 

2004) and a further 22% travel outside their region to large rural centres (Urban centre 

population between 25,000 and 99,999, AIHW, 2004) to seek specialist care (Medicare 

Australia, 2010).  Although 12% of Australians live outside metropolitan or large rural 

centres (Australian Bureau of Statistics, ABS, 2010), the vast majority of specialist 

surgical services exist inside those centres (AIHW, 2009).  Evidence suggests that 
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travelling long distances to access specialist care impacts financially, socially and 

emotionally on country patients and their families.  Australian (Gordon, Ferguson, 

Chambers, & Dunn, 2009; Rankin et al., 2001) and US (Aitken & Hathaway, 1993) cost 

comparisons indicate large differences between country patients who access a 

metropolitan service and country patients who access a service in their locality. 

However, the majority of these studies focus on the impact of travel on paediatric 

(Aitken & Hathaway, 1993) and adult cancer patients (e.g., Gordon et al., 2009), which 

due to its chronic nature, necessitates travelling frequently to a distant site while the 

patient is unwell.  What has not been investigated in the national and international 

literature is the impact of accessing paediatric day-surgery care at a distant site.  Thus, a 

strong and unique case can be made for investigating the impact of accessing distant 

paediatric day-surgical services by rural and regional families.  

 Although children and their parents are recognised as consumers of paediatric 

health care, both have different needs (e.g., Callery & Luker, 1996; Hennessy, 1999). 

Findings support the argument that evaluations of medical and hospital care by acutely 

ill children are different from those of their parents’ (e.g., Chesney, Lindeke, Johnson, 

Jukkala, & Lynch, 2005; Lindeke, Fulkerson, Chesney, Johnson, & Savik, 2009; 

Magaret, Clark, Warden, Magnusson, & Hedges, 2002).  The vast majority of paediatric 

studies rely solely on parents’ opinions of the services received (e.g., Ammentorp, 

2006; Sawyer, Miller, Pearson, Marino, & Homer, 1996; Schaffer, Vaughn, Kenner, 

Donohue, & Longo, 2000), thus ignoring the views of the child.  Studies on paediatric 

patients’ evaluations of care have been predominantly conducted with patients aged 10 

to 15 years (e.g., Black, Sawyer, & Fotheringham, 1995; Shapiro, Welker, & Jacobson, 

1997; Stevens, 1986), even though calls for more research with younger children have 

been made at both local (Draper, 1997; Draper & Hill, 1995) and international (Chesney 

et al., 2005; Hennessy, 1999; Pelander & Leino-Kilpi, 2010) levels. 

 Studies have found that younger children experience (Tates, Elbers, Meeuwesen, 

& Bensing, 2002; Tates, & Meeuwesen, 2000) and evaluate (Kvist, Rajantie, Kvist, & 

Siimes, 1991; Simonian, Tarnowski, Park, & Bekeny, 1993) their health care differently 

to older children.  Hospitalisation for surgery appears to be worse for younger children, 

who tend to be more fearful and exhibit a significantly greater number of behaviour 

disturbances (Davidson et al., 2006; Kain, Mayes & Caramico, 1996).  The key 

arguments for obtaining younger children’s feedback on their health care are the lack of 
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a body of research focusing on this age group and more importantly, the limited 

findings that there are fundamental differences between the age groups.  These 

arguments reinforce the need for further research into the health care experiences of 

younger children.   

 Although instruments have been developed for use with younger patients, they 

have been designed for use with clinic outpatients (e.g., Bitzer, Volkmer, Petrucci, 

Weissenrieder, & Dierks, 2012; Lindeke et al., 2009) and hospital inpatients  

(e.g., Chesney et al., 2005; Heary, Hennessy, McGee, Breatnach, & Fitzgerald, n.d.).  

There is a lack of psychometrically sound instruments specifically designed for use with 

younger paediatric day-surgery patients.  No research to date has examined the 

evaluations of paediatric surgical day-patients aged 5 to 10 years and their parents and 

how travel time impacts on those evaluations.  The holistic experience of paediatric 

surgical care from seeking a referral to a specialist through to after-discharge care is 

also yet to be investigated.   

 

Statement of the Problem 

 The problem addressed in this study is: 

 What are patients’ and parents’ evaluations of Australian paediatric specialist 

 surgical care and what is the impact of travel time on those evaluations? 

 There is a lack of validated instruments developed for use with young children 

and none that are developed based on a paediatric day-surgery sample.  To answer this 

question, there is a need to design an Australian paediatric day-surgery questionnaire for 

use with 5 to 10-year-old paediatric patients.  There is also a lack of research that 

examines in detail the issues faced by families when accessing paediatric surgical care 

from the referral to after discharge.  Thus, an interview format is needed to capture in 

detail the experiences of families who access paediatric surgical care.  Thus, a multiple-

method approach is required to address this problem.       

 

Purpose of the Study 

The present study examined the experiences of paediatric surgical patients and 

their families, with a focus on rural and remote patients’ experiences of accessing 

distant health services.  This study also examined the impact of accessing specialist 

paediatric surgical services at a distant site and how travelling to the site impacted on 
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parent and patient satisfaction with surgical services and patient-assessed outcomes of 

surgery. 

 

The information generated from this study: 

1. Contributes new and significant information to the field of paediatric 

  health care and children’s views of their care; 

2. Contributes to specialist paediatric staff knowledge toward tailoring 

  paediatric surgical care to the needs of the child; 

3. Provides valuable insight into children’s experiences with invasive  

  surgery; 

4. Provides information that should contribute to service delivery better 

  tailored to day-case paediatric patients and parents; 

5. Will lead to nursing and medical interventions that should improve the 

  quality of care for distant children and their families.  

 

Overall, this research provides recommendations for policy change including 

the legitimisation and necessity of providing paediatric elective surgical services to all 

Australians, therefore improving access and equity of paediatric surgical services, 

especially for rural and remote residents. 

 

Research Aim 

The specific aims and hypotheses of this study are: 

1. To measure the perceived efficacy of paediatric surgical care as  

  experienced by rural and metropolitan paediatric patients and parents 

  accessing local surgical services; 

2. To design a day-surgery patient questionnaire for children, and  

  provide preliminary reliability validity data on the instrument; 

3. To design a day-surgery questionnaire for parents of paediatric patients, 

  and provide preliminary reliability validity data on the instrument; 

4. To describe and explain parents’ and patients’ evaluations of local and 

  remote paediatric surgical care in terms consistent with dimensions of 

  care known to influence patient satisfaction (i.e., interpersonal skills, 

  communication and information, technical skills and competence,  
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  coordination and continuity, efficiency, facilities and physical  

  environment, and access);  

5. To identify the relationships between the ratings of these dimensions of 

  care including the degree of association between these aspects and  

  overall satisfaction with care; 

6. To provide insight into the experiences of paediatric surgical patients and 

  their parents, to parents and service providers; 

7. To rate aspects of paediatric surgical care, so that any areas identified by 

  patients and parents can be recommended for improvement; 

8. To frame recommendations and policy at both micro (relevant hospitals) 

  and macro (state and national policy) levels that improve patient care and 

  patient outcomes. 

 

It is hypothesised that:  

   

1. paediatric surgical patients aged 5 to 10 years will evaluate their care 

 based on different needs to their parents. 

 

2. rural and metropolitan paediatric patients who access local surgical 

 services will evaluate the quality of care delivered statistically 

 significantly more favourably when compared with country patients who 

 access metropolitan surgical services. 

 

3. the largest differences in ratings of the quality of care between travelling 

 and local patients will be in the access-related aspects of care.    

 

Research Questions 

The first quantitative phase of the study addresses the following research 

questions: 

1. How do parents of patients who have had a minor structural surgical procedure 

 rate their satisfaction with various aspects of paediatric surgical care? 

2. How do patients aged 5 to 10 years who have had a minor structural surgical 

 procedure rate their satisfaction with various aspects of paediatric surgical care? 
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3. What are the factors generated by the newly constructed Paediatric Surgical 

 Patient Evaluation Questionnaire (Parent Form, PSPEQ) using exploratory 

 factor analysis? 

4. What are the factors generated by the newly constructed Questionnaire on 

 Children’s Surgery in Hospital (Child Form, QCSH) using exploratory factor 

 analysis? 

5. Is there a significant difference in how families living 90 minutes by car or more 

 from the surgical facility rate their satisfaction with the care received compared 

 to families living less than 90 minutes by car from the surgical facility using 

 MANOVA? 

 

 The second quantitative phase of the study addresses the following question:   

6. What are the relationships between the factors generated by the newly 

 constructed PSPEQ and overall perceptions of care as indicated in the 

 questionnaire using multiple regression analysis? 

 

 The first qualitative phase of the study addressed the following two research 

questions and several sub-questions: 

7. What are the perceived efficacies of the paediatric surgical service provided to 

 parents and patients? 

a. How are these perceived efficacies described by parents? 

b. How are these perceived efficacies described by patients? 

8. What are the perceived shortcomings of and consequential recommendations 

 for improvement to the paediatric surgical service provided to parents and 

 patients?  

a. How are these shortcomings and recommended improvements described by 

 parents?  

b. How are these shortcomings and recommended improvements described by 

 patients? 

c. To what extent does accessing care far from home feature as part of the 

 shortcomings and recommendations for improvement described by parents?   
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 The second qualitative phase of study addressed the following three research 

questions: 

9. Based on the categories that emerged from phase 1, what are the relationships 

 between the emergent categories as explained by parents and patients? 

10. Based on the theoretical structure that emerged from phase 1, what is the central 

 category to which all other categories are related? 

11. Based on the analysis in phase 1 and questions 1 and 2 in phase 2, what is the 

 emergent theoretical structure? 

 

Importance of the Study  

 This study contributes new knowledge as it is the first to generate two 

instruments (the PSPEQ and the QCSH) with robust preliminary psychometric 

properties that capture the experiences of 5 to 10-year-old paediatric day-surgery 

patients and their parents.   

 Patients’ and parents’ evaluations of Australian paediatric specialist surgical 

care and the impact of travel time on these evaluations was also newly investigated.  A 

theoretical structure was generated that illustrates the interrelationships between the 

most salient aspects of Australian paediatric surgical care as described by parents.  This 

is also a new contribution to knowledge, since it newly captured the holistic experience 

of paediatric surgical care from the specialist referral to 1 week after discharge.   

  This study demonstrated that children as young as 5-years-old were able to 

reliably evaluate aspects of their surgical care.  By taking on board their comments and 

ratings, such evaluations in turn can be used to enhance the quality of that care.  This 

study also demonstrated that children can make important contributions to the 

enhancement of the health care services provide to them.  This is consistent with the 

findings of other studies that have investigated the psychometric properties of child 

health care instruments (e.g., Chesney et al., 2005; Heary et al., n.d.; Pelander, Leino-

Kipli, & Katajisto, 2009).  Thus, the findings of this study demonstrate that parents can 

no longer be the only evaluators of paediatric health care provided to children as young 

as 5-years-old.   

This study also identifies the aspects of care most predictive of parent and 

patient satisfaction with Australian paediatric surgical care and those which warrant 

attention.  These findings contribute to surgical health care information, which resulted 
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in a set of recommendations for policy, procedure, and practice, at the service provider, 

hospital, and government levels.  These recommendations contribute to specialist staff 

knowledge toward tailoring paediatric surgical care to the needs of the patient and 

parent.  In turn, these recommendations should improve health care delivery, thus 

improving patient outcomes via patient satisfaction and minimising overall health care 

costs.    

 The importance of patient satisfaction and its association with patient outcomes, 

such as predicting health status (Da Costa et al., 1999; Hall et al., 1998) and predicting 

patient compliance (Federman et al., 2001; Plantova et al., 2008) must be considered.  

The recommendations generated by this study to enhance the paediatric surgical service 

provided should improve other aspects of patient outcomes, such as treatment 

compliance.  

 The constructs captured by the PSPEQ and QCSH appear to be clear, with items 

loading on their logical, factors.  This suggests that the instruments do measure parents’ 

and patients’ evaluations of a specialist paediatric day-surgery hospital stay.  These 

instruments have the potential to provide valuable feedback from parents and patients 

regarding the care they received.  The QCSH is a tool with the potential to gather 

valuable child-centred information.  Parents’ evaluations as captured in the PSPEQ, also 

play a particularly crucial role for younger children who are unable to provide feedback 

on their care.  If future studies replicate the findings of this study, these instruments can 

be used to provide continual improvement of paediatric surgical care for both patients 

and parents.    

 This study provides further support for the multiple-method approach to 

research.  As evidence of this, is the substantial number of negative issues raised by 

parents in the qualitative interview phase of the study that were not captured in the 

PSPEQ or QCSH, despite conducting a pilot study of both instruments.  With this 

research opportunity, the insight gained from the qualitative interview phase of this 

study revealed additional possible ways that paediatric surgical care can be improved 

for patients and parents.  This study’s support for the multiple-method approach adds 

support to earlier findings by Calnan (1988), Fitzpatrick and Hopkins (1983), and 

Locker and Dunt (1978), as well as a more recent multiple-method study by Merkouris, 

Papathanassoglou, and Lemonidou (2004) who investigated similar topics.    
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Scope of the Study 

 This study investigated the health care evaluations of 5 to 10-year-old paediatric 

day-surgery patients and their parents.  Parents of children under 5-years-old were also 

recruited for the study.  Children under 5-years-old were excluded from the study.  

Local and travelling paediatric patients and their families attending day-surgery at an 

Australian metropolitan or regional hospital in geographically convenient locations in 

New South Wales and Victoria were invited to participate in this study.  This was a 

single-surgeon study where the pool of potential participants originated from one 

Australian specialist paediatric surgeon.  Families were invited to participate and those 

who gave informed consent were included in the study.    

 Patients were scheduled for structural repair procedures (e.g., inguinal hernia 

repair and circumcision) that require a general anaesthetic (New South Wales Health, 

1999).   Patients with developmental delays, mental health disabilities, and those who 

were scheduled for a non-invasive procedure (e.g., endoscopy or colonoscopy) were 

excluded from the study.  Parents unable to read English at a 6
th

 grade level (due to 

illiteracy or non-English speaking background) were also excluded from the study.  

Families attended the paediatric surgeon’s clinic for a postoperative consultation, 

although families attended a number of different surgical facilities for the surgery 

including child-only metropolitan facilities, regional private facilities, and regional base 

facilities.  The participating families in the sample attended one of six surgical facilities.  

Families attending other facilities were excluded from the study.   

 Included in the questionnaire were items found in published and unpublished 

instruments, adapted versions of previously published items, items suggested by a 

surgeon advisory panel and participants of the pilot study, and items created by the 

researcher.  All topics raised were included in either the questionnaire or interview.    

  

Definition of Terms  

Access: An aspect of hospital care that is defined as the “patients’ perception of the ease 

with which services can be obtained when needed” (Shortell et al., 1977, p. 141) such as 

travel time to the facility, waiting time after making an appointment, waiting time at the 

facility on the day of the appointment, degree of ease in reaching the facility (Ware et 

al., 1983), costs associated with reaching the facility, and adequate health care facilities 

in the patients’ geographic area (Penchansky & Thomas, 1981).   
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Axial Coding: “The process of relating categories to their subcategories , termed 

“axial” because coding occurs around the axis of a category, linking categories at the 

level of properties and dimensions” (Strauss & Corbin, 1998, p. 123).  

Auditability: The point at which “another researcher can clearly follow the ‘decision 

trail’ used by the investigator in the study” (Sandelowski, 1986, p. 33). 

Category: Concepts that represent phenomena (Strauss & Corbin, 1998).  Categories 

can differ in their level of variability, with broader categories encompassing ‘types’ or 

‘classes’ of concepts called subcategories (Strauss & Corbin, 1998). 

Code: A name or label given to a category (Strauss & Corbin, 1998). 

Codebook: “The conceptualisation of all the concepts to be measured in the analysis.  

The development of a set of full explanations of the key concepts that guides the 

researcher through the coding task” (Sproule, 2006, p. 118). 

Coding: “The analytic process through which data are fractured, conceptualized and 

integrated to form theory” (Strauss & Corbin, 1998, p. 3). 

Communication and Information: An aspect of hospital care that is defined as the 

non-interpersonal “provider-patient interaction” (Pascoe, 1983, p. 201) that leads to the 

adequate education of patients on all facets of their condition, treatment and hospital 

routines (Jenkinson et al., 2002). 

Complementarity Multiple-methods Study: A research design that involves the use 

of qualitative and quantitative methods to operationalise overlapping yet different 

aspects of a phenomenon to bring about a more comprehensive understanding (Greene, 

Caracelli, & Graham, 1989; Nastasi, Hitchcock, & Brown, 2010).   

Concept: Ideas or themes that are “the building blocks of theory” (Strauss & Corbin, 

1998, p. 100). 

Concurrent design: The time-ordering of a quantitative phase and a qualitative phase 

in a mixed-methods or multiple-methods design in which both phases occur at the same 

time (Johnson & Onwuegbuzie, 2004).  

Confirmability: Confirmability occurs when credibility, fittingness, and auditability 

are established (Sandelowski, 1986). 

Convenience Sampling: A form of non-random sampling where participants are 

selected based on who is “available and willing to participate at the time” 

(Onwuegbuzie & Leech, 2007, p. 114).  
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Coordination and Continuity: An aspect of hospital care that is defined as the number 

of points of contact required to receive the health care service, and the extent of ease in 

the flow of administration in service delivery between one point of contact and another 

(Shortell et al., 1977).   

Credibility: “How vivid and faithful the description of the phenomenon.  The 

informants, and also the readers who have had the human experience, should recognise 

the researchers’ described experiences as their own” (Beck, 1993, p. 264).   

Dimensions: “The range along which general properties of a category vary, giving 

specification to a category and variation to the theory” (Strauss & Corbin, 1998, p. 101). 

Efficiency: An aspect of hospital care that is defined as the length of time taken by 

hospital staff to complete tasks related to the patient (e.g., Marino & Marino, 2000; 

Miceli & Clark, 2004; Williams & Calnan, 1991) and includes administrative services 

such as admission and discharge (Miceli & Clark, 2004) and patient care services such 

as timely assistance after pressing the call button (Marino & Marino, 2000). 

Facilities and Physical Environment: An aspect of hospital care that is defined as 

“features of the setting in which care is delivered (e.g., clarity of signs and directions, 

orderly facilities and equipment, pleasantness of atmosphere)” (Sitzia & Wood, 1997,  

p. 1837).  

Fittingness: The point at which “the findings of a study ‘fit’ into similar contexts 

outside the study” (McCabe, 2004, p. 43).   

Formal Theory: Derived using grounded theory methodology, it is a theoretical 

interpretation or explanation of a general issue or problem not specific to a particular 

group and place (Strauss & Corbin, 1998), such as racism, body image, or marriage 

satisfaction.  

Grounded Theory (GT): A qualitative analysis approach where the aim is to describe 

and explain an experience from the participant’s perspective which generates a rich, 

descriptive and explanatory theory based on the generation of conceptual categories and 

the relationships between them (Charmaz, 2006; Strauss & Corbin, 1998). 

Intercoder Reliability: “The extent to which two or more independent individuals 

agree on coding, categories, and assignation of concepts to those categories.  The coding 

can be regarded as consistent and categories operational to the degree that all the 

researchers assign the same texts to the same categories” (Sproule, 2006, p. 118).  
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Interpersonal Skills: An aspect of hospital care that is defined as “features of the way 

in which providers interact personally with patients” (Sitzia & Wood, 1997, p. 1837). 

Interview Protocol: “The description of the entire process in setting up and executing 

the interview” (Breakwell, 2012, p. 552). 

Major Category: Sub-concepts that fit within a major category (Strauss & Corbin, 

1998). 

Major Concept: A major concept is a central idea found in most cases (Strauss & 

Corbin, 1998).  Each major category is comprised of one or more categories (Strauss & 

Corbin, 1998). 

Memos: “Written records of analysis that may vary in type or form” (Strauss & Corbin, 

1998, p. 217) including forms such as “code notes, theoretical notes, operational notes, 

and subvarieties of these” (Strauss & Corbin, 1998, p. 219).  

Multiple-methods Design: “Two or more studies using different methods, which 

address the same research question or different parts of the same research question” 

(Morse, 2010, p. 340) and where each component of the research is an independent, 

stand-alone study (Morse, 2010).    

Open Coding: “The analytic process through which concepts are identified and their 

properties and dimensions are discovered in the data” (Strauss & Corbin, 1998, p. 101). 

Paediatric Surgical Patient Evaluation Questionnaire (Parent Form, PSPEQ): The 

questionnaire developed in the present research to capture evaluations of paediatric 

elective day-surgery care by parents.  

Pain: “An unpleasant sensory and emotional experience associated with actual or 

potential tissue damage, or described in terms of such damage” (Bonica, 1979, p. 250). 

Paradigm: A set of beliefs of principles that together represent a “world view” (Guba 

& Lincoln, 1994, p. 107).   

Patient Satisfaction: A patient’s positive evaluation or judgement of the whole, or 

particular aspects of health care received (Cleary & McNeil, 1988; Linder-Pelz, 1982; 

Williams, 1994).   

Phenomena: “Central ideas in the data represented as concepts” (Strauss & Corbin, 

1998, p. 101).   

Properties: “Characteristics of a category, the delineation of which defines and gives it 

meaning” (Strauss & Corbin, 1998, p. 101).   
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Purposeful Convenience Sampling: Used in the present study, a form of sampling that 

combines purposeful and convenience sampling where a setting, group, or individuals 

are purposefully targeted due to their characteristics which align with the research 

question(s) being investigated.  Participants are then selected from this framework 

based on who is “available and willing to participate at the time” (Onwuegbuzie & 

Leech, 2007, p. 114).  

Purposeful Sampling: A form of non-random sampling where a setting, group, or 

individuals are purposefully targeted due to their characteristics which align with the 

research question(s) being investigated (Onwuegbuzie & Leech, 2007). 

Questionnaire on Children’s Surgery in Hospital (Child Form, QCSH): The 

questionnaire developed in the present research to capture evaluations of paediatric 

elective day-surgery care by patients.  

Relational Content Analysis: A qualitative approach where both the content and 

context of documents are analysed with the aim of identifying themes, establishing how 

themes are presented, determining the frequency of themes and establishing how the 

identified themes relate to one another (Robson, 2002; Sproule, 2006).   

Subcategories:  “Concepts that pertain to a category, giving it further clarification and 

specification” such as types or classes of concepts that occur within broad categories 

(Strauss & Corbin, 1998, p. 101). 

Substantive Theory: Derived using grounded theory methodology, it is a theoretical 

interpretation or explanation of an issue or problem which is specific to a particular 

group and place (Strauss & Corbin, 1998), such as the middle-aged in a professional 

educational setting, family dynamics within a blended family setting or paediatric care 

within a surgical setting.  

Technical Skills and Competence: An aspect of hospital care that is defined as the 

“competence and adherence to high standards of diagnosis and treatment  

(e.g., thoroughness, accuracy, unnecessary risks, and making mistakes)” (Ware et al., 

1983, p. 248) and also includes doctors’ operating skills and clinical outcomes 

(Alrubaiee & Alkaa’ida, 2011).   

Theoretical Sampling: “Data gathering driven by concepts derived from the evolving 

theory and based on the concept of “making comparisons” whose purpose is to go to 

places, people, or events that will maximize opportunities to discover variations among 
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concepts and to “densify” categories in terms of their properties and dimensions” 

(Strauss & Corbin, 1998, p. 201). 

Theoretical Saturation: Occurs when “no new properties, dimensions, conditions, 

actions or interactions, or consequences are seen in the data” (Strauss & Corbin, 1998, 

p. 136).   

Theoretical Sufficiency: The point at which a theory or its categories are sufficiently 

represented by the data (Dey, 1999). 

Triangulation: The “designed use of multiple methods, with offsetting or counteracting 

biases, in investigations of the same phenomenon in order to strengthen the validity of 

inquiry results” (Greene et al., 1989, p. 256).   

 

Overview of Methodology   

Based on the purpose of the study, research aim, and research questions, the 

present study involved a multiple-methods design relating to the paediatric surgical 

experience of parents and patients, which included measuring their ratings of 

satisfaction with the care received.  The literature review presented in Chapter 2 

provided the basis for a conceptual framework which guided the research study. 

The multiple-methods approach was defined as consisting of “two or more 

studies using different methods, which address the same research question or different 

parts of the same research question” (Morse, 2010, p. 340) and where each component 

of the research is an independent, stand-alone study (Morse, 2010).  The use of 

quantitative and qualitative methods in the multiple-method approach meant that the 

strengths of both approaches became part of and therefore strengthened the findings of a 

research study.  The pragmatism research movement has increased the popularity of 

multiple-methods research (e.g., Johnson & Onwuegbuzie, 2004; Morse 2010).   

The present study adopted the multiple-methods approach to enable the use of 

both quantitative and qualitative approaches.  The quantitative approach was used to 

explore and establish the levels of and statistical relationships between aspects of 

hospital care and patient satisfaction.  This involved a questionnaire study.  Parent and 

patient questionnaires were distributed and the data that was included in the analysis 

were 214 parent questionnaires and 58 child questionnaires.  The qualitative approach 

was used to build on the quantitative findings of the study by providing rich data that 

captured the experience of participants which in turn helped to describe and explain the 
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relationships between the dimensions of care generated by the quantitative component 

of the study.  This involved semi-structured interviews and analysing the data generated 

by195 interviews.  Both parts of the study involved a purposeful convenience sample.   

The study included two separate but concurrent phases.  Phase 1 involved the 

use of quantitative methods to capture those dimensions of care known to influence 

patient satisfaction, determining patient and parent ratings of those aspects, and 

investigating the relationships between those aspects and patient satisfaction.  Using 

exploratory factor analysis and multiple regression, a relational structure illustrating the 

influences on patient satisfaction was generated.  Phase 2 involved the use of qualitative 

methods to describe and explain the experience of patients and parents who received 

specialist paediatric day-case surgical care.  The grounded theory analysis allowed 

salient themes to emerge, resulting in the generation of a substantive theory (i.e., 

conceptual framework) that accounted for all the identified themes and the relationships 

between them.  A synthesised conceptual framework that integrates the conceptual 

framework generated in the literature review (Chapter 2), the relational structure 

generated in phase 1 of the results (Chapter 4), and the conceptual framework found in 

phase 2 of the results (Chapter 4), is presented in Chapter 5. 

The research findings resulting from phase 1 and phase 2 are presented in 

Chapter 4.  The second phase builds on the first phase by helping to describe and 

explain the initial findings of phase 1 and the overall study provides particular insight 

into the unique needs and experiences of paediatric surgical patients and their families. 

     

Delimitations and Limitations 

 The delimitations described here cover a number of aspects of the study in 

relation to sample selection and research design.  Limitations of the research design are 

also described.     

  

Delimitations 

The patient participants in this study were limited to paediatric patients 

scheduled for structural repair procedures (e.g., inguinal hernia repair and 

circumcision) that require general anaesthetic (New South Wales Health, 1999) 

were the focus of this study.  These surgical procedures are high volume, minor 

procedures that require no specialist equipment (Arul & Spicer, 1998).  
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Focussing on high volume, routine surgical repairs enabled recruitment of a 

sufficiently homogenous participant sample, which enhanced the statistical 

power of the study.  This is particularly relevant in rural and regional hospitals, 

which are usually smaller than metropolitan hospitals and have a smaller 

patient base (Moscovice & Rosenblatt, 2000).  In light of the rigorous process 

used to select day-case patients as described by Rudkin, Osborne, and Doyle 

(1993), obtaining research samples from day-surgery lists enabled control of 

variations in illness severity. 

Although adenoidectomy and tonsillectomy are common paediatric 

surgical procedures (New South Wales Health, 1999), ear, nose, and throat 

(ENT) surgery specialisation is relatively large, and surgical workforce 

analysis (Baume, 1995) has determined that there are adequate numbers of 

such surgeons.  In contrast, the paediatric surgery specialisation is very small 

(Royal Australasian College of Surgeons, 2002) and the vast majority of this 

workforce resides in metropolitan areas (RACS, 2001).  Paediatric patients are 

therefore less likely to be required to travel longer distances for surgical 

procedures conducted by ENT specialists.  Paediatric patients who accessed 

ENT surgical services were excluded from the study.  Due to the nature of data 

collection, parents unable to read English at a 6
th

 grade level (due to illiteracy 

or non-English speaking background) and children with developmental delays 

and mental health disabilities were also excluded from the study. 

The single-surgeon design of the study controlled for surgeon skill.  

Holding surgeon skill constant enabled comparisons between groups on 

variables such as travel time to medical care which has been found to impact 

negatively on patient satisfaction in previous research (Fox & Storms, 1981; 

Penchansky & Thomas, 1981).  

Paediatric day-surgery patients from ages 5 to 10-years-old inclusive 

and their parents were invited to evaluate their care.  To obtain feedback from a 

broader age range, parents of children less than 5-years-old were also invited to 

participate.  Studies on paediatric patients’ evaluations of care have been 

predominantly conducted with patients aged 10 to 15 years (e.g., Black & 

Sawyer, 1995; Shapiro et al., 1997; Stevens, 1986).  The primary argument 

made by some child health and development researchers for excluding 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       20 

 

paediatric patients under 10 years is that younger children struggle with some 

health-related terms and are more likely to endorse extreme responses on a 

Likert scale format, hence decreasing the internal consistency of responses 

(Herjanic, Herjanic, Brown, & Wheatt, 1975; Rifkin, Wolf, Lewis, & Pantell, 

1988; Shapiro et al., 1997).  However, a number of those studies (e.g., Herjanic 

et al., 1975; Rifkin et al., 1988) and others (e.g., Bush & Holmbeck, 1986; 

Chesney et al., 2005; Heary et al., n. d.) that included children as young as 5 or 

6 years have achieved sound levels of internal consistency (Chesney et al., 

2005; Heary et al., n. d.; Rifkin et al., 1988), inter-rater reliability  

(e.g., Herjanic et al., 1975), and test-retest reliability (e.g., Bush & Holmbeck, 

1986).  Younger children have also been found to discriminate between 

different aspects of a paediatric service (e.g., Heary et al., n. d.; Simonian et al., 

1993).  Those findings suggest that it should be possible to develop an 

instrument with good psychometric properties for use with children from age 5 

years and above, provided questions are phrased in an age-appropriate manner. 

Travel time to the surgical facility was an independent variable.  

Research has indicated that travel time, rather than distance travelled, 

correlated with patient satisfaction levels (e.g., Fox & Storms, 1981; Pascoe, 

1983).  A threshold of 90 minutes was used in this study to delineate local from 

distant families because it corresponded with the eligibility criteria for 

Australian state government funding schemes for travelling patients.  Although 

the threshold varies from state to state (Department of Health Victoria, 2009; 

Queensland Health, 2009), the highest states’ threshold (i.e., 100 km 

Department of Health Victoria, 2009; McGrath & Seguerra, 2000) was adopted 

for this study.  This threshold also aligns with previous research that 

investigated the impact of travel to health care (Gordon et al., 2009; Yanzi et 

al., 2001). 

Semi-structured interviews were conducted with families on arrival to 

their 1-week postoperative consultation with their surgeon.  Immediately after 

the interviews, newly constructed parent and patient questionnaires were 

distributed to families.  The multiple-method approach adopted in the present 

study used a concurrent approach to data collection, meaning that the 

researcher collected data from the questionnaire study and the interview study 
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at the same time.  The use of concurrent quantitative and qualitative strategies 

to answer the same or parts of the same research question can bring about 

complementary findings which when combined, can help explain the 

unanswered questions or inconsistencies of each approach (Thurmond, 2001).  

The use of an exclusively quantitative approach to the construction of the 

PSPEQ (parent form) and the QCSH (child form) provided the basis for 

answering research questions 1 to 6 as set out in this chapter.  Research 

questions 1 to 6 pertain to determining patient and parent ratings, generating 

factors, investigating the relationships between factors, and determining the 

presence or absence of statistically significant differences between groups; all 

of which required a quantitative approach.   

The use of a predominantly qualitative approach to the semi-structured 

interview phase of the study provided the basis for answering research 

questions 7 to 11 as set out in this chapter.  Research questions 7 to 11 focused 

on patient and parent descriptions of the perceived efficacies of the paediatric 

service provided and the perceived shortcomings and recommendations for 

improvements to the service; all of which required a qualitative approach.   

Items in the questionnaires addressed aspects of care known to influence 

patient satisfaction levels (Pascoe, 1983; Ware et al., 1983; Zastrowny et al., 

1983) and included interpersonal skills, communication and information, 

technical skills and competence, coordination and continuity, efficiency, 

facilities and physical environment, and access.  Parent variables that have 

been implicated in influencing patient satisfaction such as age (e.g., Rahmqvist, 

2001), self-reported health status (e.g., Hargraves et al., 2001), patient gender 

(e.g., Tucker & Kelly, 2000), income (e.g., Xiao & Barber, 2008), and 

education (e.g., Rubio, Pearson, Clark, & Breitkopf, 2007) were also included 

in the parent questionnaire to allow for statistical analysis to control for any 

associated sample bias. 

Ethics approval was obtained from the Human Research Ethics 

Committee of the University of NSW, the institution in which the researcher 

was enrolled at the commencement of the study (approval number 05294). 
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Limitations 

A number of limitations were inherent within the design of this study.  

Purposeful convenience sampling was used in the present study.  This is a form 

of non-random sampling that combines purposeful and convenience sampling 

where a setting, group, or individuals are purposefully targeted due to their 

characteristics which align with the research question(s) being investigated 

(Onwuegbuzie & Leech, 2007).  Participants are then selected from this 

framework based on who is “available and willing to participate at the time” 

(Onwuegbuzie & Leech, 2007, p. 114).  This study’s approach to sampling was 

purposeful in that families who were the recent recipient of specialist paediatric 

surgical care were targeted.  Convenience sampling was also adopted in that 

any family that was visiting for a postoperative follow-up consultation was 

approached and families who were available and willing to attend an interview 

and take a questionnaire home to complete were recruited as participants.  

Therefore, those who declined to participate may have had more negative 

evaluations of the care received or a qualitatively different experience of the 

surgical visit compared to those who agreed to participate.  No demographic 

data was collected from parents who declined to participate so their 

characteristics are no known.  Therefore, the generalisability of this study’s 

findings are limited to this sample until these results are replicated by future 

studies.   

Limitations of the questionnaire phase of the study included having no 

control over the response rate because participants completed the 

questionnaires in their own time and returned them by mail.  Possible positive 

response bias is also a limitation, particularly if participants are concerned with 

health care service loss, if their opinions are disclosed (Draper & Hill, 1995; 

Cooper & Jenkins, 1999).  Inherent in questionnaire research is the limitation 

of no control over how participants interpreted the questionnaire items.  There 

was also no control over how participants internally defined the words in the 

item statements as well as in the response format.   

Limitations of the qualitative interview phase of this study included the 

threat to reliability (Hutchinson & Wilson, 1992).  Some parents engaged more 

in the interview process, articulated their experience differently to others, and 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       23 

 

disclosed more information than others.  Thus, the conceptual framework that 

emerged from the interviews may represent to a greater extent the experiences 

of these more vocal parents.  Another limitation is the possibility of social 

response bias (Barriball & While, 1993) because interviews were conducted at 

the surgeon’s consultation rooms.  Although participants were reassured that 

no part of their interview would be disclosed to the surgeon, social desirability 

bias may have been in effect during the interviews.  As with any qualitative 

study, the emergent theoretical structure are not generalisable to all paediatric 

surgical patients and their parents.  Replication of the emergent theoretical 

structure is required before generalisability of the findings can be established.   

      

Structure of Thesis 

 The first chapter of this thesis provided an overview of the study and included a 

background of the relevant research, the research problem, purpose of the study, and the 

research questions, aims, and hypotheses.  Also presented was the importance and scope 

of the study, definition of key terms, an overview of the methodology use, and the 

bounds of the study.  Chapter 2 provides a review of the literature in the key research 

areas involved in this study, which includes patient satisfaction, health service access, 

preoperative anxiety, and psychometric instrumentation.  The gap in the literature is 

identified and justification for the study is outlined.  Chapter 3 provides a detailed 

account of the concurrent multiple-method research design adopted, justification for the 

approach, and made explicit the connection between the research questions and the data 

analysis undertaken to answer them.  Chapter 4 presents the results of the quantitative 

and qualitative phases of this study.  In the quantitative phase of the study, the PSPEQ 

(parent form) and QCSH (patient form) ratings, factor analyses, MANOVA and 

multiple regression results were presented.  In the qualitative phase of the study, the 

emergent themes reflecting the patients’ and parents’ perceptions of paediatric surgical 

care were then analysed using a combination of grounded theory and content analysis.  

The central category was identified and axial coding results presented including a 

graphical depiction of the resulting theoretical structure.  Chapter 5 discusses the 

findings presented in Chapter 4 in relation to the research questions and hypothesis of 

this study as well as past research presented in Chapter 2.  A summary of the qualitative 

and quantitative findings is then presented and conclusions of the study are then drawn.  
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Limitations, suggestions for further research, and implications for future practice, 

procedure, and policy in the form of recommendations are provided               

 

Chapter Summary 

 This chapter provided an overview of this study and included a brief review of 

previous relevant research that outlined the gap in the literature and justification for the 

study.  The problem set out to be addressed by this study was then presented.  The 

purpose of the study, research aims, and research questions were then stated.  The 

significance of the study’s findings and their implications for future research, policy, 

procedure and practice were then outlined.  The scope of the study was then described.  

Key terms and definitions were presented, followed by an overview of the methodology 

adopted.  The bounds of the study were then described and justified.  Finally, an 

overview of the thesis structure was outlined.   
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Chapter 2: Review of the Literature 

 

Introduction 

 This chapter provides a review of the literature in the key research areas in this 

study, which include patient satisfaction, health service access, preoperative anxiety, 

and psychometric instrumentation.  The structure of the literature review is outlined in 

Figure 2.1.  Key concepts involved in this study and the relationships between those 

concepts are reviewed.  The lack of research investigating parents’ and younger 

patients’ evaluations of Australian paediatric specialist surgical care and the impact of 

travel time on these evaluations is identified. The need to conduct research in this area is 

also demonstrated.      
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Figure 2.1.  Key Concepts and Structure of the Literature Review. 
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Patient Satisfaction: A Multidimensional Concept 

 Patient satisfaction is a patient’s positive evaluation or judgement of the whole, 

or particular aspects of health care received (Cleary & McNeil, 1988; Linder-Pelz, 

1982; Williams, 1994).  Patient satisfaction is a multidimensional construct 

characterised as an attitude, which ranges on a continuum depending on the patients’ 

experiences and expectations (Linder-Pelz, 1982; Pascoe, 1983, Ware, Snyder, Wright, 

& Davies, 1983).  Patient satisfaction ratings are therefore a reflection of the patient and 

a measure of the care received (Linder-Pelz, 1982; Sitzia & Wood, 1997; Ware et al., 

1983).  The multidimensionality of patient satisfaction has had international support 

from research in the US (Nguyen, Attkisson, & Stegner, 1983; Pascoe, 1983; Ware, 

Snyder, Wright, & Davies, 1983), Canada (Da Costa et al., 1999), UK (Black & 

Sanderson, 1993; Jenkinson et al., 2002; Lewis, 1994), Australia (O’Connor, 1991),  

France (Labarere, Francois, Auquier, Robert, & Fourny, 2001) and Scandinavia 

(Nathorst-Böös, Munck, Eckerlund, & Ekfeldt-Sandberg, 2001).  These studies indicate 

that patients distinguish between different aspects of care when evaluating its quality 

(Rubin, 1990) and that this is consistent across different health care contexts including 

general attitudes about primary health care (Pascoe, 1983; Ware et al., 1983), mental 

health care (Lebow, 1983) and health care experiences in tertiary hospital settings 

(Lewis, 1994; Sitzia & Wood, 1997) including surgical care (Black & Sanderson, 1993; 

Krupat, Fancey, & Cleary, 2000; O’Connor, 1991).   

 Although various measures of satisfaction include different aspects of medical 

care (Sitzia, 1999), the nature and number of dimensions of care that constitute patient 

satisfaction are arguably finite.  Extensive content analysis of patients’ evaluations of 

care has been conducted in earlier US research (Pascoe, 1983; Ware et al., 1983; 

Zastrowny, Roghmann, & Hengst, 1983) and seven factors were found to influence 

patient satisfaction, namely: 1) interpersonal skills, 2) communication and information, 

3) technical skills and competence, 4) continuity and coordination, 5) efficiency,  

6) facilities and physical environment, and 7) access (Pascoe, 1983; Ware et al., 1983; 

Zastrowny et al., 1983).  Research from the US (Hsieh & Kagle, 1991), Canada 

(Anderson, Barbara, & Feldman, 2007), UK (Black & Sanderson, 1993), Australia 

(Draper, Cohen, & Buchan, 2001), France (Labarere et al., 2001) and Scandinavia 

(Arnetz & Arnetz, 1996) has since provided further support for the existence of the 

seven factors. 
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History of Patient Satisfaction and Evaluation of Medical Care 

 Although patient satisfaction studies were first conducted in the US in the 1950s 

(Abdellah & Levine, 1957; Alma, 1958; Rowbotham, 1953), such studies were 

uncommon before 1970.  In the 1970s, advances in medicine created an increase in the 

ageing population, which caused a shift in the emphasis of Western medicine from acute 

to chronic conditions (Locker & Dunt, 1978).  This stimulated research from the 1970s 

and early 1980s to focus on assessing the effectiveness of different medical treatments 

for both acute (Rodgers, 1977; Shortridge, 1974) and chronic (Haworth, Miller, & 

Scriver, 1974; McLellan, Luborsky, O’Brien, Woody, & Druley, 1982; Pichaud & 

Weddell, 1972) illnesses, with a view toward Australian (O’Rourke, Walsh, Fletcher, & 

Crowley, 1976), Canadian (Haworth et al., 1974) UK (Pichaud & Weddell, 1972) and 

US (McLellan et al., 1982; Rodgers 1977; Shortridge, 1974) government allocations of 

resources and increased awareness of related health policy issues.  As a result of 

government allocation of funds, measures were then developed to assess the clinical 

effectiveness and economic viability of medical care services in Australia (Doessel, 

1978), Canada (Drummond & Stoddart, 1984), UK (Pichaud & Weddell, 1977), and the 

US (Moloney & Rodgers, 1979), where the movement originated (Donabedian, 1966, 

1978; Lebow, 1974).  This cost-benefit approach to medical care evaluation meant that 

patients’ opinions of their care were now being sought as part of the evaluation process.  

 At the same time as patients’ opinions were forming part of medical care 

evaluation in the 1970s, sociological literature in the US (Berkanovic & Marcus, 1976) 

and UK (Cartwright, 1964; Locker & Dunt, 1978) shifted its focus to become one of 

interpersonal relations.  The focus on patient opinions informing health policy gave way 

to studies on the doctor-patient relationship, with a link being established between high 

patient satisfaction and better health outcomes, particularly in relation to treatment 

compliance.  Patients with high levels of satisfaction were found to be more likely to 

comply with medical regimens (Francis, Korsch, & Morris, 1969; Wartman, Morlock, 

Malitz, & Palm, 1983), were more likely to take an active role in their treatment 

(Bartlett et al., 1984; Greenfield, Kaplan, & Ware, 1985), and were more likely to use 

the same medical services when needed (Marquis, Davies, & Ware, 1983; Ware, 

Wright, Snyder, & Chu, 1975).  Such findings demonstrated the importance of seeking 

and understanding the patient’s perspective in health care.  
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 However, some objected (Davies & Ware, 1988; Wensing, Grol, & Smits, 1994) 

to the submissive patient role that was promoted by the health outcomes research, and it 

was further argued that not all treatment given by medical practitioners should be 

accepted unconditionally (Calnan, 1988; Williams, 1994).  It was also argued that 

aspects of patient care that were included in patient satisfaction studies were limited to 

the aspects that service providers were ready to change (Calnan, 1988; Sitzia & Wood, 

1997; Wensing, Grol, & Smits, 1994).   Nonetheless, these three decades of research 

opened the door for the patient perspective in health care and contributed to the 

momentum of the consumer movement in health care, which persists to the present date.  

 The arrival of consumerism into health care however, was in the late 1980s and 

early 1990s (Donabedian, 1988, 1992).  Patients, carers, family, and the public (as tax 

payers) were acknowledged as consumers possessing views of equal importance for 

consideration in the delivery of quality health care in the US (Cleary & McNeil, 1988; 

Davies & Ware, 1988), UK (Bollam, McCarthy, & Modell, 1988; Carr-Hill, 1992) and 

Australia (Draper & Hill, 1995; 1996).  Patients’ perspectives became an important 

source of information to be incorporated in the process of improving the quality of 

health care services.  US (Cleary, 1999), UK (Wensing & Elwyn, 2003), Australian 

(Westbrook, 1993), Canadian (Loblaw, Bezjak, & Bunston, 1999), French (Labarere et 

al., 2001) and Scandinavian (Hendriks, Oort, Vrielink, & Smets, 2002) studies focussed 

on patient participation when evaluating and determining the type and level of need of 

health care services.  In contrast, the private health sector began to consider patient 

satisfaction as an indicator of a patient’s decision to change their health provider and 

used the construct to alter the provision of private health care services for the purposes 

of retaining and increasing private health care membership (Hill & Doddato, 2002; 

Safran, Montomery, Chang, Murphy, & Rogers, 2001; Senf & Weiss, 1991).  

 Patient satisfaction is now regarded as an outcome measure in itself (Clever, et 

al., 2008; Haskard et al., 2008) and is used for a variety of purposes such as indicating 

quality of care (Jenkinson et al., 2002; Magaret et al., 2002), assessing health care 

delivery (Eriksson & Svedlund, 2007; Ong et al., 2007), predicting health status (Da 

Costa et al., 1999; Hall et al., 1998), developing patient care models (Seago, 2009; Wolf 

et al., 2008), predicting patient compliance (Federman et al., 2001; Platonova et al., 

2008), and as a method for continuous health care quality improvement (Corbett & 
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McGuigan, 2008; Friesner et al., 2008).  The emergence of research into patient 

satisfaction has also revealed patient dissatisfaction in a variety of health care contexts.    

 

Dissatisfaction with Medical Care 

 Meta-analyses of the patient satisfaction literature (Hall & Dornan, 1988a; 

1988b; Sitzia and Wood, 1997) and recent Australian state-wide hospital surveys  

(e.g., Department of Human Services Victoria, 2009; Victorian Department of Health, 

2010) have commonly reported on the rarity of expressions of dissatisfaction by 

patients.  This has been interpreted by some (e.g., Williams, 1994) to mean that the vast 

majority of patients are highly satisfied with their care and therefore, the utility of 

survey research into patient health care evaluation should be questioned.  However, US 

telephone questionnaire research on rural and remote adult general practice patients 

(Andrus, 1984), US international comparisons of hospital and non-hospital adult 

patients (Blendon, Schoen, DesRoches, Osborn, & Zapert, 2003), and UK 

questionnaire-by-mail research on adult surgical patients (Black & Sanderson, 1993) 

have reported findings to the contrary (i.e., patient dissatisfaction).    

 Andrus (1984) found US patients to be dissatisfied with a variety of aspects 

including physician competence, cost, waiting time, the extent to which the doctor takes 

a personal interest, and experiences with other staff at the general practice surgery.  

Levels of dissatisfaction ranged from 11.1% to 40.8% on the aspects of care measured 

(Andrus, 1984).  Similarly, Black and Sanderson (1993) using a postal survey one 

month postoperatively found UK day-surgery patients to be dissatisfied with various 

aspects of their care.  Higher rates of dissatisfaction occurred for parking facilities at the 

hospital, things to keep the patients occupied while on the ward, level of privacy on the 

ward, information about surgical treatment, postoperative effects of the anaesthetic, and 

the efficacy of pain control immediately after the procedure (Black & Sanderson, 1993).  

Rates of dissatisfaction with various aspects of care ranged from 3% to 30% (Black & 

Sanderson, 1993).  These results demonstrate the existence of patient dissatisfaction 

with health care services in the US and the UK.     

 Patient dissatisfaction with health care has also been revealed in Australia by 

questionnaire research on adult day-surgery patients (O’Connor, Gibberd, & West, 

1991), Australian interview research on adult patients recovering from heart surgery 

(Daly & McDonald, 1993), and in Sweden by interview research on in-patient hospital 
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care (Eriksson & Svedlund, 2007).  In addition, dissatisfaction has also been recorded in 

Australia with parents of paediatric emergency patients using questionnaire (Brown, 

Sheehan, Sawyer, Raftos, & Smyth, 1995) and complaints research (Hanson, Clifton-

Smith, & Fasher, 1994; Taylor, Wolfe, & Cameron, 2004).  In the UK, adult patient 

dissatisfaction with general practice care was recorded in questionnaire research (Ogden 

et al., 2004) and paediatric parent dissatisfaction with their child’s care was documented 

in interview (While & Wilcox, 1994) and questionnaire (Black & Sanderson, 1993; 

Hicklin, Tostevin, & Wyatt, 1999) research on parents of paediatric day-surgery 

patients.  New Zealand questionnaire research on parents of paediatric inpatients 

(Dawson & Mogridge, 1991) has also found areas of paediatric care that parents rated as 

requiring improvement.  These findings indicate that there is room for improvement in 

health care service provision in various settings and across a variety of Western 

countries.  The method of obtaining patient feedback of medical care received must also 

be considered, since rates of dissatisfaction can be influenced by the method used.   

 

Types of Patient Feedback 
 

 US (Aharony & Strasser, 1993) UK (Sitzia & Wood, 1997), Australian (Daly & 

McDonald, 1993) and Swiss (Etter & Perneger, 1997) reviews of survey methodology 

found that patient satisfaction scores may be influenced by the way that patient 

feedback is obtained.  Inflated satisfaction ratings can occur because of a number of 

methodological issues.  Patient responses to general questions about health care are 

more likely to result in higher satisfaction ratings than are responses to more detailed 

and specific questions regarding particular aspects of care (Bruster, Jarman, Bosanquet, 

& Weston, 1994; Pascoe, Attkisson, & Roberts, 1983; Williams & Calnan, 1991).  In a 

UK postal questionnaire study on general practitioner care, dental care, and in-patient 

hospital care (N = 454), 83% of the in-patient hospital participants were satisfied with 

their hospital care when asked “Overall, were you satisfied with the hospital care given” 

(Williams & Calnan, 1991, p. 713).  In contrast, when the same participants were asked 

to rate the specific aspects of care, 31% indicated that the hospital was “too far away” 

(Williams & Calnan, 1991, p. 713), 35% indicated their dissatisfaction with the rigid 

hospital timetable, 32% were dissatisfied with the hospitals’ food quality, 21% indicated 

a lack of privacy on the hospital ward, 35% expressed dissatisfaction with the amount of 

information given to them by the doctor, 29% indicated a lack of information given to 

them by the nurses, and 18% indicated that the nurses did not have time to be attentive 
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to respondent needs (Williams & Calnan, 1991).  As a result, it is now generally 

accepted that responses to items about overall satisfaction give minimal insight into 

what could be improved and puts into question the validity of these general responses 

(Sitzia & Wood, 1997; Williams & Calnan, 1991).  Thus, for the purpose of health care 

service improvement, questions need to be asked regarding the specific aspects of care 

(Wilde et al., 1999), and once determined, the important aspects of care to patients can 

then be assessed in terms of their relationship with overall satisfaction with care (Cleary 

et al., 1992; Ware & Hayes, 1988). 

 The way questionnaire items are framed and how their response scales are 

constructed also influences the nature of the responses given.  Asking patients about 

“how satisfied” they are with particular aspects of care tends to elicit positive responses, 

and as a consequence, such items are not sensitive to detecting specific problems 

encountered by patients (Jenkinson et al., 2002; Ware & Hays, 1988).  Instead, 

methodological researchers (Cleary, Edgman-Levitan, McMullen, & Delbanco, 1992; 

Ware & Hays, 1988) have argued that questionnaire items should capture the 

experiences of patients by asking them to rate aspects of care on a scale such as 

‘excellent’ to ‘poor’, rather than a response scale from ‘very satisfied’ to ‘very 

dissatisfied’.  In a US study of patient satisfaction with outpatient visits (N = 499), Ware 

and Hays (1988) found that the response scale format of ‘excellent’ to ‘poor’ yielded 

responses with greater variance and were more sensitive to negative evaluations than 

did the ‘very satisfied’ to ‘very dissatisfied’ response scale.  The former response scale 

format also yielded results that statistically significantly (p < .05) better predicted 

whether patients would recommend the doctor to a friend, compared to the latter 

response scale (Ware & Hays, 1988).  Similarly, in a large scale US study conducted 

across 10 hospitals (N = 2113), Rubin, Ware, and Hayes (1990) found that the 

‘excellent’ to ‘poor’ response scale yields less skewed results compared to other patient 

satisfaction scales.  Thus, the nature of the items and the response scale used when 

constructing a patient satisfaction questionnaire must be carefully considered.  Using 

the ‘excellent’ to ‘poor’ evaluative response scale to rate specific aspects of care, 

appears to yield less skewed responses with more variability.  These findings also 

suggest that this response scale is more sensitive to negative evaluations and is therefore 

more effective in identifying issues in health care provision that require improvement.  
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 Although general items are likely to be more heavily influenced by patient 

determinants (Wilde, Larsson, & Larsson, 1999), capturing patients’ ratings of overall 

satisfaction with care is important in assessing the power of questionnaire subscales 

(e.g., Jenkinson et al., 2002; Medina-Mirapeix, Jimeno-Serrano, Escolar-Reina, & 

Bano-Aledo, 2012; Sorlie et al., 2000).  Studies investigating patient perceptions of care 

commonly include questionnaire items that measure general satisfaction such as 

‘overall, how satisfied are you with the care you received?’ and ‘would you recommend 

the health service to a friend?’ (Hill & Doddato, 2002; Jenkinson et al., 2002; Miceli & 

Clark, 2004) and are considered dependent variables for the purpose of assessing the 

predictive power of individual aspects of care (e.g., Jenkinson et al., 2002; Medina-

Mirapeix et al., 2012; Sorlie et al., 2000). 

 Closed-question surveys also generate lower levels of dissatisfaction than 

surveys that include space for comments, focus-group discussions, and interviews  

(e.g., Chesney et al., 2005; Dougall, Russell, Rubin, & Ling, 2000).  In a UK study on 

colonoscopy patients (Dougall et al., 2000), patients expressed high levels of 

satisfaction with the service in closed-ended interviews and questionnaires.  In contrast, 

in-depth interviews with the same participants revealed a number of issues that required 

improvement (Dougall et al., 2000).  Similarly, in a US questionnaire study with 

paediatric hospital patients (N = 116) and their parents (N = 115), questionnaires on the 

paediatric hospital service with closed and open-ended items were administered 

(Chesney et al., 2005).  Ratings of respondents for the closed-ended items indicated a 

high level of satisfaction.  Mean ratings by patients ranged from 3.96 to 4.91 and 

parents’ mean ratings ranged from 4.69 to 4.99, all on a 5-point scale with 5 indicating a 

more positive rating (Chesney et al., 2005).  However, in the same study, negative 

responses to open-ended questions such as “What is the worst part of the clinic visit?” 

(Chesney et al., 2005, p. 226) were reported by 94 patients (80.0%) and 80 parents 

(69.6%).  The findings of Dougall et al. (2000) and Chesney et al. (2005) are consistent 

with the argument that differences in the rate of negative perceptions of care across 

different methods of data collection may be because closed-question surveys discourage 

patients from expressing critical views (Dougall et al., 2000; Locker & Dunt, 1978).  

Thus, any study that aims to capture patients’ and parents’ perceptions of paediatric 

hospital care should include both closed-ended and open-ended methods of data 
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collection, which would provide opportunities for eliciting negative comments or 

recommendations rather than inadvertently priming positive appraisals.  

 

Influences on Patient Satisfaction Levels  

 Numerous influences on patient satisfaction levels have been noted in the 

literature and include patient characteristics and patient expectations.  A review of the 

literature in this area is presented in the following sections.                

 

Patient Characteristics 

 As argued by social identity theorists such as Haslam, McGarty, Oakes, and 

Turner (1993), attitudes can be influenced by psychological, physical, environmental 

and sociological characteristics.  Since patient satisfaction is defined as an evaluative 

judgement that is considered to be an attitude by many (Linder-Pelz, 1982; Pascoe, 

1983), these characteristics can also influence patient satisfaction levels (Tucker & 

Kelley, 2000).  Certain patient characteristics have been found to play a role in ratings 

of health care satisfaction.  These include: age (Cohen, 1996; Hargraves et al., 2001; 

Rahmqvist, 2001) and self-reported health status (Cleary, Edgman-Levitan, McMullen, 

& Delbanco, 1992; Hargraves et al., 2001; Rahmqvist, 2001).  Patient gender (Cleary et 

al., 1992; Nguyen, Briançon, Empereur, & Guillemin, 2002; Tucker & Kelley, 2000), 

income (Rubio et al., 2007; Xiao & Barber, 2008; Young, Meterko, & Desai, 2000), and 

education (Hekkert, Cihangir, Kleefstra, Berg van den, & Kool, 2009; Rubio et al., 

2007; Zapka et al., 1995) have also been implicated in influencing patient satisfaction 

ratings of care, but results remain mixed (e.g., Ramqvist, 2001; Xiao & Barber, 2008; 

Zapka et al., 1995).  

 Younger patients generally express lower levels of satisfaction with their health 

care.  In a Scandinavian questionnaire study on adult and pediatric hospital patients, 

Rahmqvist (2001) found that patient satisfaction increased with age.  The age range of 

the sample was 1 to 94-years-old, and parents of patients under 16-years-old were 

invited to assist or complete the questionnaires on the patient’s behalf.  Patient age was 

found to be the greatest predictive variable of patient satisfaction when multiple 

regression analysis was conducted and accounted for almost a third of the variance 

(Rahmqvist, 2001).  It should be noted here that in the case where parents of patients 

completed the questionnaire, child age was confounded with proxy reporting.  In a 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       35 

 

similar US telephone survey study with hospital patients (Hargraves et al., 2001), 

multiple regression analysis found patient age to be one of the strongest predictors of 

patient reported problems.  Only the mean age was reported for the study’s sample (M = 

54), which included a regional (M = 51) subsample.  The proportion of variance 

explained by patient age for the surgical patient group was 24% which was highly 

significant (Hargraves et al., 2001).  The proportion of variance explained by patient age 

for the medical group was somewhat lower, but still highly significant (18%), with older 

patients reporting fewer problems with their care than did younger patients in both the 

medical and surgical groups.  Similar results have been found in the UK (Cohen, 1996) 

and France (Nguyen et al., 2002).  Older patients may have lower expectations of care 

due to their longer experience with health care services (Cohen, 1996; Hall & Dornan 

1990).  A lack of health care experience may translate into more unrealistic expectations 

of care by younger patients, leading to a lower level of patient satisfaction with that care 

(Young et al., 2000).  Older patients may also be less concerned about the details of 

medical care and may view themselves as a burden and undeserving of attention 

(Cohen, 1996).  Doctors may treat older patients with more respect and dignity 

compared to younger patients, particularly if the doctor himself or herself is younger 

than the patient (Cohen, 1996; Hall & Dornan, 1990). 

 Lower self-reported health status has also been associated with more negative 

evaluations of medical care and higher reported problems with that care.  A US 

interview study by Cleary et al. (1992) on medical and surgical hospital patients  

(N = 6,455) found perceived health status to have a small but significant positive 

correlation with patient overall evaluations of care.  Overall evaluations of care in that 

study were determined by asking participants for their “overall evaluation of the care 

received” on a five-point scale from “excellent” to “poor” (Cleary et al., 1992).  In a 

similar US telephone survey study (N = 12,726) with hospital patients (Hargraves et al., 

2001), multiple regression analysis also found patient-rated health status to be one of 

the strongest predictors of positive patient ratings of health care.  Patient health status 

explained nearly a quarter of the variance for the surgical patient group, with patient 

health status explaining nearly a fifth of the variance with the medical patient group 

(Hargraves et al., 2001).  Patients with a higher-rated health status were more likely to 

give more positive ratings of the medical care received compared with patients with a 

lower rating of health status (Hargraves et al., 2001).  
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 Other studies point to specific aspects of health status that predict patient 

satisfaction ratings.  In a Scandinavian study on adult and paediatric hospital patients  

(N = 3380), Ramqvist (2001) found better patient general health status, lower anxiety, 

and lower pain to be highly significant predictive variables of higher patient satisfaction 

when multiple regression analysis was conducted.  General health status was a very 

weak predictor in contrast to lower anxiety, which was approaching moderate predictive 

strength (Ramqvist, 2001).  Lower pain was also a weak predictor (Ramqvist, 2001).  It 

may be that healthier people have less exposure to health care and therefore less 

opportunity to encounter negative experiences, resulting in a more positive attitude 

towards their health care (Xaio & Barber, 2008).  Patients in poorer health may also 

believe that their current health status is due to the health care that they have received 

(Xaio & Barber, 2008).  These findings highlight the need to control for patient health 

status in any study investigating patient satisfaction and health care received.  

 Connections between other patient characteristics and patient satisfaction levels 

have been found, but findings remain mixed.  For example, some studies have found an 

association between being female and lower patient satisfaction ratings (Cleary et al., 

1992; Hargraves et al., 2001; Hekkert et al., 2009).  In a US study on hospital inpatients, 

Cleary et al. (1992) found gender to have a very weak significant negative correlation 

with patient overall evaluations of care with males evaluating their care more positively.  

Similarly, Hargraves et al. (2001) found that females reported more problems with their 

hospital care than did males, which resulted in a very weak but significant correlation.  

However, Scandinavian (Ramqvist, 2001) and US (Xiao & Barber, 2008) inpatient 

hospital studies have found no relationship between gender and patient satisfaction.  In 

a French hospital inpatient study, Nguyen et al. (2002) found that male patients gave 

small but significantly higher satisfaction ratings than did female patients, but only for 

the hospital environment, daily care, care from the physician, and ancillary staff 

dimensions of care.  Similarly, Hekkert et al. (2009) found female Scandinavian 

inpatients and outpatients to be significantly less satisfied with the admission procedure, 

nursing care, medical care, and information given, and were less satisfied overall 

compared with male Scandinavian patients.  However, there were no significant gender 

differences in patient satisfaction with patient autonomy and aftercare (Hekkert et al., 

2009).  It has been proposed that women may have different experiences with health 

care or that women expect more from their care than do men, since women tend to be 
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the main health care decision-makers not only for themselves but for their partners, 

children, and parents (Nguyen et al., 2002).  

 Studies have also found a relationship between patient higher-income and higher 

patient satisfaction levels (Cleary et al., 1992; Rubio et al., 2007; Xiao & Barber, 2008).  

In a study by Cleary et al. (1992) on US medical and surgical hospital patients, those 

with lower income were more likely to give negative general evaluations of their care, 

although this was a weak significant correlation.  Similarly, in a study on US female 

outpatients, Rubio et al. (2007) found women with annual incomes of less than 

$US10,000 a year showed significantly more dissatisfaction with their care compared 

with women who earned $US10,000 or more annually.  In a US study on inpatients and 

outpatients, Xiao and Barber (2008) likewise found higher annual personal income to be 

significantly correlated with patient satisfaction with the provider and the quality of 

care.  An explanation of these findings may be that US patients with less income have 

only one option of hospital or outpatient service and this lack of choice causes 

dissatisfaction from the outset (Nguyen et al., 2002).  In support of this, Nguyen et al. 

(2002) found the strongest predictor of French hospital in-patient satisfaction levels was 

choice of hospital.  Patients with only one hospital option expressed twice as many 

complaints about their care compared with patients who were given a choice of 

hospitals (Nguyen et al., 2002).  In contrast to the above findings, a US study on 

inpatient and outpatient veterans (Young et al., 2000) found that higher income was 

associated with lower levels of non-surgery inpatient satisfaction.  Zapka et al. (1995) 

reported different findings: the US study on outpatients found no relationship between 

level of satisfaction with outpatient care and annual family income (split into three 

groups:  < $US20,000, $US20,000 – $US60,000, & > $US60,000) despite the study 

being large scale with over 3,000 participants (Zapka et al., 1995).  These findings, 

although mixed, suggest that patient income should also be controlled for in any study 

investigating the relationship between patient satisfaction and health care received. 

 Level of high school and university education also has a mixed association with 

patient satisfaction levels.  Rubio et al. (2007) found that US female outpatients with a 

high school education or less were more satisfied with their care compared to women 

with more than a high school education.  Similarly, Hekkert et al. (2009) found that 

Scandinavian inpatients and outpatients with a higher education (specific level not 

specified) to be significantly less satisfied with all dimensions of care measured, 
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compared with patients with a lower level of education (specific level not specified).  

The dimensions of care measured included admission procedure, nursing care, medical 

care, information given, patient autonomy, aftercare, and overall satisfaction (Hekkert et 

al., 2009).  Zapka et al. (1995) also found that patients with a university education had a 

lower level of satisfaction with their US outpatient care compared with patients without 

a university education.   

 In contrast to the above findings, the US study on inpatients and outpatients by 

Xiao and Barber (2008) reported that patients with a higher education were significantly 

more satisfied with access to care, the health care provider and the quality of health 

care.  Results from other studies have been mixed.  In a US telephone questionnaire 

study on medical and surgical patients, Hargraves et al. (2001) found that university-

educated medical patients rated their health care experience significantly more 

positively compared with non-university educated medical patients.  The same study 

found university educated surgical patients reported more problems with their care 

compared with non-university educated surgical patients (Hargraves et al., 2001).  

Variations in the methods used for sample selection are likely to have influenced 

response rates that resulted in different findings across studies.  Xaio and Barber (2008) 

selected their sample from a data set that was generated from a US government 

household survey and Hargraves et al. (2001) obtained their sample from a telephone 

survey of patients that were admitted to 51 hospitals for specific conditions only.  Such 

sample selection methods are in contrast to those of Hekkert et al. (2009) and Zapka et 

al. (1995) where facility wide samples were used across various facilities.  These 

differences in sample selection across the studies are likely to have influenced the 

findings as illustrated by the reported high levels of statistical significances.  These 

findings suggest that patient education should be controlled for in any patient 

satisfaction study investigating the impact of patient care on patient satisfaction, and 

that the type of patient (i.e., surgical or non-surgical) may be a covariate.   

 

Patient Expectations 

 In addition to the perception of quality of individual aspects of health care and 

patient characteristics, patient expectations are also seen as a contributing influence on 

levels of patient satisfaction (Ross, Frommelt, Hazelwood, & Chang, 1987; Sitzia & 

Wood, 1997; Ware et al., 1983).  An early review of 21 studies on primary care, mental 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       39 

 

health care and marketing research examined patient expectations as a determinant of 

patient satisfaction (Ross et al., 1987).  As part of the review, Ross et al. (1987) found 

two main definitions of expectations which included a general optimistic or pessimistic 

view of the health care that will be received, or more commonly, specific expectations 

of the health care situation such as the cost of care, waiting time at the health care 

facility, and outcomes of treatment such as the level of increased functioning and 

decrease of pain symptoms.  Patient expectations can change over time, and with 

accumulated knowledge and experience (Chow, Mayer, Darzi & Athanasiou, 2009; 

Thompson & Sunol, 1995).  For example, more experience of hospitalisation may help 

patients establish more realistic expectations, thus making patients more easily satisfied 

(Nguyen, Briancon, Empereur, & Guillemin, 2002).   

 In studies that have investigated the predictive power of patient expectations on 

patient satisfaction levels, findings remain mixed.  In a widely-cited questionnaire study 

by patient satisfaction theorist Linder-Pelz (1982) with US primary care patients  

(N = 125), 8% of the variance in patient satisfaction scores was explained by patient 

expectations of the doctor’s conduct.  Different results have been found by Fitzpatrick 

and Hopkins (1983) in a UK interview study with neurology specialist patients  

(N = 95).  The findings indicated that patients did not refer to their experience or 

evaluations of care in terms of expectations (Fitzpatrick & Hopkins, 1983).  It was 

concluded that the method of data collection, namely, closed versus open-ended 

methods, may explain why the unrestricted interview method yielded these findings.  In 

a more recent UK questionnaire study (N = 3457), McKinley, Stevenson, Adams and 

Manku-Scott (2002) set out to test a new conceptualisation of patient expectations.  

McKinley et al. (2002) found that meeting the expectations of primary care patients who 

accessed out-of-hours care accounted for more than a third of the variance in patient 

satisfaction scores.  Others (e.g., Thompson & Sunol, 1995) have also argued that due to 

the mixed findings on patient expectations, definite conclusions of its influence on 

patient satisfaction are difficult to make.  These inconsistent results demonstrate the 

need for more research into the influence of patient expectations on patent satisfaction 

levels before any clear conclusion can be made.  This issue is highlighted here as a 

matter of general importance for further research, but is beyond the scope of this thesis.      
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Aspects of Care 

 Seven factors have been found to influence patient satisfaction levels, and 

include: 1) interpersonal skills, 2) communication and information, 3) technical skills 

and competence, 4) continuity and coordination, 5) efficiency, 6) facilities and physical 

environment, and 7) access.  These seven factors have been extensively researched in a 

variety of different health care contexts including general practitioner care, mental 

health care, and hospital care.  Since surgery is the focus of this study, findings relevant 

to each factor in relation to hospital care are presented.  A selection of prominent studies 

are presented here and is not intended to be an exhaustive review.     

 

Interpersonal Skills 

 Interpersonal skills can be defined as “features of the way in which providers 

interact personally with patients” (Sitzia & Wood, 1997, p. 1837) such as warmth, 

friendliness, respect, empathy, courtesy and rudeness (Sitzia & Wood, 1997; Ware et 

al., 1983).  A number of studies have found that interpersonal skills of hospital service 

providers influence the level of patient satisfaction with the care received.  In a UK 

questionnaire study (N = 454) by Williams and Calnan (1991), having full confidence in 

the hospital doctors and having faith in the hospital doctors were the two questionnaire 

items most significantly and strongly predictive of overall satisfaction with hospital 

care.  Full confidence accounted for almost a quarter of the variance and having faith 

accounted for a tenth of the variance (Williams & Calnan, 1991).  In a US telephone 

questionnaire study (N = 1,631) with emergency department patients (Thompson, 

Yarnold, Williams, & Adams, 1996), satisfaction with expressive quality of staff was 

statistically significantly associated with a higher level of overall satisfaction with the 

emergency visit and likelihood of recommending the service to someone else. 

Correlations ranged from small to medium (Thompson et al., 1996).  Similarly, in a 

large scale postal questionnaire study of five UK hospitals across medical, orthopaedic, 

surgical, and elderly admissions (N = 2249), Jenkinson et al. (2002) found that two of 

the three major predictors of patient satisfaction were “emotional support” and “respect 

for patient preferences” (p. 335).  These two predictors explained nearly a third and a 

fifth of the variance respectively (Jenkinson et al., 2002). This highlights the strong 

relationship between the interpersonal skills of hospital staff and patient satisfaction.  In 

the same study (Jenkinson et al., 2002), emotional support and respect for patient 
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preferences were found to have significant strong positive correlations with overall 

satisfaction and intent to recommend the service.  In a Norwegian questionnaire study 

on elective surgery patients (N = 610), Sorlie, Sexton, Busund, and Sorlie (2000) found 

the factors of “quality of contact with nursing staff” (p. 36) and “quality of contact with 

medical staff” (p. 36) to be major determinants of the overall satisfaction factor and 

explained almost a third of the variance combined.  These findings demonstrate the 

power that interpersonal skills of hospital service providers have on the level of patient 

satisfaction with the care received.   

 Several studies on specific aspects of patient satisfaction (as opposed to overall 

satisfaction) with hospital care suggest that the interpersonal skills of doctors and nurses 

are perceived as distinct aspects of care.  In the Norwegian questionnaire study with 

elective surgery patients (N = 610), exploratory factor analysis conducted on a 39-item 

questionnaire resulted in a factor structure that included separate “quality of contact 

with the nursing staff” and “quality of contact with the medical staff” factors (Sorlie  

et al., 2000, p. 34).  In a similar Danish paediatric hospital study with parents of 

paediatric patients (N = 300), items relating to doctors’ behaviour and nurses’ behaviour 

were also found to be separate aspects of care (Ammentorp et al., 2006).  These findings 

suggests that in the context of surgical care, the interpersonal skills of the nurses and 

doctors are perceived by parents and patients as distinct aspects of care.    

  

Communication and Information 

 The communication and information aspect of hospital care can be defined as 

the non-interpersonal “provider-patient interaction” (Pascoe, 1983, p. 201) that leads to 

the adequate education of patients on all facets of their condition, treatment and hospital 

routines (Jenkinson et al., 2002).  Studies with adult hospital patients have found 

communication and information to predict overall level of satisfaction with hospital 

care.  In a US telephone questionnaire study (N = 1,631) with emergency department 

adult patients (Thompson, Yarnold, Williams, & Adams, 1996), satisfaction with 

information given was associated with a significantly higher level of overall satisfaction 

with the emergency visit and the likelihood of recommending the service to someone 

else with correlations ranging from small to medium.  Similarly, Bain, Kelly, Snadden, 

and Staines (1999) conducted a UK questionnaire study with adult day-surgery patients 

(N = 3408).  Those who received printed or written information on their surgical 
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procedure prior to admission were statistically significantly more satisfied with their 

surgical care (M = 86) compared to those that did not receive any printed information 

(M = 83, Bain et al., 1999).  Patients that perceived being given sufficient explanation 

about their surgical care (M = 86) were statistically significantly more satisfied 

compared to patients who considered that they were given insufficient explanation 

about the surgical process (M = 68, Bain et al., 1999).  Those who indicated that they 

had an adequate amount of warning before discharge had a statistically significantly 

higher level of satisfaction (M = 87) compared to patients who perceived having less 

than adequate warning of discharge (M = 58, Bain et al., 1999).  These findings 

demonstrate the power of communication and information on the level of patient 

satisfaction with the hospital care received.      

 Various types of information have been found to predict overall patient 

satisfaction with surgical care.  In a US telephone interview study on the information 

and communication aspects of hospital care,  adult surgery patients (N = 6455) were 

asked a series of questions on information-related problems that they may have 

experienced during their time in hospital for surgery as well as questions on their 

evaluations of the care received (Krupat et al., 2000).  Themes were generated based on 

the participants’ responses and factor analysis was conducted on those themes to 

establish the factor structure of the information-related issues encountered (Krupat  

et al., 2000).  A four-factor structure was generated and factors were labelled:  

1) information related to the surgical procedure, 2) information related to recovery and 

after-discharge care, 3) general information including medication and communication 

with family members, and 4) sensory information (Krupat et al., 2000).  The four 

factors were found to be highly statistically significant positive predictors of general 

satisfaction with surgical care and each factor explained between a tenth and nearly a 

third of the variance.  These results indicate the importance of specific types of 

information and forms of communication that are desired by adult surgical patients.    

 Similar results have been found with parents of paediatric hospital patients.  In a 

US telephone questionnaire study (N = 3622) with parents of 1 to 17-year-old paediatric 

hospital patients (Homer et al., 1999), items capturing “information to parents”  

(p. 1126) and “information to patient” (p. 1126) were statistically significant positive 

predictors of overall ratings of the care received and were strong and moderate 

correlations respectively.  Similar findings were also evident in a more recent US 
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randomized controlled trial (N = 166) on parent satisfaction with paediatric hospital 

care (Maisels & Kring, 2005).  The experimental condition involved a daily visit by a 

facilitator who asked each family a series of questions related to the quality of 

information families received from hospital staff  and whether families had any other 

questions which the facilitator could answer (Maisels & Kring, 2005).  The 

experimental group were not aware that they were receiving any extra care and the 

control group did not receive a visit from a facilitator (Maisels & Kring, 2005).  Patient 

satisfaction questionnaires were administered to both groups prior to any visits from the 

facilitator to the experimental group and again after the treatment condition was 

administered to the experimental group.  Patient satisfaction levels were obtained based 

on items on a scale of 1 to 5, with 5 indicating the highest level of satisfaction (Maisels 

& Kring, 2005).  The results showed that there was a statistically significant 

improvement in patient satisfaction ratings across the main care aspects of nursing 

(experimental group: M = 4.50, control group: M = 3.98), attending doctor 

(experimental group: M = 4.60, control group: M = 4.23) and resident doctor 

(experimental group: M = 4.65, control group: M = 4.17, Maisels & Kring, 2005).  

These results indicate that the inclusion of a daily visit from a facilitator enhanced 

patient satisfaction with nursing care and the care provided by the attending and resident 

physicians.  The findings of Homer et al. (1999) and Maisels and Kring (2005) provide 

evidence for the power of communication and information for a family with a 

hospitalised child and its influence on perceptions of the hospital care received.    

 Research with adult and paediatric hospital patients suggests that patients 

evaluate the care given by doctors and nurses as separate aspects of care.  In a large 

scale US study (N = 2113) across 10 hospitals (Rubin et al., 1990), exploratory factor 

analysis on the Patient Judgements of Hospital Quality scale revealed that while the 

factor “information” emerged as a distinct factor, other information-related items loaded 

within the “Nursing and Daily Care” (p. S17) factor and the “Medical Care”  

(p. S18) factor captured the doctor-related questionnaire items (Rubin et al., 1990).  

These findings suggest that, where hospital staff are concerned, patients view doctors 

and nurses as distinct from one another.   Similarly, a very large retrospective database 

study that included patients from 65 US child-dedicated and general acute care hospitals 

(N = 50,446) reached the same conclusion (Miceli & Clark, 2005).  In that study, postal 

questionnaire responses by parents to a 46-item five-point evaluative response scale 
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(1 = very poor to 5 = very good) were analysed using exploratory factor analysis (Miceli 

& Clark, 2005).  The resulting factor structure comprised 10 separate aspects, which 

included “Nursing care” and “Your child’s physician” as separate aspects of care 

(Miceli & Clark, 2005, p. 47).  This reaffirms that in the context of paediatric hospital 

care, the care given by nurses and doctors are perceived by parents as distinct aspects of 

care. 

 Studies also suggest that, in some cases, patients view the interpersonal skills 

and information and communication aspects of care as one unified aspect that are 

compartmentalised based on the type of hospital service provider (Cortis & Lacey, 

1996; Meakin & Meakin, 2002; Miceli & Clark, 2005).  The resulting factor structure of 

Miceli & Clark’s (2005) study included “Nursing care” (p. 47) and “Your child’s 

physician” (p. 47).  Both aspects included items that captured the interpersonal skill of 

the nurses or doctor (e.g., “friendliness/courtesy of nurse” and “doctor’s 

friendliness/caring to child” p. 47) and the communication and information given by the 

nurses or doctor (e.g., “Nurses inform using clear language” and “Doctor informed with 

clear language” p. 47).  Such findings are consistent with the qualitative research 

findings of UK researchers Cortis and Lacey (1996) that “kindness and helpfulness 

were much appreciated in the context of information giving” (p. 679).  Similar findings 

exist in the paediatrician-provider literature where an exploratory factor analysis found 

“Competence, communication, and caring” to be a factor (Young et al., 1985, p. 685) 

and in the general practitioner-provider literature where an exploratory factor analysis 

found “Communication comfort” to be a factor (Meakin & Meakin, 2002, p. 259).  This 

suggests that, in the context of paediatric hospital care, the degree of interpersonal skills 

and the information and communication given by health care providers are perceived as 

a unified aspect of care based on the type of hospital service provider.   

 

Technical Skills and Competence 

 Technical skills and competence has been defined as the “competence and 

adherence to high standards of diagnosis and treatment (e.g., thoroughness, accuracy, 

unnecessary risks, and making mistakes)” (Ware et al., 1983, p. 248).  This aspect of 

care also includes doctors’ operating skills and clinical outcomes (Alrubaiee & 

Alkaa’ida, 2011).  Patients’ evaluations of the technical aspects of health care have been 

less accepted by some within the medical profession (e.g., Williams & Wilkinson, 
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1995) than have the interpersonal and facilities aspects of care (Westbrook, 1993).  

There are objections (e.g., Williams & Wilkinson, 1995) to the idea that patients are 

competent to evaluate the technical proficiency of their care.  However, earlier 

simulated studies on simple conditions have demonstrated the ability of patients to 

judge a clinician’s technical proficiency regardless of interpersonal skill (e.g., Wilson & 

McNamara, 1982; Roter, Hall, & Katz, 1987).   

 In US research, Wilson and McNamara (1982) conducted a study using 

university students (N = 127) who were shown one of four video tapes of a physician-

patient interaction.  The level of interpersonal skill and competence was varied in each 

video, and participants were asked to complete a questionnaire on the physician as if 

they were the patient (Wilson & McNamara, 1982).  Participants statistically 

significantly distinguished between high and low levels of physician competence and 

were able to distinguish clinical competence from interpersonal aspects of care (Wilson 

& McNamara, 1982).  Level of physician competence also resulted in a highly 

statistically significant effect on patient satisfaction, with high physician competence 

being accompanied by a higher level of satisfaction with care (Wilson & McNamara, 

1982).  In a later US study (Roter et al., 1987), university students (N = 258) 

participated in a simulated patient-physician interaction and were asked to rate the 

technical proficiency and interpersonal skill of their physician.  Roter et al. (1987) 

found that patients were able to differentiate technical skill from interpersonal skill and 

a statistically significant large positive correlation was found between the patients’ 

rating of their practitioner’s technical skill and patient satisfaction.  This ability to 

identify the level of competence of a health care provider has also been demonstrated in 

studies with parents of paediatric patients. 

 Quantitative (e.g., O’Keefe, Roberton, Sawyer, & Baghurst, 2003) and 

qualitative (e.g., Callery & Luker, 1996) research with parents of paediatric patients has 

shown accurate ratings of different levels of competence in medical care.  In an 

Australian study by O’Keefe et al. (2003), parents of paediatric patients (N = 69) 

attended an outpatient clinic.  Parents were each shown videos of medical students who 

conducted medical interviews with mock patients (O’Keefe et al., 2003).  The 

competence of the medical student was artificially manipulated in the videos to test 

whether parents could perceive the difference between the videos in level of medical 

student competence (O’Keefe et al., 2003).  Parents accurately rated the competence of 
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medical student interviews, with the ratings being very hghly statistically significant.  In 

a similar Australian study by O’Keefe, Sawyer, & Roberton (2001), parents attending a 

paediatric outpatient clinic (N = 11) viewed videos of medical student mock patient 

interviews.  The interviews were artificially manipulated with high versus low levels of 

medical student competence and parents were then asked to rate their satisfaction with 

each of the two video encounters (O’Keefe et al., 2001).  Parents were statistically 

significantly more satisfied with the high competence video interview compared to the 

low competence medical interview (O’Keefe et al., 2001).  Earlier (West, 1976) and 

more recent (Callery & Luker, 1996) UK qualitative paediatric research have also 

demonstrated accurate parental judgements on the technical aspects of care.  This has 

occurred not only in paediatric chronic illnesses where parents become familiar with 

their child’s condition and treatment (West, 1976), but also in acute cases necessitating 

shorter periods of hospitalisation (Callery & Luker, 1996).  In a recent UK study 

(Callery & Luker, 1996), one mother described how a junior doctor had incorrectly 

administered a drug through a blocked intravenous infusion.  Parents in all these studies 

made accurate judgements despite having no medical or nursing training.  The above 

studies have also demonstrated that health care provider competence is an aspect of 

care, which also influences levels of patient satisfaction (O’Keefe et al., 2001; Wilson & 

McNamara, 1982).    

 

Coordination and Continuity 

 Coordination and continuity have been defined as the number of points of 

contact required to receive the health care service, and the extent of ease in the flow of 

administration in service delivery between one point of contact and another (Shortell et 

al., 1977).  Surgical care usually involves meeting the surgeon prior to the day of the 

procedure (Cooper, 1999; Majasaari, Sarajarvi, Koskinen, Autere, & Paavilainen, 2005; 

Mitchell, 2002) and then another point of contact with other health care providers at the 

surgical facility on the day of surgery.  As such, surgical patients are more likely than 

other patients of health care services to give lower levels of coordination and continuity 

of care, due to multiple contact points and the higher risk of experiencing 

inconsistencies between different service providers in the surgical service (Shortell  

et al., 1977).  Also, in contrast to general practitioner care where doctor-patient 

interaction occurs on a more frequent basis and rapport is established over time, the 
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surgeon-patient relationship is usually based on only a few meetings.  All of these 

factors when combined, can add to a lower perceived level of coordination and 

continuity of care in surgical patients.   

 Very few studies in the hospital setting have examined the coordination and 

continuity aspect of care and its influence on satisfaction with the care received.  In a 

large scale US questionnaire study with parents of paediatric hospital patients  

(N = 6030) across 38 hospitals, the coordination aspect of care was captured with 

questionnaire items such as: “Did the doctor or nurse say one thing and then the other 

say something quite different?” (Patrick, Ferris, Homer, Marino, & Perrin, 2003,  

p. 311).  The continuity aspect of care was captured with questionnaire items such as: 

“Did someone on the hospital staff tell you what you needed to know to care for your 

child at home?” (Patrick et al., 2003, p. 311).  Coordination and continuity aspects of 

care had statistically significant medim positive correlations with overall ratings of 

hospital care (Patrick et al., 2003), demonstrating the influence of continuity and 

coordination on parent satisfaction with paediatric hospital care.   

 

Efficiency 

 Efficiency in the context of hospital care is commonly defined in terms of the 

length of time taken by hospital staff to complete tasks related to the patient  

(e.g., Marino & Marino, 2000; Miceli & Clark, 2004; Williams & Calnan, 1991).  This 

includes administrative services such as admission and discharge (Miceli & Clark, 

2004), and patient care services such as timely assistance after pressing the call button 

(Marino & Marino, 2000; Williams & Calnan, 1991).  In an earlier UK questionnaire 

study on adult hospital patients (N = 454), Williams and Calnan (1991) found “staff too 

busy; had to wait” (p. 713) was the third item most predictive of overall satisfaction 

with hospital care and accounted for just under a tenth of the variance.  This finding 

indicates the importance that patients place on timely and efficient care from staff.  

Similar results have been found with parents of paediatric hospital patients. 

 The importance of parents of paediatric patients receiving efficient care from 

hospital staff was shown in a US telephone questionnaire study conducted with parents 

(N = 3676) of hospitalised children 0 to 17-years-old (Marino & Marino, 2000).  The 

questionnaire item “When you or your child pressed the call button to get help, was the 

response quick enough?” (Marino & Marino, 2000, p. 197) was highly statistically 
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significantly correlated with overall satisfaction with hospital care (correlation 

coefficients not reported).  In a similar large scale US study, parents of 0 to 21-year-old 

inpatients from 65 hospitals (N = 50,446) were sent questionnaires by mail.  Items were 

factor analysed to determine the factor structure of the questionnaire instrument and the 

items “speed of admission”, “nurses’ promptness to call button”, and “speed of 

discharge process” were found to load strongly on their associated subscales (factor 

loadings  .87, -.78, and .67, respectively, Miceli & Clark, 2004).  These factor loadings 

indicated that the efficiency-related items made an important contribution to the overall 

questionnaire instrument in capturing parents’ evaluations of the care received.  Thus, 

efficiency is an important aspect in the evaluation of hospital care.     

 

Facilities and Physical Environment 

 Facilities and physical environment is defined as “features of the setting in 

which care is delivered (e.g., clarity of signs and directions, orderly facilities and 

equipment, pleasantness of atmosphere)” (Sitzia & Wood, 1997, p. 1837).  Rubin et al. 

(1990) conducted exploratory factor analysis on the Patient Judgements of Hospital 

Quality scale and found items relating to the hospital atmosphere, furnishings, signs and 

directions, and parking loaded together on one factor which Rubin et al. (1990) named 

“Hospital environment and ancillary staff” (p. S25).  Studies have found that the level 

of availability of hospital facilities during a hospital stay influences the level of 

satisfaction of the care received (e.g., Bain et al., 1999; Jenkinson et al., 2002; Nguyen 

et al., 2002).  In a postal questionnaire study (N = 533) with French medical and 

surgical hospital inpatients, Nguyen et al. (2002) found having a private room was a 

statistically significant predictor of patient satisfaction on the aspects of admissions, 

hospital atmosphere, support staff, information, intention to recommend the service, and 

overall perceived quality of care.  Similarly, in the UK day-surgery questionnaire study 

by Bain et al. (1999), patients (N = 5069) who rated their level of privacy as less than 

acceptable were statistically significantly less satisfied with their care compared to 

patients who considered their level of privacy as acceptable.  In a postal questionnaire 

study of five UK hospitals across medical, orthopaedic, surgical, and elderly admissions 

(N = 2249), Jenkinson et al. (2002) found that one of the three major statistically 

significant predictors of patient satisfaction was “physical comfort” and accounted for a 

fifth of the variance (p. 335).  In the same study, physical comfort was found to have 
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statistically significant moderate positive correlations with overall satisfaction and 

intent to recommend the service (Jenkinson et al., 2002).  These findings highlight the 

importance that patients place on the provision of privacy and comfort during a hospital 

stay.  Similar results have been found in studies with paediatric patients and their 

parents.   

 The availability of facilities for paediatric and adult hospital patients have added 

benefits, which include serving as a distraction from pain (e.g., Tanabe, Ferket, Thomas, 

Paice, and Marcantonio, 2002) and can result in greater satisfaction with pain 

management (e.g., Penny, Whinn, Rajaratnam, & da Silva, 2008).  In a US study with 5 

to 17-year-old paediatric emergency department patients (N = 76), the efficacy of 

different pain relief treatments for musculoskeletal trauma was tested (Tanabe et al., 

2002).  The three intervention groups included in that study were: 1) standard care  

(i.e., elevating, immobilizing, and icing the limb), 2) standard care and anti-

inflammatory medication (i.e., ibuprofen), and 3) standard care and distraction (Tanabe 

et al., 2002).  A variety of distraction techniques was made available to children in the 

distraction treatment group and included age appropriate toys, games, craft activities, 

and music (Tanabe et al., 2002).  Children in this group were able to select any of the 

distractions available (Tanabe et al., 2002).  Children’s pain ratings were recorded at  

30 and 60 minutes after the intervention was given and it was found that the distraction 

group had statistically significantly lower pain ratings at 30 and 60 minutes (Tanabe et 

al., 2002).  Although the specific impact of the distraction technique on satisfaction was 

not directly investigated, children in the distraction group rated the helpfulness of the 

distraction as 3.7 on a scale of 1 to 5 (with 5 being most helpful and 0 not helpful) and 

100% of the children stated that they would want to listen to music if they visited the 

emergency department again.  A total of 87% of the study-wide sample of paediatric 

patients and parents were either “very satisfied” or “satisfied” with the pain treatment 

given.  A similar UK study was conducted with adult day-surgery patients (Penny et al., 

2008).  Those who watched a DVD prior to and immediately after surgery rated their 

satisfaction with pain management statistically significantly more positively on a six-

point scale (M = 2.92) compared to patients who were given the presence of a nurse for 

the same time period (M = 2.64).  These findings demonstrate the importance of 

providing children with age appropriate toys or games to distract them from their pain 

which in turn, improves parent satisfaction with their child’s pain management.  
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Including age appropriate facilities at hospitals where children have surgery is therefore 

likely to increase parent and patient satisfaction with the care received.    

 

Access 

 Access to health care has been defined in various ways in research on adults  

(e.g., Penchansky & Thomas, 1981; Sitzia & Wood, 1997) and parents of paediatric 

patients (e.g., see Black & Sanderson, 1993).  Access to surgical care is usually 

measured by ‘waiting times’, which has been operationalised as either the time taken 

between making the appointment for surgery and the date of the procedure (Boyce, 

McNeil, Gaves, & Dunt, 1997), or the time taken between arrival at the surgical facility 

and the procedure (Rudkin et al., 1996).  Short periods of both forms of ‘waiting time’  

are associated with higher levels of satisfaction in adult surgical patients (Boyce et al., 

1997; Meredith & Wood, 1996; Rudkin et al., 1996).  However, based on qualitative 

research, ‘access’ appears to be more complex than the single measure of ‘waiting 

times’.   

 In interview data on patient satisfaction, the early US research by Penchansky 

and Thomas (1981) provided strong support for a multidimensional conceptualisation of 

access to care.  A total of 626 non-patients identified a variety of access related issues 

that were important when considering visiting a health care provider (Penchansky & 

Thomas, 1981).  Exploratory factor analysis of the interview questions resulted in 

several sub-aspects of access being identified and included aspects related to the degree 

of ease in locating a health care provider, waiting time from making the appointment to 

the day of the appointment, waiting time at the facility on the day of the appointment, 

cost involved in visiting the health care provider, and the degree of ease in getting to the 

health care provider (Penchansky & Thomas, 1981).  More recent US research 

supported the findings of Penchansky and Thomas (1981), noting that longer total 

journey time (Corbett & McGuigan, 2008), poor parking (Greenwood, 1993) and the 

use of public transport (Abramowitz, Cote, & Berry, 1987) correlated with patient 

dissatisfaction.  Furthermore, based on a national US survey on health care, Aday et al. 

(1980) argued that the degree of perceived access to health care services has an 

influence on patient satisfaction with other aspects of care. In a review of studies that 

investigated the access aspect of health care, Pascoe (1983) found study effect sizes of 

access to care on overall patient satisfaction ranged from .02 to .26, with a mean (small) 
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effect size of .12.  Thus, access to health care can be more adequately defined as the 

“patients’ perception of the ease with which services can be obtained when needed” 

(Shortell et al., 1977, p. 141), such as travel time to the facility, waiting time after 

making an appointment, waiting time at the facility on the day of the appointment, and 

degree of ease in reaching the facility (Ware et al., 1983). Costs associated with 

reaching the facility as well as adequate health care facilities in the patients’ area, are 

also considered part of access (Penchansky & Thomas, 1981).  These findings highlight 

the need for patient satisfaction researchers to include a range of access-related 

questionnaire items in order to accurately capture the degree of satisfaction with access 

to health care.  

 Based on the literature presented above, the main influences on patient 

satisfaction ratings that exist in the literature can be split into two categories:  

1) Determinants of patient satisfaction, which include patient characteristics and patient 

expectations, and 2) Perceptions of the aspects of care received.  This conceptualisation 

can be seen graphically in Figure 2.2 and has been referred to by a number of patient 

satisfaction researchers (e.g., Chow, Mayer, Darzi & Athanasiou, 2009: Sitzia & Wood, 

1997; Ware et al., 1983).     
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Figure 2.2. Influences on Patient Satisfaction  

 

Ratings of Aspects of Hospital Care   

 Dissatisfaction is more likely to occur with particular aspects of hospital care 

(Hall & Dornan, 1988; Sitzia & Wood, 1997).  In a comprehensive review of studies on 

patient satisfaction and aspects of care, Sitzia and Wood (1997) found dissatisfaction to 

occur with specific aspects of hospital care which included information, food, privacy, 

and facility routines.  Similarly, in a US meta-analysis of 107 studies of medical care in 

a variety of settings, Hall and Dornan (1988a) found the highest rates of satisfaction 

with the overall quality of care, humaneness (i.e., interpersonal skills), competence (i.e., 

technical skills), outcomes of care, and facilities.  The highest rates of dissatisfaction 

occurred with the aspects of attention to psychosocial problems, bureaucracy (i.e., 

administrative system of the facility), cost, informativeness, and access.  Studies on 

patient satisfaction with aspects of hospital care can be seen in Table 2.1 and 

dissatisfaction appears to occur more commonly with the aspects of information and 

communication, interpersonal skills, access, and facilities.  These findings are partially 

in line with those of Sitzia and Wood (1997) and Hall and Dornan (1988a) and provide 

further evidence that patient satisfaction is a multi-dimensional concept and that there is 

room for improvement in the provision of hospital and surgical care.       
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Table 2.1 

Studies on Aspects of Hospital Care Associated with Satisfaction and Dissatisfaction  

______________________________________________________________________ 
 

Studies on satisfaction and dissatisfaction with hospital care (n = 10)  

______________________________________________________________________  
 

Ammentorp et al. (2006). Danish hospital study (N = 300) with parents of 0 to 15-year-old 

paediatric patients.  Composite score based on combined satisfaction and priority scores. 
 

Most satisfaction: Opportunity to get answers to questions, understanding the nurses’ information, 

carrying out medical examinations, the child will be treated with medicine, being involved in the care and 

treatment, the nurses are able to express warmth and care (no percentages reported).  
 

Most dissatisfaction: The nurses inform you how to find things on the ward, the ward can offer activities 

to my child, the ward can offer a balanced diet for my child, waiting time at the ward for the medical 

examination, the nurses tell you about the procedures at the ward, the child will received appropriate 

information (no percentages reported).  

 

Black & Sanderson (1993). Four UK day-surgery units (N = 130). 
  

Most satisfaction: Cleanliness of the ward, size of the ward, premedication, special needs of patients, 

difficulty getting medications, and the type and choice of anaesthetic (no percentages reported). 
 

Most dissatisfaction: Parking at the hospital (30%), things to keep you occupied in the ward (15%), level 

of privacy in the ward (15%), information about treatment (15%), after effects of anaesthetic (13%), pain 

control immediately after operation (13%). 

 

Cleary et al. (1991). US telephone survey study (N = 6,455) with medical and surgical patients from 

62 hospitals.   
 

 

Most dissatisfaction: Not told about daily routine (44.9%), did not have relationship of trust with any 

hospital staff other than doctor in charge of care (38.7%), not told whom to ask for help, if needed 

(31.8%), no doctor in charge of care or doctor in charge not available (22.6%), doctor or nurse did not 

explain before a test, how much pain and discomfort to expect (21.1%), hospital staff did not go out of 

their way to meet patient’s needs (19.9%), no one at hospital went out of way to make patient feel better 

(17.7%), not knowing how much would have to be paid worried patient (16.9%). 

 

Hanson, Clifton-Smith, & Fasher (1994). Australian paediatric accident and emergency 

department complaints in 1992 (N = 68). 
 

 

Most dissatisfaction: Waiting time (39.7%), amenities (32.4%), staff attitudes (10.3%), and quality of care 

(1.5%).  

 

Homer et al. (1999). US paediatric hospital study (N = 3622) with parents of 1 to 17-year-old 

paediatric patients. 
 

 

Most dissatisfaction: Amount of home care required different from what expected (71%), told patients 

daily routine early on (33%), amount of pain experienced differed from what told to expect (33%), 

physicians available to answer your questions (28%), quick enough response to call button (26%). 

 

Jenkinson et al. (2002). Five UK hospitals (N = 2249). 
 

Most dissatisfaction: Continuity of care, emotional support and respect for patient preferences.   
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Majasaari et al. (2005). Finnish questionnaire study with orthopaedic and gynaecological day-

surgery patients (N = 100).  
 

 

Most dissatisfaction: Shorter waiting room periods, lack of privacy when being given information, and 

information of a clearer nature to be given to patients and family members regarding the side effects of 

medication and instructions for assisting the patient at home (no percentages reported).   

 

Merkouris, et al. (2004).  Inpatients from two Greek metropolitan hospitals (N = 200). 
 

Most satisfaction: Food quantity (92.4%), skillfulness when administering treatments (90.0%), continuity 

of care (87.9%), respect (85.9%), punctuality when administering treatment (85.5%), courtesy (85.4%). 
 

Most dissatisfaction: Patient education (62.8%), orientation (60.8%), concern and communication 

(50.8%), availability (48.7%), food variety (48.1%), toilet cleanliness (47.7%).   

 

Miceli & Clark (2005). US retrospective database study including paediatric patients from 65 child-

dedicated and general acute care hospitals (N = 50,446) with parents of 0 to 21-year-old paediatric 

patients. Scores range from 0 to 100 with a higher score indicating a higher level of satisfaction.  
 

Aspects of most dissatisfaction combined with aspects that yielded large correaltions with overall 

satisfaction: Improve staff sensitivity to the inconvenience of having a hospitalised child (M = 82.8), 

improve the extent to which hospital staff meet the emotional and spiritual needs (M = 80), improve 

response by staff regarding questions or complaints made during the child’s hospital stay (M = 81.4),  

increased effort by staff to include parents in decisions about the child’s treatment (M = 84.1), improve 

accommodation and comfort for visitors (M = 80.3), improve information provided regarding available 

facilities for immediate family members such as meals, accommodation and amenities  

(M = 76.1), increase level of staff concern to make the child’s stay as restful as possible (M = 83.8).  

  

O’Connor, Gibberd, & West (1991). Eight Australian day-surgery units (N = 448).   
 

Most dissatisfaction: Long preoperative wait (11.3%), lack of postoperative feedback or lack of visit by 

their doctor postoperatively (10.5%), lack of information on what to expect (8.3%). 

 

Taylor, Wolfe, & Cameron (2004). Australian Victorian hospital complaints in 1997 to 2001 across 

67 hospitals (N = 26,785). 
 

Most dissatisfaction: Communication such as poor attention, discourtesy, rudeness (29.2%), access to 

health care such as no or inadequate service or treatment delays (28.5%), treatment such as inadequate 

treatment and nursing care (22.5%). 

_____________________________________________________________________________________ 

 

Rankings of Aspects of Care by Importance 

 Particular aspects of care have been found to be of greater importance to patients 

(Ammentorp, Mainz, & Sabroe, 2006; Andrus, 1984; Pascoe & Atkisson, 1983).  

In a US study on rural patients and primary care (Andrus, 1984), competence of the 

physician, having their general medical needs met and receiving the finest medical care 

available, were the most important aspects of care rated by participants.  The least 

important aspects rated by the participants were availability of the physicians to make 

house calls, experience with other office personnel, and waiting time at the physicians’ 

facility as the least important (Andrus, 1984).   
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 In a US study with an urban hospital outpatient sample, Pascoe and Atkisson 

(1983) conducted a study to determine the most important aspects of care by giving 

participants six components of care on cue cards (N = 246).  Participants were then 

instructed to rank the components by their importance to the quality of the service 

provided to them.  The highest ranked aspect was the treatment given by the doctors and 

nurses followed by clinical outcome, the degree of correspondence between the service 

provided and the perceived need of the patient, the helpfulness of the facility support 

staff, facility location, ease in making an appointment, and the facilities and waiting 

times on the day of the appointment.  

 Similar results have been found in a paediatric hospital sample.  In a Danish 

hospital study (N = 300) with parents of 0 to 15-year-old paediatric patients, 

Ammentorp, Mainz, & Sabroe (2006) used past research and qualitative interviews to 

generate a 36-item paediatric hospital satisfaction questionnaire.  Parents were asked to 

rate their satisfaction on the 36 items and to rank the items in order of importance from 

most to least important.  Of the 36 items, those rated most important in descending 

order were: determining the medical problem with the child, managing the child’s pain, 

explanation of the diagnosis or problem, understanding the doctors’ information, 

opportunity to get answers to questions, waiting time at the ward for the medical exam, 

information about what to do if the same problem should occur after admission or 

discharge, and information about what will occur during the medical visit (Ammentorp 

et al., 2006). These findings suggest that technical skills of the service provider and 

information and communication are particular aspects of care that are of greater 

importance to patients.  The findings also suggest that, relatively speaking, less 

important aspects of care are facilities and access.   

 Determining the degree of importance of aspects of care is essential when 

prioritising improvements to health care provision.  Thus, any measure of patient 

satisfaction should give patients the opportunity to rank aspects of care to determine 

their importance to patients.  While the impact of access to health care may not be one 

of the most important aspects to patients, travelling a longer distance for health care 

services is documented as having a detrimental impact on rural and remote families.        
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Impact of Travel to Medical Care 

 Many Australians travel away from home for specialist medical care.  For rural 

and remote residents, 35% travel to metropolitan centres (Urban centre population 

greater than or equal to 100,000, Australia Institute of Health and Welfare, AIHW, 

2004) and a further 22% travel outside their region to large rural centres (Urban centre 

population between 25,000 and 99,999, AIHW, 2004) to seek specialist care (Medicare 

Australia, 2010).  Although 12% of Australians live outside metropolitan or large rural 

centres (Australian Bureau of Statistics, ABS, 2010), the vast majority of specialist 

surgical services exist inside those centres (AIHW, 2009).  Based on specialist surgeon-

to-patient ratios, the number of surgical specialists per capita in small rural centres 

(Urban centre population between 10,000 and 24,999, AIHW, 2004) is less than half the 

supply found in the capital cities (AIHW, 2009).  In remote zones (Urban centre 

population greater than 4,999 and other remote areas with an urban centre population 

less than 5,000 combined, AIHW, 2004) the situation is more extreme, with the supply 

of specialist surgeons less than 25% of the supply in capital cities (AIHW, 2009).  This 

population and specialist surgeon distribution mismatch is exacerbated when seeking 

specialist paediatric surgical services, because a larger proportion of children (Defined 

as 0 to 14 years of age, AIHW, 2004) live in rural and remote areas when compared 

with the age distributions of the metropolitan (Urban centre population 100,000 or 

greater, AIHW, 2004) areas (ABS, 2008).  The small Australian paediatric surgeon 

workforce (AIHW, 2009) further contributes to this mal-distribution.  As a result, rural 

and remote paediatric patients and their families commonly have no choice but to travel 

to a metropolitan or large rural centre for specialist paediatric surgery and research 

indicates that this may have negative consequences on rural and remote families. 

 Evidence suggests that travelling long distances to access specialist care impacts 

financially, socially and emotionally on country patients and their families.  Australian 

(Gordon et al., 2009; Rankin et al., 2001) and US (Aitken & Hathaway, 1993) cost 

comparisons indicate large differences between country patients who access a 

metropolitan service and country patients who access a service in their locality.  In the 

only available Australian study of this kind, Australian surgeons Rankin et al. (2001) 

found the total cost including travel and loss of income to be 15 times greater for 

travelling country patients than those who utilised a service near their home.  The 

necessity of an accompanying companion also increased with access to a metropolitan 
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service, which was then associated with additional loss of income and increased family 

and travel costs (Rankin et al., 2001).  In a more recent Australian study, Gordon et al. 

(2009) investigated the total out-of-pocket costs for rural cancer patients accessing 

treatment.  The authors found costs including travel and accommodation to be five 

times higher for cancer patients living more than 100 kilometres (approx 60 miles) from 

the treatment centre compared with those living within 100 kilometres from treatment.  

Similar results have been found in US research (Aitken & Hathaway, 1993). 

 In the US study by Aitken and Hathaway (1993), a patient cost comparison was 

conducted between parents who accessed a paediatric oncology service less than  

100 miles from the tertiary treatment centre and parents living more than 100 miles 

(approx 160 kilometres) from treatment.  The total cost of the trip was approximately 

three times more expensive for the distant group.  The associated financial strain is 

further exacerbated by the lower socio-economic status typically experienced by rural 

and remote Australians, when compared with their metropolitan counterparts 

(Australian Bureau of Statistics, 2009; Australian Institute of Health and Welfare, 2005; 

Bourke, 2001; Dixon & Welch, 2000).  Current Australian Bureau of Statistics (ABS, 

2009) figures indicate disposable household income to be 25% higher for residents in 

capital cities compared with those living in outer areas.  Recent US research points to 

similar trends in socio-economic distribution (e.g., Aitken & Hathaway, 1993).  In 

Aitken and Hathaway’s study, a statistically significant difference in parents’ incomes 

emerged, with the distant group earning significantly less than the group living closer to 

the tertiary centre.  

 Australian published research (Gordon et al., 2009; Keleher & Ellis, 1996; 

McGrath, 1999) and government-funded studies (Bentley, 2001; Department of Human 

Services Victorian, 2008; Reid & Solomon, 1992) have revealed that Australian state 

government funded travel schemes fail to cover close to the complete financial cost 

involved in travelling to specialist care.  In an Australian study on cancer patients, 

Gordon et al. (2009) found the total payments received from the state of Queensland’s 

travel scheme, the Queensland Patient Travel Subsidy Scheme (PTSS), covered only 

11% of the total cost of accessing care.  That Australian state scheme provides financial 

assistance for costs incurred in travelling to a specialist appointment at least  

50 kilometres from a patient’s place of residence (Queensland Health, 2009).  Similar 

anecdotal reports were documented in a recent (2008) study by the Victorian state 
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government Department of Human Services Victoria (DHSV).  The Victorian state 

government also provides a travel subsidy scheme, the Victorian Patient Transport 

Assistance Scheme (VPTAS) which provides financial assistance for costs incurred in 

travelling to a specialist appointment at least 100 kilometres from a patient’s place of 

residence (Department of Health Victoria, 2009).  The study (DHSV, 2008) examined 

the experiences of rural Victorians who travelled to a hospital in Victoria’s metropolitan 

capital Melbourne for specialist care.  Participants described the high out-of-pocket 

costs of accessing that care and how the Victorian state government subsidies were 

incomparable to the costs patients incurred including high petrol prices and 

accommodation.  Furthermore, 19% of participants received such negative information 

about the travel scheme that they opted not to apply for the subsidy due to the 

inadequate compensation of costs and complex application process (DHSV, 2008).  

These findings led to a recommendation to improve the inadequacies of the VPTAS.   

 In addition to inadequacies in Australian state government funded subsidies for 

patients who travel for specialist care, many patients are not informed about such 

schemes.  In an Australian study on rural cancer patients, Davis, Williams, Redman, 

White, and King (2003) found 24% of women who travelled for treatment were 

unaware of the available financial assistance.  Of those women who did receive the 

government subsidy, 13% reported having difficulty organising and claiming that 

assistance.  Similarly, the DHSV (2008) study found 25% of eligible rural travelling 

patients were not informed about the available government subsidies or were informed 

months after they had accessed care.  Such results have been replicated in earlier 

Australian research studies investigating various Australian state travel schemes 

(Bentley, 2001; McGrath & Seguerra, 2000).   

 In an earlier Australian study, McGrath and Seguerra (2000) investigated the 

effectiveness of the Queensland state government travel scheme (when the Queensland 

travel scheme was known as the Patient Travel Assistance Scheme) from the patient’s 

perspective.  It was found that 25% of participants were unaware of the scheme before 

the study.  In Bentley’s (2001) study of rural patients, 44% of patients who were eligible 

to access the VPTAS, were unaware of the scheme, and of those who knew of the 

scheme, the majority became aware of such a scheme after the fact.  Due to growing 

community concerns and patient feedback, an Australian federal government Standing 

Committee on Community Affairs Senate inquiry into the effectiveness of Australian 
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state travel schemes was conducted.  As a result, urgent calls were made to increase 

government funding to more accurately reflect the costs of travel and accommodation, 

to better standardise benefits to achieve more equitable health outcomes, and to simplify 

the current tedious administrative and complex application processes (Standing 

Committee on Community Affairs, 2007).  While the recommendations address the 

direct cost of accessing specialist care far from home, country patients are also impacted 

by various indirect costs such as long travel times and distances and potential negative 

impacts on the family. 

 Apart from travel and accommodation expenses, Australian and international 

studies indicate that country patients face numerous other issues such as long travel 

times and distances (Curtis, Evans, Sbaraini, & Schwartz, 2007; Mathews, West, & 

Buehler, 2009) and family impact (Bentley, 2001; Curtis et al., 2007; Mathews et al., 

2009) which can be compounded by requiring an adult to accompany the patient 

(Bentley, 2001; Curtis et al., 2007; DHSV, 2008), particularly if childcare for other 

family members is needed (Curtis et al., 2007; Davis, Williams, Redman, White, & 

King, 2003; Mathews et al., 2009).  Research suggests that such concerns are of much 

less importance to urban residents.  In a Canadian study by Mathews et al. (2009), a 

larger proportion of rural residents were more concerned about travel, drugs and 

childcare costs compared with urban residents, despite there being no urban-rural 

differences in employment status or income (Mathews et al., 2009).  In an Australian 

study of dental patients (N = 823), Curtis et al. (2007) reported highly statistically 

significant differences in travel times between remote patients and their regional and 

metropolitan counterparts.  Remote patients were likely to travel further and were also 

significantly more likely to be accompanied on dental visits by their spouse or 

significant other and as would be anticipated, a significantly greater proportion of 

remote residents required childcare to attend the appointment (Curtis et al., 2007).   

 As well as the economic stresses of travelling to receive care at distant sites, 

patients and carers also experience social and emotional stress.  Although most studies 

focus on access to cancer care (Aitken & Hathaway, 1993; Davis et al., 2003; Hegney, 

Pearce, Rogers-Clark, Martin-McDonald, & Buikstra, 2005), a similar link between 

geographical distance and social isolation has been found in Australian qualitative 

research on acute patients (Bentley, 2001; Keleher & Ellis, 1996; Veitch, Sheehan, 

Holmes, Doolan, & Wallace, 1996).  In Keleher and Ellis’s (1996) study, accessing a 
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metropolitan hospital by carers and family members increasingly became an economic 

concern, the further the geographical distance the support network lived from the 

hospital.  In their study, some family members were unable to visit the patient (Keleher 

& Ellis, 1996), which increased social and emotional isolation.  Country patients and 

their carers without city-dwelling relatives face greater financial costs and the 

inconvenience of organising accommodation, which was associated with greater 

feelings of social isolation and loneliness (Keleher & Ellis, 1996).   

 In a similar Australian study by Bentley (2001), one third of the country 

inpatient-respondents described their time in a metropolitan hospital as lonely.  Similar 

feedback had already been recorded by Veitch et al. (1996).  A lack of recognition of 

the long distance travelled by rural Australian patients underpinned the feelings of 

isolation and loneliness for patients and their carers interviewed in the Victorian State 

Department of Human Services Victoria study (2008). In the Australian Keleher and 

Ellis (1996) study, some respondents believed that their intense feelings of social 

isolation impacted on them to the extent that it compromised their recovery.  Supporting 

this contention are findings from Germany (Krohne & Slangen, 2005) and the US 

(Khan et al., 2009; Kulich & Mahler, 1989), in which surgery patients with high levels 

of social support recovered faster than did patients with lower levels of support.  The 

link between social support and speed of recovery following surgery is especially 

important for rural patients who travel without such psychosocial support for their 

surgery. 

 

Impact of Travel to Paediatric Care 

 Distance and travel impact uniquely on paediatric patients and their parents.  

The impacts of distance and time seem to be qualitatively different for paediatric 

patients and their parents compared with the needs and concerns of adult patients.  In 

one US study by Aitken and Hathaway (1993), parents of paediatric patients living 

greater than 100 miles (161 km) from care were more likely to express concerns 

regarding their child’s behaviour, distance to centre, weather during travel, extra money 

and gathering information, when compared with the parent group living less than 100 

miles from tertiary care.  Families living long distances from paediatric care were also 

much more likely to report being given inadequate information about their child’s 

condition and having to travel too far for treatment than were families living closer to 
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paediatric care (Aitken & Hathaway, 1993).  Parents who accompanied their children 

expressed a greater preference and need for spouse support (Aitken & Hathaway, 1993), 

which was measured by an increase in requests for assistance with spouse 

accommodation, when compared with the importance that adult patients and other 

patient carers placed on having their partner present (Health Department Western 

Australia, 1999).   

 Accessing paediatric hospital care far from home uniquely impacts on family 

functioning by straining relationships.  A Canadian study by Yanzi et al. (2001) found 

families who travelled more than 80 km (approx 50 miles) to access paediatric hospital 

care were 224% more likely to experience a decline in family functioning compared 

with families who lived 80 km or less from the hospital.  Decline of family functioning 

was measured by the difference between parents’ ideal views and actual opinions of 

individual relationships within the family (Yanzi et al., 2001).   

 In addition to the impact on the family, patients and parents who travel long 

distances to access paediatric hospital care are faced with many additional challenges 

including the cost of hospital food and parking (Aspin, 2007; Leader et al., 2002; 

Shields & Tanner, 2004), parent accommodation (Leader et al., 2002), lack of social 

support and feelings of isolation, which are compounded with parent anxiety about their 

child’s hospital stay (Aspin, 2007; Callery, 1997), time off work and school (Callery, 

1997; Leader et al., 2002; Yanzi et al., 2001), loss of income due to time off work 

(Callery, 1997; Leader et al., 2002), and childcare requirements (Aspin, 2007; Callery, 

1997; Leader et al., 2002).  Travelling longer distances for paediatric hospital care can 

also limit the ability of families to attend preadmission programs designed to inform and 

prepare families before a paediatric admission to hospital.   

 

Travelling Families and Access to Preadmission Programs 

 The impact of accessing distant paediatric surgical services is unique for both 

the caregiver and the child, and is linked to the stress associated with the surgical 

procedure.  Pre-admission communication with the facility’s medical staff may be more 

difficult for distant families when compared with local metropolitan patients who are 

likely to have either attended the facility in the past or visited the metropolitan facility 

and are familiar with the hospital’s location and parking facilities (Aitken & Hathaway, 

1993; Ellerton & Merriam, 1994).  Australian qualitative studies with adult populations 
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also support this idea (Bentley, 2001; DHSV, 2008; Keleher & Ellis, 1996; Veitch et al., 

1996).  With the necessity of a long distance trip, patients and their parents living far 

from the surgical facility may also struggle to attend pre-admission programs designed 

to educate and provide opportunities to visit the operating and recovery rooms (Ellerton 

& Merriam; New South Wales Health, 1999).  Travel-related pressures and obstacles 

are in addition to the natural anxieties that parents experience regarding their child’s 

surgical procedure (Kain, Caldwell-Andrews, et al., 2007; Li & Ching, 2009; Li, Lopez, 

& Lee, 2007a) and those anxieties are likely to be exacerbated the further the distance 

from the surgical facility.  

 

Parental Anxiety and the Child Patient 

 Parents can experience much anxiety when a child undergoes surgery (Carson, 

Council, & Gravley, 1991; Li & Lam, 2003; MacLaren & Kain, 2008) and this can 

inhibit the parent’s ability to support their child during the surgical experience. In a US 

study by MacLaren and Kain (2008), the anxiety levels of mothers with children 

undergoing minor surgery, female patients undergoing minor surgery, and female 

patients undergoing major surgery were compared.  The anxiety of mothers with 

children undergoing minor surgery was significantly higher than female patients 

undergoing minor surgery and did not differ from female patients undergoing major 

surgery (MacLaren & Kain, 2008).  Such a level of anxiety has been found to interfere 

with a parent’s ability to support their child during this difficult time.  In a US study by 

Carson and colleagues (1991) on paediatric tonsillectomy patients and their parents, 

poorer child adjustment to hospital was significantly positively correlated with higher 

levels of maternal trait anxiety, maternal overprotection, maternal overindulgence, and 

maternal rejection.  The correlations found by Carson et al. (1991) ranged from medium 

to large.  In a recent UK study with 50 paediatric patients involving outpatient 

venepuncture, Mahoney, Ayers, and Seddon (2010) found parent distress-promoting 

behaviour such as criticism was strongly positively correlated with child distress 

behaviour during venepuncture.  Parent coping-promoting behaviour such as 

nonprocedural talk and humour was moderately positively correlated with child coping 

behaviour during venepuncture (Mahoney et al., 2010).  These findings suggest that 

parents who tend to be more anxious are less able to support their child and in these 
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cases, a child’s distress may increase parental anxiety, further decreasing the parent’s 

ability to respond to their child’s needs. 

 Minimising a parent’s pre-operative anxiety is particularly important since such 

feelings are associated with increasing their child’s preoperative fears and anxieties.   

In a recent Hong Kong study by Li and Lam (2003), moderate statistically significant 

positive correlations were found between the anxiety levels of 112 parents and their 

children undergoing day-surgery both pre-operatively and post-operatively.   In an 

earlier Canadian study on paediatric day-surgery patients (Johnston, Bevan, Haig, 

Kimon, & Tousignant, 1988), significant moderate positive correlations were found 

between the parent’s pre-operative anxiety and their children’s preoperative fears in the 

waiting room (Johnston et al., 1988).  In a US randomised control trial on 67 parent-

child pairs (Wang, Maranets, Weinberg, & Caldwell-Andrews, 2004), maternal 

preoperative anxiety in the acupuncture treatment group was significantly lower than 

maternal anxiety of the sham acupuncture control group.  Wang et al. (2004) also found 

children of mothers who received the acupuncture treatment were significantly less 

anxious on entering the operating room and when introduced to the anaesthetic mask.  

In another recent US randomised controlled trial on day-surgery patients, Kain, 

Caldwell-Andrews, Maranets, Nelson, and Mayes (2006) found parental presence 

during anaesthesia induction may not always be beneficial to the child.  Calm children 

who were accompanied by an anxious parent were statistically significantly more 

anxious during anaesthetic induction compared with calm children not accompanied by 

a parent (Kain, Caldwell-Andrews, et al., 2006).  These findings illustrate the impact 

that parental anxiety can have on a child undergoing surgery, which would add to the 

anxiety that children would already experience due to a hospital stay.  

 

Other Predictors of Preoperative Anxiety  

 A number of other child and environment-related predictors of preoperative 

anxiety in children and parents has been established in the literature.  These include the 

child’s temperament (Kain, MacLaren, et al., 2007; Kain, Mayes, & Caramico, 1996), 

negative experiences during a previous hospital stay (Hatava, Olsson, & Lagerkranser, 

2000; Wollin, Plummer, Hawkins, & Materazzo, 2003), longer waiting times between 

admission and induction (Wollin et al., 2003; Wollin et al., 2004), a large number of 

people in the room during induction (Wollin et al., 2003; Wollin et al., 2004) and 
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previously being admitted to hospital (Davidson et al., 2006; Kain, Mayes, & Caramico, 

1996).  Research findings have been mixed regarding the impact of previous hospital 

experience.  In a US study with 143 children aged 2 to 10-years-old, Kain, Mayes, and 

Caramico (1996) found that previously-hospitalised children have a significantly higher 

level of preoperative anxiety compared to children who were admitted for the first time.  

In a similar Swedish study (Hatava et al., 2000) of 160 ENT paediatric surgical patients, 

children aged 5 to10-years-old with previous anaesthetic experience were significantly 

more anxious compared to children in the same age group without previous experience 

with anaesthesia.  In contrast to this, an Australian study (Davidson et al., 2006) of 1250 

surgical patients aged 3 to 12-years-old found previous hospital stays to be correlated 

with higher patient anxiety only if the child had more than five previous hospital stays.  

Based on the above research findings, more experience with anaesthetics and surgery 

appears to be associated with higher preoperative anxiety in the child. 

 The potential negative effects of parental and patient anxiety have brought about 

research into developing preoperative preparation programs for parents and children 

having surgery.  First raised in the literature by Vistintainer and Wolfer in 1975, 

numerous preparation strategies have since been developed to ease parental and child 

anxiety, such as preoperative sedatives to relax the child (Kain, MacLaren, et al., 2007: 

Kain, Mayes, Wang, Caramico, & Hofstadter, 1998), parental presence during 

anaesthesia induction (Kain, Caldwell-Andrews, et al., 2006; Kain, Mayes, Wang, 

Caramico, & Krivitza, 2000) and videotape modelling (Pinto & Hollandsworth, 1989).  

Recent preoperative preparation programs have been developed, including hospital tours 

(Ellerton & Merriam, 1994), therapeutic play (Li, Lopez, & Lee, 2007b), drawing 

therapy (Clatworth et al., 1999), informative age-appropriate children’s books (Felder-

Puig et al., 2003), distraction techniques (Patel, Schieble, Davidson, Tran, & Bennet, 

2006; Vagnoli, Caprilli, Robiglio, & Messeri, 2005), parent-doctor interviews 

(LaMontagne, Hepworth, & Cohen, 2000) and multi-component preparation programs 

such as the US designed ADVANCE program which includes an intervention video, 

preparing parents for distraction strategies, pamphlets, giving the child practice putting 

on an anaesthetic mask, and telephone coaching from researchers (Kain, Caldwell-

Andrews, et al., 2007).  The majority of such programs have been found to be effective 

in lowering both parent and child preoperative anxiety with statistically significant 

differences in anxiety levels between control and treatment groups (Clatworthy et al., 
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1999; Ellerton & Merriam, 1994; Felder-Puig et al., 2003; LaMontagne et al., 2000; Li 

et al., 2007b; Patel et al., 2006; Pinto & Hollandsworth, 1989; Vagnoli et al., 2005).   

 Travelling to such preoperative preparation programs can be challenging for 

country patients who travel long distances for care (Ellerton & Merriam, 1994; New 

South Wales Health, 1999).  Commonly neglected in the literature is that travelling 

families attend preoperative programmes at lower rates than do local patients (Ellerton 

& Merriam, 1994; New South Wales Health, 1999; Thomas, Burton, Withrow, & 

Adkisson, 2004) and as a result, are limited to at-home preoperative preparation 

resources such as videos (Pinto & Hollandsworth, 1989), books (Felder-Puig et al., 

2003), or both (Wakimizu, Kamagata, Kuwabara, & Kamibeppu, 2009), assuming that 

these resources are offered by the relevant hospital.   

 Earlier US findings suggest that rural paediatric patients are more likely to 

struggle with adjusting to hospitalisation than are urban paediatric patients (Strickland, 

Leeper, Jessee & Hudson, 1987; Hudson, Leeper, Strickland, & Jessee, 1987).  In a US 

study of 70 children, Strickland et al. (1987) chose all children aged 4 to 17-years-old 

admitted to the hospital in a 6-week timeframe and grouped them by place of residence.  

Participants living in a city with a population of ≥ 25,000 were placed in the ‘urban’ 

group and participants living in a city with a population of < 25,000 were placed in the 

‘rural’ group (Strickland et al., 1987).  The number of anxiety-related behaviours 

exhibited at discharge was higher in the rural group compared with the urban group (the 

mean number of anxiety-related behaviours as measured using the Behaviour 

Observation Checklist exhibited by rural children was nearly double the number of 

behaviours exhibited by urban children), even after controlling for differences between 

groups in age and the number of previous hospitalisations (Strickland et al., 1987).  

Similar results were found in another US study by the same authors (Hudson et al., 

1987) with 67 hospitalised children aged 4 to 17-years-old.  However, the rural versus 

urban comparison of anxiety-related behaviours did not approach significance (the 

percentage of anxious children in the ‘urban’ group was 41.2 % compared with 60.6% 

in the ‘rural’ group) perhaps due to the small sample size (N= 67) of the study in 

relation to the number of behaviours in the observation checklist.  This suggests that 

anxiety experienced after hospitalisation may be greater for rural children who attend a 

metropolitan hospital than children who attend a nearby metropolitan hospital.  Lack of 

access to preoperative programs for travelling families may help explain this rural 
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versus urban difference (Ellerton & Merriam, 1994; New South Wales Health, 1999; 

Thomas et al., 2004), which provides further support for the argument that children who 

travel to a distant site for hospitalisation may experience particular anxiety after a 

hospital stay in comparison to children who access their hospital care locally.  

Minimising a child’s preoperative anxiety is of particular importance when the negative 

impact of that anxiety on patient outcomes is considered.  

 

Children and Surgery: Minimising Preoperative Anxiety 

 Hospitalisation of a child has long been recognised as a potentially traumatic 

experience (Lawrie, 1964; Nicoll, 1909; Vistintainer & Wolfer, 1975).  The effects of 

hospitalisation on children seem to be worse when invasive procedures such as surgery 

are involved (Clatworthy, Simon, & Tiedeman, 1999; Johnston et al., 1988; Kain et al., 

2004; Kain, Mayes, Caldwell-Andrews, Karas, & McClain, 2006; Kain, Wang, Mayes, 

Caramico, & Hoftadter, 1999).  Minimising a child’s preoperative anxiety is clinically 

important because correlations have been found between high preoperative anxiety and 

postoperative adverse outcomes such as delirium, longer recovery time, higher pain 

levels, postoperative anxiety and sleep disturbances (Kain et al., 1999; Kain et al., 2004; 

Kain, Mayes, et al., 2006).  In a recent (2006) study on 241 tonsillectomy and 

adenoidectomy patients aged 5 to 12-years-old, Kain, Mayes, and colleagues found that 

children who were anxious preoperatively experienced more pain during their time in 

hospital and the days after-discharge.  During their recovery at home, children with 

higher anxiety consumed significantly more pain medication than did children who 

were not anxious (Kain, Mayes, et al., 2006).  More anxious children also had a 

significantly higher incidence of postoperative separation anxiety and sleep 

disturbances.  In a similar US study by Kain and colleagues (2004) with 791 pediatric 

day-surgery patients, children with severe preoperative anxiety in the waiting room 

(upper 25%) were compared with children exhibiting low anxiety in the waiting room 

(lower 25%).  It was found that children with high preoperative anxiety showed 

significantly more maladaptive behaviour changes post-surgery compared to children 

with low preoperative anxiety (Kain et al., 2004) on all five selected postoperative days 

(postoperative days 1, 2, 3, 7, and 14).  Maladaptive behaviours included separation 

anxiety, sleep anxiety and sleep disturbances (Kain et al., 2004).  Children with more 

severe preoperative anxiety were more likely to display symptoms of emergence 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       67 

 

delirium, such as thrashing, needing restraints, and constant crying on waking from 

general anaesthetic (Kain et al., 2004).  The findings of Kain and colleagues (Kain et al., 

2004; Kain, Mayes, et al., 2006) demonstrated that the anxiety that children experience 

due to an episode of hospitalisation can endure long after the child has returned home.  

These findings also highlight the importance of minimising the anxiety experienced by 

children preoperatively as this can have a favourable impact on their postoperative 

recovery. 

 

Younger Children and Hospitalisation for Surgery 

 The effects of hospitalisation for surgery appear to be worse for younger 

children, who tend to be more fearful and exhibit a significantly greater number of 

behaviour disturbances (Davidson et al., 2006; Kain, Mayes, & Caramico, 1996).  In a 

US study (Kain, Mayes, & Caramico, 1996) of 153 paediatric outpatient surgical 

patients aged 2 to 10 years, age of the child was identified as an important significant 

predictor of child anxiety as measured by the Visual Analogue Scale (VAS) which has 

been established as being both valid and reliable in measuring anxiety in both adults and 

children and can be used as both a self-report for parents and an observer report for 

children (Kain, Mayes, Caramico, Silver et al., 1996; McCormack, Horne & Sheather, 

1988).  Parents rated their child’s anxiety in the waiting room prior to premedication for 

the surgical procedure.  Children aged 3-years-old and younger were the most visually 

anxious, with children 6-years-old and over being the least anxious (Kain, Mayes, & 

Caramico, 1996).  A more recent Australian study (Davidson et al., 2006) found similar 

results in a sample of 1250 children aged 3 to 12 years undergoing surgery with general 

anaesthetic.  Exclusions included children who underwent out-of-hours emergency 

surgery, cardiac surgery patients, and those admitted to the intensive care unit after 

surgery (Davidson et al., 2006).  Anxiety was measured by the assisting anaesthetic 

technician using the modified Yale Preoperative Anxiety Scale (mYPAS, Kain et al., 

1997) immediately prior to the child’s anaesthetic induction (Davidson et al., 2006).  

The mYPAS is an observer report instrument especially designed to measure children’s 

anxiety immediately prior to anaesthetic induction and includes five behavioural 

categories encompassing vocalisation, interaction with adults, child’s activity, facial 

expression, alertness and arousal.  It has been found to be both a reliable and valid 

measure of child anxiety (Kain et al., 1997).  Those in the high anxiety group (mYPAS 
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score > 30) were significantly younger compared with those in the low anxiety group 

(mYPAS score ≤ 30), therefore highlighting the potential impact of pre-surgical 

procedures and experiences on young children.  As a result of the Davidson et al. (2006) 

finding, UK medical staff (Stiff et al., 1996), UK researchers (Scaife & Campbell, 

1988), Australian researchers (Cameron, Bond, & Pointer, 1996), and Australian 

government policy makers (New South Wales Health, 1999) have recommended that 

surgery on children be conducted as day-surgery wherever possible.  

 

Children’s Unique Understanding of Illness 

 Children perceive illness differently from adults (Bibace & Walsh, 1980; Perrin 

& Gerrity, 1981; Redpath & Rogers, 1984) due to developmental differences in 

children’s understanding of illness (Bibace & Walsh; Perrin & Gerrity, 1981; Redpath 

& Rogers, 1984).  Children’s development-related reasoning is evident when asked why 

they are sick, how they get better and why treatment is needed (Bibace & Walsh; Perrin 

& Gerrity, 1981; Redpath & Rogers, 1984).  In a US study by Perrin and Gerrity (1981), 

128 healthy school children aged 5 to 13-years-old were asked a series of 8 questions 

about illness including ‘How do children get sick?’ (p. 842) and ‘How does medicine 

work?’ (p.842).  Responses from structured interviews were recorded and scored on the 

accuracy and depth of the children’s responses.  A pattern emerged with older children’s 

responses reflecting more accurate, logical and organised explanations (Perrin & 

Gerrity, 1981).  In response to the question ‘How do kids know if they’re sick?’  

(p. 845), older children responded by describing how they felt such as internal 

sensations (Perrin & Gerrity, 1981).  Many of the 5 to 7-year-old children were unable 

to answer the question even when they were able to give some form of explanation for 

the causes and treatments of illness (Perrin & Gerrity, 1981).  By age 13, children were 

able to give complex explanations of illness causation, prevention and treatment (Perrin 

& Gerrity, 1981).  Similar results were found with 36 school children in a US study by 

Bibace and Walsh (1980).  Redpath and Rogers (1984) conducted a related study and 

applied statistical analyses to their results of 30 preschool and school children aged 3 to 

8-years-old.  Statistically significant differences were found in the quality of responses 

to illness-related questions between the preschool group and the school age group 

(Redpath & Rogers, 1984).  This supports the argument that children perceive illness 
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differently to adults and that children’s developmental reasoning must be taken into 

account when preparing children for surgery.       

 Research has demonstrated the importance of providing children with age 

appropriate information in preparation for surgery.  In a recent US study by Fortier and 

colleagues (2009), 143 children aged 7 to 17-years-old scheduled for elective day-

surgery were interviewed regarding the amount and type of information they desire 

prior to surgery.  A 40-item measure with good internal consistency reliability 

(Cronbach’s α = 0.93) on children’s desire for information was administered. The 

percentage of children endorsing the response ‘I really want to know’ (Fortier et al., 

2009, p. 1087) for an item ranged from 14% to 71.5% with more than 40% of  children 

endorsing  ‘I really want to know’ on 25 of the 40 items (Fortier et al., 2009, p. 1087). 

This highlights the importance of providing children with information on their surgical 

procedure.  The most common questions children wanted answered regarding their 

surgery included pain and the anaesthetic, possible complications, and procedural 

information (Fortier et al., 2009).  An age difference in the type of information desired 

was also found, with children in the younger group of 7 to 11-years-old desiring a 

significantly greater amount of information on the medical environment including items 

such as ‘What does the operating room look like?’ (Fortier et al., 2009, p. 1088).  These 

findings highlight the need for age-appropriate preoperative preparation programs for 

paediatric patients if their anxiety is to be minimised.  To create age-appropriate 

preadmission programs, it is essential that children be asked about their experiences 

with the health care they receive.   

 

Children’s Evaluations of Health Care 

 Despite the consumerism movement, the lack of consumer feedback from 

paediatric patients and their parents is still recognised at both local (Draper & Hill, 

1995; Draper 1997) and international (Chesney et al., 2005; Hennessy, 1999; Pelander 

et al., 2008) levels.  Along with research on rural and remote residents, child-focussed 

patient evaluation research has been assessed as seriously lacking, and recent calls for 

more research in the area have been made (Chesney et al., 2005; Hennessy, 1999; 

Pelander et al., 2008).  Although patient feedback from paediatric consumers is believed 

to be important (Draper & Hill, 1995; Hennessy, 1999; Lindeke, Nakai, & Johnson, 

2006), most paediatric studies rely solely on parents’ opinions of the services received 
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(e.g., Ammentorp et al., 2006; Sawyer et al., 1996; Schaffer et al., 2000), thus ignoring 

the views of the child.  A major weakness of such an approach is reinforced in the body 

of literature that suggests that differences exist between parents and their children’s 

views on paediatric health experiences. 

 Although children and their parents or carers are recognised as consumers of 

paediatric health care, both have different needs (Callery & Luker, 1996; Draper & Hill, 

1995; Hennessy, 1999).  The few earlier studies comparing children’s perceptions with 

their parents’ perceptions of paediatric care generally focused on cancer care and in 

those studies, more positive parental ratings were reported compared with those from 

the children.  The trend is consistent across US (Lewis et al., 1988) and UK (Eiser, 

Levitt, Leiper, Havermans, & Donovan, 1996) studies and is consistent with research on 

child health status.  In that research, parent-child agreement tends to be lowest for 

questions pertaining to the child’s internal, social and emotional processes (Eiser & 

Morse, 2001).  In one US study, parents tended to underestimate the negative emotional 

impact of paediatric oncology rounds on their children (N = 35) compared with their 

children’s ratings (Lewis et al., 1988).  Similarly, parents were more positive regarding 

long term follow-up consultations of childhood cancer survivors in a UK study by Eiser 

et al. (1996).  Finnish (Kvist et al., 1991) cancer research also suggests differences in 

the aspects of care most valued by paediatric patients (N = 53) in comparison with those 

valued by parents.  In the Finnish study (Kvist et al., 1991), differences between parents 

and their children were found on ratings of satisfaction and in their concerns with cancer 

treatment (Kvist et al., 1991).  Paediatric patients’ complaints commonly referred to the 

quality of the process of care during anaesthetic induction, such as pain, fear, and lack 

of information.  Parents’ complaints focussed more on the lack of continuity in the staff-

patient relationship during maintenance therapy (Kvist et al., 1991).  These findings 

reinforce that there are differences in perceptions of care between patients and their 

parents.  In contrast to studies with cancer patients, the nature of parent-patient 

discrepancies in perceptions of hospital care have been found to be qualitatively 

different with acutely ill paediatric patients.   

 In addition to paediatric cancer patient research, other findings support the 

argument that evaluations of medical and hospital care by acutely ill children are 

different from those of their parents’ (e.g., Chesney et al., 2005; Lindeke et al., 2009; 

Magaret et al., 2002).  In a US study with 4 to 19-year-old paediatric outpatient clinic 
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patients (N = 116) and their parents (N = 115), participants were asked “What is the best 

part of the clinic experience?” (Chesney et al., 2005, p. 225).  Patients noted “caring 

staff”, “helpful communication”, and “clinic play experiences” (Chesney et al., 2005,  

p. 225).  In contrast, parents noted “staff competence” and “child/family-friendly 

environment”.  In response to the item “What is the worst part of the clinical 

experience?” (Chesney et al., 2005, p. 225), patients stated “painful procedures”, “long 

waits”, “distance from home”, and “boredom” (p. 225).  In contrast, parents noted “long 

waits in clinic”, “inaccessibility of clinic”, and “negative clinic interactions” (p. 225).  

These findings also indicate that parents and children differ in their evaluations of what 

is most important when accessing health care.  The few quantitative studies comparing 

patient and parent perceptions of medical and hospital care, as seen in Table 2.2, add 

further support to the notion that children tend to rate their care differently to their 

parents and prioritise certain aspects of care as more important when compared to their 

parents.  At the same time, and as seen in the studies of Lindeke et al. (2009) and 

Simonian et al. (1993) presented in Table 2.2, a statistically significant moderate to 

strong correlation between patient and parent ratings demonstrates that young children 

can validly evaluate their paediatric care.  However, it should be noted here that 

disagreements between parents’ and childrens’ ratings do not necessarily invalidate 

children’s views.  It is also important to note here that parental assessment of a child’s 

care is important in its own right (Sawyer, Antoniou, Toogood, & Rice, 1999), and 

holds particular weight when considering very young children who are unable to 

adequately evaluate their own care (Draper, 1997; Rosenthal & Shannon, 1997). 
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Table 2.2 

Studies on Ratings of Medical Care by Paediatric Patients and their Parents  

______________________________________________________________________ 
 

Comparisons of Ratings of Medical Care by Paediatric Patients and their Parents 

______________________________________________________________________ 

Chesney et al. (2005).  US study on 4 to 19-year-old paediatric patients (N = 116) and their parents 

(N = 115) who attended an outpatient clinic visit. 

Patient and parent scores were significantly moderately positively correlated, but were significantly 

different for 8 of the 12 instrument items. Parent mean item responses were statistically significantly 

higher than their child’s.  

 

Lindeke et al. (2009).  US study on parent-patient dyads (N = 237, patients aged 4 to 20-years-old) 

who attended hospital for an inpatient visit or attended an outpatient clinic visit.  

Positive correlation between the parent and patient scores was moderate.  However, 53% of parents rated 

the care as higher than did their children. 

 

Magaret et al. (2002).  US study on 5 to 17-year-old paediatric emergency room patients (N = 101) 

and their parents.   

Items correlated significantly with patient satisfaction were: “How nice was your doctor?”, “Adequacy of 

information?”, and “Child’s resolution of pain” (p. 1383). In contrast, items correlated significantly with 

parent satisfaction were: “How pleasant were interactions with your physician?”, “Adequacy of 

information?”, “Actual time in waiting room”, “Actual time in exam room”, “Parent estimated time in 

waiting room” (p. 1383).  Patients 5 to 11-years-old had a statistically significantly higher level of overall 

satisfaction with emergency room care (M = .90) compared to their parents (M = 1.4). 

 

Simonian et al. (1993).  US study on paediatric 6 to 14-year-old outpatients (N = 55) and their 

parents.  

Positive correlation between patient and parent satisfaction scores was large. 

______________________________________________________________________ 

 

Qualitative Studies on Hospital Care with Children 

 A number of qualitative interview studies have been conducted with paediatric 

hospital patients and their families (See Appendix A for the full list of studies).  

Underlying themes that reflect the participants’ experience have been generated with the 

aim of enhancing the understanding of patients’ experiences of hospital care towards 

service improvement.  However, most of these paediatric studies focus on specific 

aspects of care including the experience of stress during hospitalisation (e.g., Bossert, 

1994; Stevens, 1986), pain and postoperative symptoms (e.g., Gedaly-Duff & Zeibarth, 

1994; Woodgate & Kristjanson), and the general experience of illness and 
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hospitalisation (Carney et al., 2003; Forsner et al., 2005).  A much smaller number of 

qualitative studies has focussed on paediatric patients and their surgical experience.  Of 

those studies that have such a focus, the majority has concentrated on older children 

(e.g., Stevens, 1986; Timmerman, 1983) or the postoperative pain experience 

exclusively (Gedaly-Duff & Zeibarth, 1994; Woodgate & Kristjanson, 1996).  Only two 

studies could be located that focus solely on surgical care with younger children 

(Wennstrom, Hallberg & Bergh, 2008; Woodgate & Kristjanson, 2006).  This further 

highlights the need for more qualitative research with younger paediatric surgical 

patients and their families.  A lack of focus on the impact of access to care is also 

observed in these studies and the vast majority did not validate their findings by 

establishing a level of agreement between researchers of the analysis conducted  

(as evidenced in Carney et al., 2003; Wennstrom, Hallberg & Bergh, 2008).  Only one 

study (Bossert, 1994) could be found that included rates of agreement between 

researchers regarding the results obtained.  

 

Quantitative Studies on Health Care with Children 

 The small number of quantitative studies exploring children’s views of health 

care provision vary in the data collected.  For example, the vast majority of studies 

using questionnaires or surveys have failed to employ psychometric properties in their 

development or conduct psychometric assessments on their structure (e.g., Eiser et al., 

1996; Lewis et al., 1988).  The methods of item generation in some instruments have 

failed to include content from the views of children (e.g., Lewis et al., 1988), thus 

compromising content validity.  The dichotomous response format of some instruments 

provides a limited range of responses for children to express their views (Litt & Cuskey, 

1984; Simonian et al., 1993) and therefore limits information toward service 

improvement.  One exception is the Children’s Hospital Evaluation Questionnaire 

(CHEQ), an instrument designed by Irish scholars Heary et al. (n.d.) using exploratory 

factor analysis.  This statistical technique produced conceptually meaningful factors so 

that the CHEQ demonstrates sound psychometric properties and establishes the multi-

dimensional nature of child satisfaction with hospital care.  However, Heary et al.’s 

(n.d.) questionnaire was designed to assess the general in-patient hospital experience, 

thus potentially limiting the generalisability of the instrument in specific paediatric 

healthcare assessments.  Other instruments have been designed for use with younger 
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children using exploratory factor analysis, but have exclusively concentrated on nursing 

care in hospital (Pelander, Leioni-Kilpi, & Katajisto, 2009) and outpatient paediatrician 

care (Bitzer et al., 2012), thus potentially limiting their utility to the specific health care 

setting for which they were designed.     

 Another instrument developed for use with paediatric patients and adapted from 

the Kids Count Survey, developed previously by the McMaster Health Centre in 

Ontario, Canada (Chesney et al., 2005), was the Satisfaction with Child Healthcare 

Survey (SCHS).  The refinement of the SCHS involved the removal and addition of 

items, and the rewording of other items (Chesney et al., 2005).  A pilot study with the 

instrument was conducted with paediatric patients and an expert panel enhanced the 

clarity of the SCHS.  The measure has been used to assess the general in-patient 

hospital experience (Lindeke et al., 2006; Lindeke et al., 2009) and the paediatric 

outpatient clinic experience (Chesney et al., 2005).  The generalisability and validity of 

the CHEQ and the SCHS would be considered questionable if it were used in research 

with paediatric day-surgery patients.  Day-surgery for paediatric patients is a unique 

medical experience due to its invasive nature, which is compounded by the brief nature 

of the day-surgery visit.  This usually involves travelling to the facility and back home 

on the same day as the procedure.  Adding to the uniqueness of the day-surgery 

experience is the rapid nature of events which rarely gives the child time to gradually 

become comfortable with the staff involved in their care.  This lack of continuity is in 

contrast to the inpatient experience, which can involve contact with the same staff over 

a longer period of time. These unique factors compound the need for more research into 

the experience of paediatric day-surgery.   

 Studies on paediatric patients’ evaluations of care have been predominantly 

conducted with patients aged 10 to 15 years (e.g., Black et al., 1995; Litt & Cuskey, 

1984; Shapiro et al., 1997).  One of the primary arguments for excluding paediatric 

patients under 10 years made by some child health and development researchers is that 

younger children struggle with some health-related terms and are more likely to endorse 

extreme responses on a Likert scale format, hence decreasing the internal consistency of 

responses (Herjanic et al., 1975; Rifkin et al., 1988; Shapiro et al., 1997).  However, a 

number of those studies (e.g., Herjanic et al., 1975; Rifkin et al., 1988) and others  

(e.g., Bush & Holmbeck, 1986; Chesney et al., 2005; Heary et al., n.d.) that included 

children as young as 5 or 6 years have achieved sound levels of internal consistency 
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(i.e., alpha = .86, Chesney et al., 2005; alpha = .78, Heary et al., n.d.; alpha = .89, Rifkin 

et al., 1988), inter-rater reliability (e.g., 89% agreement, Herjanic et al., 1975), and test-

retest reliability (e.g., Pearson correlation = .70-.76, Bush & Holmbeck, 1986).  

Although warranting further scrutiny, this suggests that younger children are able to 

reliably assess their health care services.     

 Fewer studies have examined the ability of younger children to discriminate 

between different aspects of a paediatric service, but of those that have, discriminant 

validity has been reported (e.g., Bitzer et al., 2012; Heary et al., n.d.; Pelander et al., 

2008).  Also, responses to open-ended questionnaire items (see Table 2.3) and 

qualitative interview studies (see Table 2.4) with younger paediatric hospital patients 

have found children to vary in their evaluations of different aspects of care.  These 

findings suggest that it is possible to develop an instrument with good psychometric 

properties for use with children from age 5 years and above, provided questions are 

phrased in an age-appropriate manner. It is noted here however, that a detailed review of 

the aspects of children’s social, emotional, and cognitive development at various ages in 

relation to participating in hospital care evaluation research is beyond the scope of this 

thesis.  
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Table 2.3 

Paediatric Patients’ Best and Worst Things about Being in Hospital  

______________________________________________________________________ 

Best and Worst Things about Being in Hospital (n = 4) 

______________________________________________________________________ 

Curtis, Liabo, Roberts, & Barker (2004).  UK study with a subsample of paediatric hospital 

inpatients 4 to 19-years-old (N = 57). 

Best Things: Caring doctors and nurses, hospital school, familiarity with facility staff. 

Worst Things: Improved continuity of care (i.e., wanting the same doctor), the hospital environment, the 

need for age appropriate information, food quality, higher quality communication and relationships with 

facility staff, the need for age appropriate facilities in waiting areas, and waiting times at the facility, the 

need to be treated with courtesy and respect.  

 

Lindeke, Nakai, & Johnson (2006).  US study on paediatric hospital patients with a subsample aged 

4 to 11-years-old (N = 120).  

Best Things: Play facilities, care by doctors and nurses, food, to make the child feel better or fix the 

problem. 

Worst Things: Pain and discomfort associated with treatment, food quality, their medical condition, not 

being informed before treatment occurs, staying at the hospital. 

Recommended Changes: No needles, have a back door, changes to the food and medicine, make things 

less childish, individual bedrooms for all kids despite meeting nice people, you need time alone.   

 

Pelander & Leino-Kilpi (2010).  Finnish study on paediatric hospital patients aged 5 to 11-years-old 

(N = 388). 

Best Things: People (e.g., nurses and parents), people’s characteristics (e.g., nice nurses), activities  

(e.g., playing games), environment (e.g., the provision of privacy), and outcomes (e.g., getting better).  

Worst Things: People (e.g., staff performing physical procedures), feelings (e.g., symptoms of illness), 

activities (e.g., treatment procedures such as needles), and environment (e.g., no privacy). 

 

Wollin et al. (2004).  Australian study on paediatric surgical patients 5 to 12-years-old (N = 120). 

Best Things: Food and drink after the procedure, feeling better, games, TV, the nice nurses and doctors. 

Worst Things: Needles, staying overnight in hospital, fasting, hospital smell, the gas and the procedure.  

______________________________________________________________________ 
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Table 2.4 

Findings from Qualitative Interview Studies with Younger Paediatric Hospital Patients  

______________________________________________________________________ 

Qualitative Findings with Studies on Younger Paediatric Hospital Patients  

______________________________________________________________________ 
 

Bossert (1994).  US study on stress appraisals of hospitalised children aged 8 to 11-years-old  

(N = 82).     

Categories of stressful events included (see page 39).  1) Intrusive events, 2) Physical symptoms,  

3) Therapeutic intervention, 4) Restricted Activity, 5) Separation, and 6) Environment. 

 

Carney et al. (2003).  UK study on children’s views on hospitalisation.  Children 4 to 17-years-old 

from two paediatric wards (N = 213).   

Nine main categories were identified: 1) Organisation of events, 2) Environment, 3) Procedure,  

4) Interaction with staff, 5) Emotions, 6) Perception of hospital, 7) Information, 8) Home life (separation), 

and 9) Describing pictures.  

 

Coyne (2006a).  UK study on children’s experience with inpatient hospitalisation.  In-depth 

interviews were conducted with 11 children 7 to 14-years-old from four paediatric wards in two 

hospitals.   

Children identified a range of fears and concerns, including: 1) Separation from parents and family 

(subcategories included disruption to: family routine, normal activities, peer relationships, and school 

achievement), 2) Unfamiliar environment (subcategories included fears of: the unknown, strange 

environment, professionals and dislikes of: noisy ward, bright lights at night, hot environment, inadequate 

play facilities, food), 3) Receiving investigations and treatments (subcategories included fears of: 

operations, needles, mistakes in treatment, harm to body, mutilation, pain, altered body image, dying), 

and 4) Loss of self-determination (subcategories included: loss of independence, restricted activities, 

lacking control over personal needs, lacking control over sleeping and waking time, lacking control over 

food/meal times, lacking control over timing of procedures).   

 

Forsner, Jansson, & Sorlie (2005).  Swedish study on narratives of being ill by children aged 7 to 

10-years-old who had been hospitalised for at least 48 hours (N = 7).   

Diagnosis included sinusitis, arm fracture, leg fracture, encephalitis, and two cases of appendicitis.  

Qualitative content analysis was conducted and four compound themes emerged: 1) Scared/confident,  

2) Sad/cosy, 3) Hurt/having fun, and 4) Felt caught and tried to escape.  

 

Wennstrom, Hallberg, & Bergh (2008).  Swedish study on dialogues with children aged 6 to 9-

years-old (N = 20) undergoing elective day-surgery. 

A conceptual model was generated on the basis of the core category ‘enduring inflicted hospital distress’ 

showing that the main problem for children having day-surgery is that they are forced into an 

unpredictable and distressful situation.  Pre-operatively, the children do not know what to expect, as 

described in the category ‘facing an unknown reality’.  Additional categories show that they perceive a 

‘breaking away from daily routines’ and that they are ‘trying to gain control’ over the situation.  During 
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the perioperative period, the categories ‘losing control’ and ‘cooperating despite fear and pain’ are present 

and intertwined.  Post-operatively, the categories ‘breathing a sigh of relief’ and ‘regaining normality in 

life’ emerged. 

 

Woodgate and Kristjanson (1996).  Canadian study on hospitalised 2 to 6-year-old children 

experiencing pain from (inpatient) surgical procedures (N = 11).  

‘How parents and nurses take care’ was the major category that emerged describing how parents and 

nurses responded to and cared for children in pain due to surgical interventions.  Sub-categories also 

emerged and relate to the strategies and factors influencing parents’ and nurses’ care behaviours as well 

as feelings experienced by parents and nurses in coping with the children’s pain.  Subcategories included 

monitoring, comforting, carrying out technical care activities, strategies used to help care for children in 

pain (this included knowing), factors affecting parents’ and nurses’ caring (this included value 

judgements, misconceptions, expectations, and interactions) and feelings experienced by parents and 

nurses in caring for children in pain. 

_____________________________________________________________________________________  

 

 One key argument for obtaining younger children’s feedback on their health care 

experiences is the lack of research focussing on this age group.  Calls for more research 

with younger children have been made (Draper, 1997; Draper & Hill, 1995; Lindeke et 

al., 2006; Lindeke et al., 2009).  Studies have found that younger children experience 

(e.g., Tates et al., 2002; Tates & Meeuwesen, 2000) and evaluate (e.g., Lindeke et al., 

2006; Simonian et al., 1993) their health care differently to older children.  This 

compounds the need for further research into the health care experiences of younger 

children.  

 The increase in studies with a child-centred approach corresponds to changes at 

the international policy level.  The United Nations Convention on the Rights of the 

Child (1990) discussed the essential nature of seeking children’s views on issues 

important to them.  The increased focus on a global child-centred approach highlights 

the major insufficiency of evaluating paediatric surgical care solely based on the views 

of parents.  Researchers can no longer rely solely on parents’ ratings to assess children’s 

perceptions of their health care.  The child-centred approach to service evaluation is also 

essential to obtain information otherwise unavailable.   

 Research tools designed for use with paediatric day-surgery patients need further 

development.  This study here has focussed on developing instruments to measure 

patient and parent satisfaction with Australian paediatric specialist surgical services.  

This includes the development of questionnaire instruments to establish the factor 

structure of the Paediatric Surgical Patient Evaluation Questionnaire (PSPEQ, parent 
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form) and the Questionnaire on Children’s Surgery in Hospital (QCSH, child form) and 

to obtain preliminary subscale reliabilities.     

 By investigating parents’ and younger patients’ evaluations of paediatric 

surgical care, the issues that promote satisfaction and dissatisfaction with that care will 

be established, and therefore the quality of care can be improved.  Improving patients’ 

and parents’ evaluations of surgical care should have the flow on effects of improving 

patients’ and parents’ compliance with treatment regimens (Federman et al., 2001; 

Platonova et al., 2008).  This would then promote faster recovery times and minimise 

patient relapses and re-admissions to hospitals, which would further minimise health 

care costs. 

 There are social and economic benefits associated with accessing local health 

care services.  The Australian (e.g., Bentley, 2001; Keleher & Ellis, 1996; Rankin et al., 

2001), US (Aitken & Hathaway, 1993) and Canadian (Yanzi et al., 2001) literature 

point to the disadvantages experienced by rural and remote residents who access distant 

health services, drawing particular attention to paediatric surgical patients and their 

families (Aspin, 2007; Callery, 1997; Shields & Tanner, 2004).  Capturing the 

economic and social perspectives on accessing paediatric surgical care at the local level 

will provide further support for existing and future paediatric surgical outreach 

programs.  Based on previous qualitative (e.g., Bentley, 2001; Keleher & Ellis, 1996) 

and quantitative (Rankin et al., 2001; Veitch et al., 1996) research with adult patients, 

the effects of such support should lend weight to increasing the accessibility, continuity, 

and overall quality of care for rural and remote paediatric surgical patients and their 

families. 

 Parents’ and younger patients’ evaluations of Australian paediatric specialist 

surgical care and the impact of travel time on these evaluations have yet to be 

investigated.  This study investigated the perceived quality of paediatric surgical care 

and the impact of travel on such perceptions. 

 

Chapter Summary 

 This chapter provided an overview of the literature in the key research areas of 

patient satisfaction, health service access, preoperative anxiety, and psychometric 

instrumentation.  Key concepts involved in the study and the relationships between 

those concepts were reviewed.  The concept of patient satisfaction was reviewed and the 
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seven main aspects of care known to influence patient satisfaction levels were 

identified, namely, 1) interpersonal skills, 2) communication and information,  

3) technical skills and competence, 4) continuity and coordination, 5) efficiency, 6) 

facilities and physical environment, and 7) access.  Dissatisfaction in a variety of health 

care contexts across various Western countries was addressed and the influence of the 

way that patient feedback is obtained on rates of dissatisfaction was reviewed.  

Influences on patient satisfaction levels were presented and included patient 

characteristics, patient expectations, and the seven aspects of care previously identified.  

A graphical depiction of the influences on patient satisfaction was also presented.  The 

aspects of care that are more likely to result in lower levels of patient satisfaction were 

identified and room for improvement in hospital care service delivery was recognised.  

The importance of particular aspects of care to patients, which is rarely addressed in the 

patient satisfaction literature, was also identified.    

 The impact of travelling longer distances for specialist health care with a focus 

on paediatric care was reviewed.  This provided evidence to suggest that travelling long 

distances to access specialist care impacts financially, socially and emotionally on 

country patients and their families.  Accessing care at a distant site was also found to 

impair the ability of families to attend preadmission programs which are designed to 

prepare and in turn alleviate the anxiety of families before a paediatric admission to 

hospital.  Thus, anxieties regarding a child’s surgical procedure were likely to be 

exacerbated the further the distance from the surgical facility.  The importance of 

attending preadmission programs for paediatric patients was compounded by the 

research that demonstrated the negative impact of preoperative anxiety on paediatric 

patient outcomes.  The negative effects of hospitalisation on younger children were then 

reviewed in light of the research on children’s understandings of illness.  The 

importance of younger children’s evaluations of their health care was also addressed in 

light of the research, which indicated that parents and children differ in their evaluations 

of paediatric health care.  Adding to this was the research that demonstrated the ability 

of younger children to validly evaluate their care.   

 The lack of validated instruments developed for use with young children 

combined with the paucity of research investigating parents’ and younger patients’ 

evaluations of Australian paediatric specialist surgical care and the impact of travel time 

on these evaluations led to the necessity of conducting this study.   
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Chapter 3: Research Methods 

 

Introduction  

Based on the purpose of the study, research aim, and research questions, the 

present study involved a multiple-methods design relating to the paediatric surgical 

experience of parents and patients, which included measuring their ratings of 

satisfaction with the care received.   

The multiple-methods approach was defined as consisting of “two or more 

studies using different methods, which address the same research question or 

different parts of the same research question” (Morse, 2010, p. 340).  Thus, each 

part of the research comprises an independent study (Morse, 2010).  The use of 

quantitative and qualitative methods enables the research to utilise the strengths of 

each approach, therefore strengthening the findings of a research study.  The 

pragmatism research movement has increased the popularity of multiple-methods 

research (e.g., Johnson & Onwuegbuzie, 2004; Morse 2010).   

The present study adopted the multiple-methods approach to enable the use 

of both quantitative and qualitative approaches.  The quantitative approach was used 

to explore and establish the levels of and statistical relationships between the aspects 

of care known to influence patient satisfaction.  This involved a questionnaire study.  

Parent and patient questionnaires were distributed and the data that was included in 

the analysis were 214 parent questionnaires and 58 child questionnaires.  The 

qualitative approach built on the quantitative findings of the study by providing 

detailed data that more intricately captured the experience of participants which in 

turn provided additional explanatory power to describe and explain the relationships 

between aspects of care generated by the quantitative phase of the study.  This 

involved analysing data that was generated by 195 semi-structured interviews.  Both 

parts of the study involved a purposeful convenience sample.   

Two separate but concurrent phases were included in the study: The use of 

quantitative methods were used in phase 1 to capture those aspects of care known to 

influence patient satisfaction, to determine patient and parent ratings of those 

aspects, and to investigate the relationships between those aspects and patient 

satisfaction levels.  Factor analysis and multiple regression analysis were used to 
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generate an explanatory structure of patient satisfaction.  The use of qualitative 

methods were used in phase 2 to richly describe and explain the experience of 

patients and parents who received specialist paediatric day-case surgical care.  Using 

a combination of grounded theory and content analysis, salient themes emerged, 

which produced a substantive theory (i.e., conceptual framework) that explained all 

the emergent themes and their interrelationships.  Using the conceptual framework 

generated in the literature review (Chapter 2), the relational structure generated in 

phase 1 of the results (Chapter 4), and the emergent conceptual framework found in 

phase 2 of the results (Chapter 4), a synthesised conceptual framework is presented 

in Chapter 5.   

The results of phase 1 and phase 2 are presented in Chapter 4.  The second 

phase builds on the first phase by providing added power to describe and explain in 

detail the initial findings of phase 1.  The overall study provides a detailed and 

explanatory account of the needs and experiences of paediatric surgical patients and 

their families.  The research design and process of the study as it was conducted, is 

show in Figure 3.1. 

 

 

         

 

 

 

  

 

 

 

 

 

 

 

 

 

Figure 3.1. Multiple-method Concurrent Research Design. 
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Research Design  

The research design for this study featured a multiple-methods approach 

involving both quantitative and qualitative components.  This allowed the 

researcher to obtain data using different methods to complement each separate 

component and “strengthen research results” (Thurmond, 2001, p. 257).  Morse 

(2003, 2010) differentiated the multiple-methods design from those classed as 

mixed-methods design.  A mixed-methods design is “one project, known as the 

core project, which is a complete method in itself, and a second project consisting 

of a different type of data or analysis, using a strategy (and there may be more than 

one) that is incomplete: that is, that is not comprehensible or publishable apart from 

the core project” (Morse, 2010, p. 340).  In contrast, a multiple-method design 

consists of “two or more studies using different methods, which address the same 

research question or different parts of the same research question” (Morse, 2010,  

p. 340) and where each component of the research is an independent, stand-alone 

study (Morse, 2010).  The most important component of any study is the research 

question; “research methods should follow research questions in a way that offers 

the best chance to obtain useful answers” (Johnson & Onwuegbuzie, 2004, p. 18).  

Thus, consistent with the overall study’s purpose and to appropriately answer the 

research questions, the multiple-methods approach was used.   

The multiple-method approach adopted in the present study used a 

concurrent approach to data collection, meaning that the researcher collected data 

from the questionnaire study and the interview study at the same time.  The use of 

concurrent quantitative and qualitative strategies to answer the same or parts of the 

same research question can bring about complementary findings which when 

combined, can help explain the unanswered questions or inconsistencies of each 

approach (Thurmond, 2001).  Triangulation used in this study is the “designed use 

of multiple-methods, with offsetting or counteracting biases, in investigations of the 

same phenomenon in order to strengthen the validity of inquiry results” (Greene et 

al., 1989, p. 256).  The main argument for triangulation is that adopting one 

approach to answering a research question brings about a more biased and limited 

answer in comparison to using two methods to answer the same research question, 

thus decreasing the bias and limited nature of the answers yielded form the 

multiple-method approach (Green et al., 1989; Thurmond, 2001).  In this way, 
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methodological triangulation using the multiple-methods design can provide more 

comprehensive answers to research questions that would otherwise be answered 

less comprehensively if only a quantitative or qualitative approach was used 

(Thurmond, 2001).   

The current research design adopted a complementarity multiple-methods 

approach, meaning that the qualitative and quantitative methods were used to 

operationalise overlapping yet different aspects of a phenomenon to bring about a 

more comprehensive understanding (Greene et al., 1989; Nastasi et al., 2010).  In 

this study, the complementarity multiple-methods approach was used to 

quantitatively measure the evaluations of paediatric surgical care by patients and 

their parents and to qualitatively capture the nature of the experience of paediatric 

surgical care by patients and their parents including the influences on and 

evaluations of their experiences.  The two measures in the present research have 

assessed similar yet different aspects of the phenomenon of paediatric surgical care.   

Multiple and mixed-methods research was partially borne out of the 

triangulation literature (Greene et al., 1989; Teddlie & Tashakkori, 2011b), which 

initially focussed on “convergence” of the data (Greene et al., 1989; Thurmond, 

2001).  Researchers (Dew, 2007; Johnson & Onwuegbuzie, 2004; Teddlie & 

Tashakkori, 2010b) are more recently acknowledging the importance of 

“divergence” in the nature of results.  The importance of dissimilar findings is that 

they may lead to a greater understanding of multifaceted phenomena which in turn 

can lead to posing more in-depth questions toward gaining even more insight into 

the phenomenon under investigation (Greene et al., 1989; Nastasi et al., 2010; 

Teddlie & Tashakkori, 2010b).  As argued by a number of qualitative and mixed-

methods researchers (Dew, 2007; Strauss & Corbin, 1998; Teddlie & Tashakkori, 

2010a), the method of data collection may bring about a specific “version of 

reality” (Dew, 2007, p. 434) which can generate very different findings .  Thus, 

divergence in the data can bring about a more comprehensive picture of the 

phenomenon examined rather than invalidating one or both data sources due to 

divergence.     

To minimise the bias and limitations of using either the quantitative or 

qualitative approach, a research movement of which multiple-methods researchers 

are a part of, is termed pragmatism (Johnson & Onwuegbuzie, 2004).  Pragmatism 
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argues for the logical and practical approach to research design by combining the 

philosophical paradigms of quantitative and qualitative researchers as well as 

abduction, the “uncovering and relying on the best of a set of explanations for 

understanding one’s results” (Johnson & Onwuegbuzie, 2004, p. 17).  Therefore, 

pragmatism was the philosophical paradigm taken in this study.    

 

Phase 1: Quantitative Phase 

The use of an exclusively quantitative approach to the construction of the 

PSPEQ (parent form) and the QCSH (child form) provided the basis for answering 

research questions 1 to 6 as set out in Chapter 1.  Questionnaire construction was 

based on the literature review presented in Chapter 2.  The literature review 

demonstrated the large number of studies which have investigated patient 

satisfaction and the aspects of care known to influence patient satisfaction in 

different health care settings.  Those studies, which have originated from a variety 

of Western countries and span several decades, have independently generated the 

same or similar aspects of care known to influence patient satisfaction and were 

combined to create a conceptual framework in the literature review.  Research 

questions 1 to 6 pertain to determining patient and parent ratings, generating 

factors, investigating the relationships between factors, and determining the 

presence or absence of statistically significant differences between groups; all of 

which required a quantitative approach.   

One of the aims of the questionnaire study (research aim 4) was to enable 

comparisons between parent ratings in the present research and the ratings found in 

past research presented in the literature review.  This aim necessitated a 

questionnaire construction process that aligned closely to the previous literature and 

the constructed conceptual framework presented at the literature review.  Three 

open-ended questions were included in the PSPEQ (parent form) and three in the 

QCSH (child form), not for the purpose of mixing methods, but to act as a vehicle 

for questionnaire refinement during the pilot phase of the study only (although 

these questions were retained to allow analysis of the feedback at the end of the 

study to provide further refinement to the questionnaire for future use) and were not 

used to analyse the quantitative data and therefore does not constitute a mixed-

methods design, based on the definition given by Morse (2010).   
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Phase 2: Qualitative Phase  

The use of a predominantly qualitative approach to the semi-structured 

interview phase of the study provided the basis for answering research questions 7 

to 11 as set out in Chapter 1.  The interview protocol was based on exploratory, 

open-ended questions designed to capture parents’ and patients’ experiences with 

paediatric surgery in a way that allowed families to describe and define the 

experience from their perspective, which fulfilled research aims 1 and 6.  Research 

questions 7 to 11 focused on patient and parent descriptions of the perceived 

efficacies of the paediatric service provided and the perceived shortcomings and 

recommendations for improvements to the service, all of which required a 

qualitative approach.   

The alignment of the research questions with the phases of the study and 

methods used are presented in Table 3.1. 
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Table 3.1 

Summary of the Phases of this Research Study and Related Research Questions  

Phase of the 

Research 

Research 

Phase 

Questions 

Number of 

Participants 

Instruments and 

Methods Used 

Data Obtained Data 

Analysis 

Phase 1 

(Quantitative) 

First Phase 

RQ1 

 

 

 

 

RQ2 

 

 

 

 

RQ3 

 

 

 

RQ4 

 

 

 

 

RQ5 

214 parents of 

surgical 

paediatric 

patients 

 

58  5 to 10-year-

old paediatric 

surgical patients 

 

214 parents of 

paediatric 

patients 

 

58  5 to 10-year-

old paediatric 

surgical patients 

 

214 parents of 

paediatric 

patients 

 

PSPEQ (Parent Form) 

 

 

 

 

QCSH (Child Form)  

 

 

 

 

PSPEQ (Parent Form) 

 

 

 

QCSH (Child Form)  

 

 

 

 

Factors generated 

from PSPEQ (Parent 

Form) 

  

Evaluations of 

the aspects of 

paediatric 

surgical care 

and overall 

satisfaction 

with care 

Mean 

Standard 

Deviation 

 

 

Mean 

Standard 

Deviation 

 

 

Exploratory 

Factor 

Analysis 

 

Exploratory 

Factor 

Analysis 

 

 

One-way 

Between 

Subjects 

MANOVA 

Phase 1 

(Quantitative)

Second Phase  

RQ6 

 

 

 

 

214 families of 

paediatric 

patients 

Factors generated 

from PSPEQ (Parent 

Form) 

Multiple 

Regression 

Analysis 

Phase 2 

(Qualitative) 

First Phase  

RQ7a 

 

 

 

RQ7b 

 

 

 

RQ8a 

 

 

 

RQ8b 

 

 

 

RQ8c 

195 families of 

paediatric 

surgical patients 

 

27  5 to 10-year-

old paediatric 

surgical patients 

 

195 families of 

paediatric 

surgical patients 

 

27  5 to 10-year-

old paediatric 

surgical patients 

 

195 families of 

paediatric 

surgical patients 

Parent Interviews 

 

 

 

Patient Interviews 

 

 

 

Parent Interviews 

 

 

 

Patient Interviews 

 

 

 

Parent Interviews 

Family’s 

experiences of 

paediatric 

surgical care 

Grounded 

Theory and 

Relational 

Content 

Analysis 

Phase 2 

(Qualitative) 

Second Phase 

RQ9 

 

RQ10 

 

RQ11 

195 families of 

paediatric 

surgical patients 

and 27  5 to 10-

year-old 

paediatric 

surgical patients 

Emergent categories 

from parent and child 

interviews 

 

 

Grounded 

Theory 
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Sample Selection and Participants 

Sample Selection 

Local and travelling paediatric patients and their families attending 

day-surgery at an Australian metropolitan or regional hospital in New South 

Wales and Victorian geographically convenient locations were invited to 

participate in this study.  Families attended the paediatric surgeon’s clinic 

for a postoperative consultation, although families attended a number of 

different surgical facilities for the surgery including child-only metropolitan 

facilities, regional private facilities, and regional base facilities.  The 

participating families in the sample attended one of six surgical facilities.  

Paediatric patients scheduled for structural repair procedures  

(e.g., inguinal hernia repair and circumcision) that require general 

anaesthetic (NSW Health, 1999) were the focus of this study.  These 

surgical procedures are high volume, minor procedures that require no 

specialist equipment (Arul & Spicer, 1998).  Focussing on high volume, 

routine surgical repairs enabled recruitment of a sufficiently homogenous 

participant sample, which enhanced the statistical power of the study.  This 

is particularly relevant in rural and regional hospitals which are usually 

smaller than metropolitan hospitals and have a smaller patient base 

(Moscovice & Rosenblatt, 2000).  In light of the rigorous process used to 

select day-case patients as described by Rudkin et al. (1993), obtaining 

research samples from day-surgery lists enabled control of variations in 

illness severity. 

Although adenoidectomy and tonsillectomy are common paediatric 

surgical procedures (NSW Health, 1999), ENT surgery specialisation is 

relatively large, and surgical workforce analysis (Baume, 1995) has 

determined that there are adequate numbers of such surgeons.  In contrast, 

the paediatric surgery specialisation is very small (RACS, 2002) and the 

vast majority of this workforce resides in metropolitan areas (RACS, 2001).  

Paediatric patients are therefore less likely to be required to travel longer 

distances for surgical procedures conducted by ENT specialists.  Paediatric 

patients who accessed ENT surgical services were excluded from the study.  

Due to the nature of data collection, parents unable to read English at a  
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6
th

 grade level (due to illiteracy or non-English speaking background) and 

children with developmental delays, mental health disabilities, and those 

scheduled for a non-invasive procedure (e.g., endoscopy or colonoscopy) 

were excluded from the study. 

The single-surgeon design of the study controlled for surgeon skill.  

Holding surgeon skill constant enabled comparisons between groups on 

variables such as travel time to medical care which has been found to impact 

negatively on patient satisfaction in previous research (Fox & Storms, 1981; 

Penchansky & Thomas, 1981).   

Paediatric day-surgery patients from ages 5 to 10-years-old inclusive 

and their parents were invited to evaluate their care.  To obtain feedback 

from a broader age range, parents of children less than 5 years were also 

invited to participate.  Studies on paediatric patients’ evaluations of care 

have been predominantly conducted with patients aged 10 to 15 years (e.g., 

Black & Sawyer, 1995; Litt & Cuskey, 1984; Shapiro et al., 1997).  The 

primary argument made by some child health and development researchers 

for excluding paediatric patients under 10 years is that younger children 

struggle with some health-related terms and are more likely to endorse 

extreme responses on a Likert scale format, hence decreasing the internal 

consistency of responses (Herjanic et al., 1975; Rifkin et al., 1988; Shapiro 

et al., 1997).  However, a number of those studies (e.g., Herjanic et al., 

1975; Rifkin et al., 1988) and others (e.g., Bush & Holmbeck, 1986; 

Chesney et al., 2005; Heary et al., n. d.) that included children as young as 5 

or 6 years have achieved sound levels of internal consistency (i.e., alpha = 

.86, Chesney et al., 2005; alpha = .78, Heary et al., n. d.; alpha = .89, Rifkin 

et al., 1988), inter-rater reliability (e.g., 89% agreement, Herjanic et al., 

1975), and test-retest reliability (e.g., Pearson correlation = .70-.76, Bush & 

Holmbeck, 1986).  There is no reason to expect that Australian children 

would not produce research results with these levels of reliability.   

Fewer studies have examined the ability of younger children to 

discriminate between different aspects of a paediatric service, but of those 

that have, discriminant validity has been reported (e.g., Bitzer et al., 2012; 

Heary et al., n. d.; Pelander et al., 2009).  Those findings suggest that it is 
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possible to develop an instrument with good psychometric properties for use 

with children from age 5 years and above, provided questions are phrased in 

an age-appropriate manner. 

A key argument for obtaining younger children’s feedback on their 

health care experiences is the lack of research focussing on this age group.  

Calls for more research with younger children have been made (Draper, 

1997; Draper & Hill, 1995; Lindeke et al., 2006; Lindeke et al., 2009) and 

studies have found that younger children experience (e.g., Tates et al., 2002; 

Tates & Meeuwesen, 2000) and evaluate (e.g., Lindeke et al., 2006; 

Simonian et al., 1993) their health care differently to older children.  This 

compounded the need for further research into the health care experiences of 

younger children.  

Purposeful convenience sampling was used in the present study.  

This is a form of non-random sampling that combines purposeful and 

convenience sampling where a setting, group, or individuals are 

purposefully targeted due to their characteristics which align with the 

research question(s) being investigated.  Participants are then selected from 

this framework based on who is “available and willing to participate at the 

time” (Onwuegbuzie & Leech, 2007, p. 114).  This study’s approach to 

sampling was purposeful in that families who were the recent recipients of 

specialist paediatric surgical care were targeted.  The site at which the 

sample was targeted was at the paediatric specialist surgeon’s clinic where 

the surgeon’s patients attended for pre and postoperative consultations.  In 

some studies, the time period during which data collection occurs can 

influence the sample of participants recruited, which is known as temporal 

sampling (Quin, 1999).  Data collection for the present study occurred over 

a period of 20 months.  Thus, problems of temporal sampling were 

minimised.   

Convenience sampling was also adopted in that any family that was 

visiting for a postoperative follow-up consultation was approached and 

families who were available and willing to attend an interview and take a 

questionnaire home to complete were recruited as participants.  These 

participants were also given a questionnaire to take home and return by 
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mail.  Some families were unable to attend an interview, but agreed to take a 

questionnaire home to complete and return by mail.   

 

Participants 

The total number of participants in the interview and questionnaire 

phases of the study is seen in Table 3.2.  To determine the overlap of 

participants involved in the questionnaire and interview phases of the study, 

the total number of participants who completed both an interview and a 

questionnaire is converted to a percentage, indicating a 42.4% overlap in the 

samples across both studies.  The participant overlap for the parents of 

younger children group, the parents of older children group, and the 5 to 10-

year-old patient group were 47.7%, 40.7%, and 28.8% respectively.   

 

Table 3.2 

Total Number of Study Participants by Phase of Study and Participant Group 

______________________________________________________________________ 
Participant Group                 Interview         Questionnaire      Interview and       Total 

 Only      Only           Questionnaire 

______________________________________________________________________ 
Parents of Younger Children  41  61  93 195 
(Under 5-years-old) 

 

Parents of Older Children  26  25  35  86 

(5 to 10-years-old) 

 

Paediatric Patients   8  39  19 66 

(5 to 10-years-old) 

______________________________________________________________________ 
Total 75  123  147 347 

______________________________________________________________________ 

 

 

The gender breakdown of parents and children in the questionnaire 

and interview phases of the study is seen in Table 3.3.   
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Table 3.3 

Gender Breakdown of Study Participants by Phase of Study and Participant Group 

______________________________________________________________________ 
Participant Group                      Questionnaire                           Interview    

        Study                          Study 

 
                                                    Male      Female                         Male      Female 

______________________________________________________________________ 
Parents of Younger Children  2  152  7 131  
(Under 5-years-old)    

 

Parents of Older Children 2 58 3 59  

(5 to 10-years-old) 

 

Paediatric Patients   38  20   20  7   

(5 to 10-years-old) 

______________________________________________________________________ 

Note.  Although 60 parents of older children participated in the questionnaire study, two 

of the older children declined to participate. 

Although 62 parents of older children participated in the interview study, 34 of the older 

children declined to participate.     

Total number of parents that participated in the interview study exceeded the total 

number of participating families (i.e., n = 195) because in 5 cases, both parents 

contributed to the interviews and are thus shown here.      

 

As seen in Table 3.3, a much larger proportion of male children were 

recruited in the study due to the higher rate of male children requiring 

surgery for minor structural issues, thus dictating the gender imbalance of 

the sample.  These surgeries included correction for inguinal hernias and 

pyloric stenosis, the prevalences of which are much higher in male children 

than female children (Jenkins & O’Dwyer, 2008; MacMahon, 2006).  

Conditions also included cryptorchidism (undescended testis) and 

hypospadias (abnormally placed opening of the connective tube from the 

bladder to the genitals), both of which only occur in males (Toppari, 

Virtanen, Main, & Skakkebaek, 2010).  Also notable is the much higher rate 

of female parents who participated in the study. 
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Statistics were conducted to control for sample bias based on 

demographic variables know to influence patient satisfaction levels.  Please 

see Appendix B for those statistics.   

Various opinions exist regarding sample sizes adequate for factor 

analysis. Some rely on estimates based on the number of cases per 

questionnaire item used, which Hair, Black, Babin, and Anderson (2010) 

term a ‘variable’, giving a minimum ratio of five cases per variable. The 

term ‘variable’ however, has been given another meaning by Tabachnick 

and Fidell (2013) who refer to the term as an underlying concept being 

measured by a number of indicators (i.e., a number of questionnaire items).  

This number of underlying concepts forms the construct under investigation 

in a factor analysis and is considered a variable. Tabachnick and Fidell 

(2013) give a minimum recommended sample size of five cases per 

variable. What is agreed on in the literature is that a general minimum 

number of cases cannot be estimated without consideration of the 

characteristics of the specific study in question (Hair et al., 2010; 

Tabachnick & Fidell, 2013).   

In the first factor analysis of the study presented here, 214 cases 

were included and 41 questionnaire items were constructed to measure 

aspects of health care known to influence perceptions of care. Items were 

generated based on the seven underlying concepts which made up the 

conceptual framework presented in Chapter 2.  The seven underlying 

concepts were interpersonal skills; communication and information; 

technical skills and competence; coordination and continuity; efficiency; 

facilities and physical environment; and access. The parent study’s sample 

size meets Hair et al.’s (2010) criteria of five cases per questionnaire item 

and exceeds the sample size recommended by Tabachnick and Fidell’s 

(2013) minimum sample size of five cases per variable or underlying 

concept. With seven underlying concepts, the ratio was 30:1, exceeding the 

recommended cases to variable ratio (Tabachnick & Fidell, 2013).  

Factor analysis was also conducted to test patient perceptions as 

measured by the QCSH (child form). A total of 11 questionnaire items were 

included in the factor analysis with a sample size of 58 cases. Although a 
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sample size of 100 is a general minimum for conducting factor analysis 

(Tabachnick & Fidell, 2013), the item to cases ratio was 1:5, equivalent to 

Hair et al.’s (2010) minimum recommended ratio.  Based on the literature 

review and resulting theoretical framework, five underlying concepts were 

included: interpersonal skills; communication and information; competence 

and technical skills; child-friendly facilities; and access.  The ratio of cases 

to underlying concept was 11:1, exceeding Tabachnick and Fidell’s (2013) 

ratio of 5:1. 

Multivariate analysis of variance (MANOVA) was conducted to 

investigate potential differences in ratings on the satisfaction subscales 

generated from the factor analysis conducted on the questionnaire items of 

the PSPEQ (parent form) between 39 families that travelled 90 minutes by 

car or more and 39 families that travelled less than 90 minutes by car.  The 

recommended sample size for MANOVA is 20 cases per comparison group 

(Hair et al., 2010; Tabachnick & Fidell, 2013). Thus, the 39 cases per cell in 

the MANOVA presented here exceeds this criteria.   

Standard multiple regression analysis was conducted to assess the 

predictive power of the four generated factors on overall perceptions of care.  

The recommended sample size for standard multiple regression ranges from 

a minimum of 15 to 20 cases per independent variable (Hair et al., 2010) to 

50 plus eight times the number of independent variables included 

(Tabachnick & Fidell, 2013).  Thus, the sample size of 214 in the study 

presented here exceeds both minimum sample sizes.     

 

Ethical Considerations  

Ethics approval was obtained from the Human Research Ethics Committee of 

the University of NSW, the institution in which the researcher was enrolled at the 

commencement of the study in 2004 (approval number 05294). 

   

 Procedures Implemented in the Event of Psychological Distress 

  No adverse issues of a psychological nature were expected to be raised 

by participation.  However, paediatric patients and their parents may have 

experienced psychological stress when reflecting on their surgical experience 
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whether or not a pre-existing issue was present.  Participants were informed that 

support would be provided in the unforeseen event of anything presenting.  The 

telephone numbers of the Kids Help Line and the Australian Psychological 

Society’s referral service were provided on the study’s information sheet for 

participants to contact if required.  Following ethics clearance, the researcher’s 

supervisor, Dr Julie Thacker, contacted the agencies to formally brief them on 

this project. 

 

 Potential Benefits of Participation 

  Patients may have received psychosocial benefits from participation.  

Patients and their parents may have appreciated the opportunity to express their 

ideas and evaluations of their surgical care.  Respondents may also have 

appreciated participating in research that should help future medical practice.  

Patients needing additional surgery may also benefit from improvements 

resulting from feedback generated by this study. 

  

 Nature of Participants 

  In the researcher’s view, the paediatric surgeon was considered an 

associate in that their patients (and their parents) make up the pool of 

respondents and the surgeon gave the researcher access to those patients.  This 

therefore presented the potential for improper influence to be exerted upon the 

participants by the surgeon or their administrative staff.  As a protective 

mechanism, the surgeon and administrative staff were asked to refrain from 

communicating with the respondents about the study (apart from the recruitment 

procedure outlined here). 

 

 Ethical Issues and Participant Recruitment 

  The recruitment of participants was via administrative staff to prevent 

any potential conflict of interest that surgeon may have had in promoting 

recruitment.  This ensured that the research was independent of any treatment 

outcome.  In addition, the surgeon and their administrative staff had professional 

interests in contributing to the validity and reliability of the data, which provided 

an additional reason for them not to exert inappropriate influence on the 
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researcher or the research.  The surgeon and their administrative staff complied 

with professional codes of ethical conduct as outlined in the Australian 

Psychological Society (APS) and National Health and Medical Research Council 

(NHMRC) guidelines.  

  An information letter outlining the project (see Appendix C) was sent to 

parents prior to their 1-week follow-up consultation with the surgeon to inform 

them of the study.  The letter outlined what was involved in participating and 

stated that the surgeon would not be privy to which of their patients would be 

participating in the study nor to any of the data collected as part of the research 

process.  The project was therefore fully disclosed to patients before their arrival 

to the surgeon’s clinic.  Information flyers (see Appendix D) were clearly visible 

on arrival to the surgeon’s clinic.  Parents of patients 10-years-old and under 

interested in participating were given the information sheet (see Appendix E) by 

the administrative staff to read.  On agreement to participate, parents were 

instructed to sign a consent form (see Appendix E) giving the researcher consent 

to record the interview responses via short hand.  Parents of participating 

children were also informed that their child, if aged between 5 and 10-years-old, 

was invited to participate by completing a child questionnaire (see Appendix F).  

Parents were informed that signing the consent form also gave their child 

permission to complete the child questionnaire.  Participants were given a 

questionnaire package (see Appendix G for parent questionnaire) to take home 

and complete within 2 to 3 days of their return home.   

  All participating parents were informed of the ability to withdraw from 

the study at any time without repercussion and that an information sheet for their 

retention was included in the questionnaire package.  Participants were reminded 

that the study was independent and that no information provided by participants 

would be communicated to the surgeon.  This should have prevented social 

desirability bias by participants.  Participants were informed on the information 

sheet that a revocation of consent form would be included in the questionnaire 

package which they could complete and send to the researcher’s supervisor at 

any time. 

  Parents of children too young to participate (children under 5-years-old) 

were approached to participate and all participating parents were informed that 
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return of the completed parent questionnaire would be taken as evidence of their 

consent to participate.  After written consent was obtained, participants were 

introduced to the researcher for the 30-minute semi-structured interview.  The 

semi-structured interviews were held in a vacant, discretely located office space 

on the premises of the surgeon’s clinic out of view of other patients and out of 

sight and hearing range of treatment.   

  The researcher was available at the clinic if required.  If absent, the 

surgeon’s administrative staff were able to contact the researcher by telephone 

for an immediate discussion or to schedule an on-site discussion at the clinic. 

 

 Confidentiality of Information 

  Participants were informed that any identifiable information they 

provided would be kept confidential and would be disclosed only if participants 

gave their permission or as required by law.  Participants were informed that 

consent to participate in the study would be taken by a) completion and return of 

the parent questionnaire, and b) written consent from parents which would 

permit their child to complete the child questionnaire and permit the researcher 

to interview the parent and record parent’s responses via short hand.  However, 

it was a possibility that a situation may have presented making it necessary that 

information be passed on to someone not directly connected to the project and 

participants were informed of this possibility in the project’s information sheet 

(see Appendix E).   

 

 Data Management and Dissemination  

Completed questionnaires and semi-structured interview data were 

retained at the School of Medicine (Gold Coast Campus) Griffith University.  

The researcher and supervisor hold copies of the data for their own research.  

This protected the investigators from allegations of falsification of data and 

complies with ethical requirements of the researcher’s previous and current 

university’s ethics protocols.  

Data remains confidential.  Data when presented for publication will be 

in group format in an unidentifiable form.  All information from each parent-

child pair was given the same ID number to maintain links between each piece 
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of data from the same parent-child participant pair.  The surgeon and their 

administrative staff did not have access to the parent-child ID number. 

All files were locked in a filing cabinet in a locked office.  Those with 

access to the key were the project’s supervisor and researcher only.  Computer 

access was password-protected.  Questionnaires and semi-structured interview 

data will be stored for 7 years from the date of publication and then shredded.  

Signed consent forms will be retained for 7 years from publication, and will be 

made available to the relevant Institutional Ethics Committees upon request.  

Signed consent forms will be shredded after 7 years. 

At the conclusion of the study, a summary of the results will be made 

available to participants should they contact the researcher.  Participants were 

advised of this option in writing on the information sheet. 

 

Instrument development 

Paediatric Surgical Patient Evaluation Questionnaire (Parent Form) 

The parent form of the paediatric surgical patient evaluation 

questionnaire was an adaptation of the day-surgery patient questionnaire 

designed by UK researchers Black and Sanderson (1993).  Their test instrument 

was used to initiate a national comparative audit in the UK (Black, Petticrew, 

Hunter & Sanderson, 1993).  Interviews with parents of paediatric surgical 

patients were part of its item generation process, thus establishing content 

validity (Black & Sanderson, 1993).   

The instrument contains both open and closed questions and covers 

patient socio-demographic characteristics, events experienced before and during 

admission, clinical management during and after surgery, patient health status, 

and outcome of the operation (Black & Sanderson, 1993).  Black and 

Sanderson’s (1993) questionnaire is the only comprehensive measure designed 

with and for patients in the day-surgery context.  The content and design of the 

Black and Sanderson’s instrument lends itself well for use within the Australian 

public health care system.  In contrast, the design of US instruments for patient 

health care is driven by the country’s all-private health care system (Draper and 

Hill, 1995).  Black and Sanderson’s focus on assessing patients’ experiences of 

issues before admission, during admission and after discharge captures the 
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whole episode of care which parallels better with the experiences of Australian 

public patients (Draper & Hill, 1995).  No factor analysis or internal consistency 

calculations were included in the publication of Black and Sanderson’s (1993) 

test instrument. 

Additional item content was extracted from published qualitative data 

(Callery & Luker, 1996; While & Wilcox, 1994) on parents of paediatric day-

surgery patients.  Items were also adapted from published parent questionnaires 

constructed for paediatrician consultations (Deisher, Engel, Spielholz & 

Standfast, 1965; Lewis, Scott, Pantell, & Wolf, 1986; Seid et al., 2001).  Other 

items were adapted from instruments developed for parent satisfaction with 

child hospitalisation, including those by Bragadittir and Reed (2002), Sawyer 

and colleagues (1996), and Budreau and Chase (1994), and satisfaction with 

paediatric day-surgery care from the instrument constructed by Graham and 

Dawson (1991).  Item content was also adapted from test instruments by the 

researchers Penchansky and Thomas (1981), and the qualitative findings of 

country patients’ experiences found in Bentley (2001), Keleher and Ellis (1996) 

and Veitch et al. (1996).  All these studies investigated the importance that 

patients place on the accessibility and availability of health care services. 

Questionnaire content was also based on surgery-related events such as 

vomiting, bleeding, nausea, pain and distress that may occur after discharge.  

The items required yes/no responses to the list of possible events in the first 

week after discharge. 

The parent questionnaire was split into 10 chronologically-ordered 

sections to more easily orientate participants, and included: demographics (13 

items), preparation and travel associated with the hospital visit (19 items), the 

preoperative consultation with the surgeon (16 items), time spent in the hospital 

(7 items), quality of hospital care (29 items), advice given by hospital staff  

(6 items), postoperative events after discharge from hospital (11 items), after-

discharge care (4 items), access to the surgical service provided (3 items), and 

overall views of the care received (10 items).  The closed-ended items had 

various response formats including nominal, ordinal, and interval response scale 

formats.  PSPEQ (parent form) items based on their relevance to the aspects of 

care which emerged from the literature review are seen in Table 3.4. 
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Table 3.4 

Items from the PSPEQ (parent form) by Aspect of Surgical Care 

______________________________________________________________________ 
Aspect of Surgical Care  Items    

______________________________________________________________________ 

Interpersonal Skills 30f, 30i, 37c, 37k, 37l, 37r, 40b 

Communication and Information 30a, 30b, 30c, 30d, 30e, 30g, 30h, 30j, 31a, 31b, 37e, 37m, 

37o, 37p, 40a, 40c, 40d, 40e, 40f, 41a, 41b, 48  

Technical Skill and Competence 37n, 54, 55 

Coordination and Continuity 37s, 38, 40h 

Efficiency 37b, 37q, 40g 

Facilities and Physical Environment 37a, 37d, 37f, 37g, 37h, 37i, 37j 

Access 14a, 14b, 14c, 29, 35d, 39, 49a, 49b, 49c 

Overall Satisfaction and Quality of Care 53, 56a, 56b 

______________________________________________________________________ 

Note. Please see Appendix G for a full list of PSPEQ (parent form) items  

 

All items related to evaluating the care provided had a response scale of 

1 to 5 to allow for comparisons between item means and for the purpose of 

factor analysis.  The 5-point scale was also used here because it has yielded 

fewer missing responses compared to 7-point scales and has been rated by 

participants as easier to complete (Nagata, Ido, Shimizu, Misao, & Matsuura, 

1996).  A number of patient satisfaction questionnaires designed for use with 

adult hospital patients (Cleary et al., 1992; Clever et al., 2008; Ware & Hays, 

1988), including surgical patients (Harnett, Correll, Hurwitz, Bader, & Hepner, 

2010) and parents of paediatric hospital patients (Ammentorp et al., 2006) have 

used a 5-point scale.  In addition, the 5-point scale was used to allow 

comparisons to be made between parent and patient ratings.  The use of a scale 

with a middle score was also viewed as necessary to give respondents the 

opportunity to select a neutral option.  

The response scale labels for items on the PSPEQ varied, depending on 

the questionnaire item.  The largest proportion of questionnaire items included a 

response scale ranging from ‘excellent’ to ‘poor’.  This response scale has been 

frequently used in patient satisfaction questionnaires with adult hospital patients 

(Cleary et al., 1992; Clever et al., 2008; Ware & Hays, 1988) including surgical 

patients (Harnett et al., 2010).  The ‘excellent’ to ‘poor’ response scale with a 
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centre point has been found to elicit a greater variation in responses that are also 

less skewed, compared to ‘highly satisfied’ to ‘highly dissatisfied’ rating scales 

(Materko et al., 1990; Rubin, 1990; Ware & Hays, 1988).  These findings further 

supported the use of the excellent to poor response scale used in the PSPEQ.      

A rank item was also included and presented seven aspects of care to be 

ranked from 1 to 7 based on their importance with 1 signifying the most 

important aspect of care and 7 the least important. Three open-ended questions 

were included in the questionnaire asking for any feedback participants have 

regarding the care they received.  One of the open-ended items was placed at the 

start of the questionnaire to obtain (theoretically) uninfluenced feedback. 

Another similar open-ended question was included at the end of the 

questionnaire, in the event that an issue or experience was prompted by 

questionnaire completion that had not been addressed in the questionnaire items. 

Finally, the last open-ended questions asked for any feedback, positive or 

negative, regarding the appropriateness of the questionnaire itself. Although this 

feedback was primarily gathered for the pilot study, this item was retained to 

obtain feedback from the participants in the main study to improve the 

questionnaire for future use.     

The demographic questions that were included were based on research 

presented in the literature review illustrating the demographic variables known 

to impact on patient satisfaction. The demographic data on age, household 

income, and educational background was collected as nominal data to enhance 

the response rate of participants.  The rate of item response is generally higher in 

closed-ended items (Denscombe, 2009; Kwak & Radler, 2002).  Research has 

also demonstrated that posing demographic questions in an open-ended response 

format results in a lower response rate compared to using the closed-ended 

format (Griffith, Cook, Guyatt, & Charles, 1999).  Gathering nominal data for 

variables such as educational background also allowed for the consistency of 

responses across participants for statistical analysis. Thus, by the inclusion of 

closed-ended demographic questionnaire items, matching of participants on 

demographic variables in the MANOVA statistical analysis was made possible.  
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Questionnaire on Children’s Surgery in Hospital (Child Form) 

The child version of the paediatric surgical patient questionnaire, which 

was designed for this study, remained similar in content to the parent version but 

with the vocabulary level and wording of items being adapted from published 

child questionnaires.  Specific models included the Children’s Hospital 

Evaluation Questionnaire (CHEQ; Heary et al., n.d.) designed for hospital use 

with paediatric inpatients; the Child Satisfaction Questionnaire (Rifkin et al., 

1988) designed to assess children’s perceptions of visiting a paediatrician; and 

the Child Survey designed to assess paediatric satisfaction with emergency room 

care (Magaret, Clark, Warden, Magnussen, & Hedges, 2002).  The content 

validity and reliability of those measures have been derived from interviews 

with children as part of the item generation and design process in the 

preliminary study.  

As part of the preliminary study, open-ended questions asked how the 

measures could be improved, what aspects of care were particularly positive and 

what experiences could be improved upon.  Respondents were also asked to rank 

aspects of care in order of importance to determine the most and least important 

aspects of patient care.  A Likert type response format ranging from 1 (Poor) to 

5 (Excellent) was adopted for both parent and child measures.  A pictorial 

accompaniment to the response format similar to the Wong and Baker (1988) 

pain scales were included in the pilot of the child instrument.  Pain scales, based 

on a series of happy-to-sad faces, have been used previously to elicit children’s 

levels of satisfaction with their emergency room care (Magaret et al., 2002), 

despite there being no psychometric properties for the scale within the context of 

satisfaction.  A similar 3-point happy-to-sad faces scale has been preliminarily 

tested for use in the Child Care Quality at Hospital instrument for children 

(CCQH), an instrument developed to assess the quality of paediatric nursing 

care in hospital (Pelander et al., 2009).  Robust preliminary psychometric 

properties have been reported (Pelander et al., 2009).  

The questionnaire in this study was given to 10 parent-child matched 

pairs from various metropolitan and regional hospitals, to establish construct 

validity and internal consistency prior to the main study.  Prior to the 

preliminary and main studies, feedback from draft questionnaires was sought 
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from academics, surgeons, and other medical practitioners involved in the study 

as part of the design process, thus contributing to the content validity of the 

questionnaire.  In addition, 5 mothers (3 mothers of older children and 2 mothers 

of younger children) who had a recent paediatric surgical visit were informed of 

the study and were invited to give their verbal feedback.  Parents of younger 

children gave feedback on the content and layout of the parent form and parents 

of older children gave feedback on the content and layout of both the parent and 

the child form.  Feedback indicated the use of child-appropriate language 

(expression and vocabulary) typical of Australian children.  Other feedback 

included the thoroughness of the survey in including questions that captured the 

relevant issues and aspects of care important to parents. One parent of an older 

child particularly liked the faces scale used in the child form.   

The child questionnaire included 37 items relating to the patient’s 

experience with the paediatric surgical care provided.  The questionnaire 

comprised items with nominal, ordinal, and open-ended response formats.  All 

items evaluating the care provided were on a 5-point scale.  Five-point scales 

have been used with children in a variety of health and satisfaction contexts, 

such as health-related quality of life (Varni, Burwinkle, Seid, & Skarr, 2003), 

satisfaction with paediatrician care (Rifkin et al., 1987), and student life 

satisfaction (Seligson, Huebner, Valios, 2005).  A 5-point scale was also used 

because of the heavier cognitive load involved in the use of a 7-point scale.  

QCSH (child form) items and how they relate to the aspects of care that emerged 

from the literature review are seen in Table 3.5. 
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Table 3.5 

Items from the QCSH (child form) by Aspect of Surgical Care 

______________________________________________________________________ 
Aspect of Surgical Care  Items    

______________________________________________________________________ 

Interpersonal Skills 7, 8, 18, 19, 21 

Communication and Information 1, 2, 3, 4, 5, 6, 12, 13, 14, 15, 16, 17  

Competence and Technical Skill 20, 33, 34 

Child-friendly Facilities 10, 11, 26  

Access 27, 28       

Overall Perceived Quality of Care 35, 36 

______________________________________________________________________ 

Note. Please see Appendix F for a full list of QCSH (child form) items  

 

Four open-ended questions were included in the questionnaire and 

related to any feedback regarding care received. The open-ended items 

addressed the “worst things” about being in hospital, the “best things” about 

being in hospital, and what would have made the time in hospital better. The last 

open-ended question was directed at parents and asked for any feedback, 

positive or negative, regarding the appropriateness of the questionnaire itself. As 

with the parent questionnaire, this feedback was primarily gathered for the pilot 

study, but was retained to obtain feedback from participants in the main study to 

improve the questionnaire for future use.    

  

 Ordinal Response Scale and Statistical Analysis  

A contentious issue regarding the selection of a response scale is 

whether it is an ordinal or interval scale (e.g., Knapp, 1990).  In the case of a 

numbered scale, the distance between point 1 and point 2 is the same as the 

distance between point 2 and point 3.  The interval status of a response scale is 

even less certain when verbal labels are given at each point, as the meaning of 

the labels may vary amongst respondents.  It has been concluded that “the level 

of any information captured by any scale falls somewhere in-between the 

definitions of ordinal and interval data” (Darbyshire & McDonald, 2004, p. 18).  

The main incentive to view the scale as an interval level of measurement is that 

it allows for statistical analysis of the data.  It is now generally accepted that 
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with a large sample size, ordinal data has sufficient variability to permit its use 

for parametric statistical analysis (Norman, 2010).  The response scale used in 

the study presented here was therefore considered to be an interval scale, thus 

enabling parametric statistical analysis of the data gathered.   

 

Variables in the Quantitative Analysis 

 Travel Time to Care 

Travel time to the surgical facility was an independent variable in this 

study.  Measurement occurred via a questionnaire item, such as “In minutes, 

how long did it take you to get to the surgical facility?  Please include any 

waiting times at airports, bus terminal etc.  If you stayed overnight near the 

hospital before your child’s surgery, please include the travel time from where 

you stayed to the hospital”.  A similar question was asked addressing the time 

taken to return home from the hospital.  Research has indicated that travel time, 

rather than distance travelled, correlates with patient satisfaction levels, with 

the access aspect of care (Fox & Storms, 1981; Pascoe, 1983).  Other studies 

have also used travel distance as an independent variable (Aitken & Hathaway, 

1993), but the utilisation of aeroplane services by participants can acts as a 

confound by decreasing travel time, hence decreasing travel demands.  

Therefore, travel time, rather than travel distance is used in this study. 

 Comparisons based on patients’ travel time will be made between local 

(travel time of less than 90 minutes one-way) and distant (equal to, or greater 

than 90 minutes one-way) groups.  A threshold of 90 minutes was used in this 

study to delineate local from distant families because it corresponded with the 

approximate length of time it would take to travel 100km, which is the 

eligibility criteria for Australian state government funding schemes that 

financially assist travelling patients.  Although the threshold varies from state 

to state (Department of Health Victoria, 2009; Queensland Health, 2009), the 

highest state threshold (i.e., 100km, Department of Health Victoria, 2009; 

McGrath & Seguerra, 2000) was adopted in this study.  This threshold also 

aligns with previous Australian (Gordon et al., 2009) and Canadian (Yanzi et 

al., 2001) research that investigated the impact of travel to health care.    
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Evaluations of the Process and Outcome of Surgical Care 

Dependent variables will include surgical parent and child evaluations of 

the process and outcome of surgical care.  Consumer-assessed outcomes of 

surgical care are increasingly being recognised and included in clinical audits, 

alongside clinically-derived outcome measures in the adult (Wright, Chambers, 

& Robens-Paradise, 2002) and paediatric (Sheahan, O’Dwyer, & Blayney, 2002) 

literature.  Focussing on high-volume, day-case, routine surgical repairs (i.e., 

children with no other morbidities) will control variations in illness severity.  As 

outlined by Rudkin, Osborne, and Doyle (1993), a rigorous process is used to 

select candidates for day-case surgery, which will be used to advantage here. 

Patient satisfaction was measured via parent and child ratings on a 

paediatric surgical patient evaluation questionnaire adapted from the day-surgery 

patient questionnaire designed by UK researchers Black and Sanderson (1993).  

Due to the multidimensional nature of patient satisfaction, each dimension of 

care included in the satisfaction survey (e.g., access and continuity) will be 

considered a separate dependant variable to allow for comparisons amongst 

subscale scores.  The impact of various patient characteristics on level of patient 

satisfaction has been investigated and findings are mixed (Brown & Lumley, 

1993; Hall & Dornan, 1988a, 1988b; Tucker & Kelly, 2000).  Although various 

characteristics may exert strong influences on patient satisfaction of service 

provision, only patient age has been consistently related to satisfaction.  

Younger respondents tend to be less satisfied with services received (Cohen, 

1996; Sorlie et al., 2000; Zapka et al., 1995).   

 

Data Analysis  

In phase 1 of the study, the parent and patient questionnaire data was statistically 

analysed to answer research questions 1-6.  After data was screened for clerical entry 

errors and values outside the expected range, missing values were double-checked by 

reviewing the questionnaires.  Negatively-worded items were reverse-scored and 

descriptive statistics were calculated to determine how parents and patients perceived 

the various aspects of paediatric surgical care. Once variables were transformed to 

normality, principal components analysis was conducted to provide a preliminary 

assessment of the factorability of the data set and to determine the approximate number 
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of factors that should be retained.  Exploratory factor analysis was then conducted to 

determine the underlying latent structure of patient perceptions of care, as 

operationalised by the parent and patient questionnaire items (see Chapter 4).  The 

internal consistency reliability of the factors was then determined using thee Cronbachs 

alpha coefficient.  

The factors generated by the parent questionnaire data was then used in a 

MANOVA to determine whether participants that travelled 90 minutes or more each 

way to the surgical facility would rate their care less positively compared to participants 

that travelled less than 90 minutes each way.  The distant participants were matched 

with local participants on socio-demographic variables (e.g., parent’s age, annual 

household income, and parent’s educational level) known to influence patient 

perceptions of care to control for these influences. 

In the second quantitative phase of the study, the factors generated by the parent 

questionnaire data were entered as independent variables in a standard multiple 

regression analysis. The three standard multiple regressions were conducted to 

separately determine the predictive power of the four factors to predict three general 

measures of patient perceptions: 1) overall satisfaction of care received, 2) the 

perceptions of the overall quality of hospital care, and 3) whether participants would 

recommend the hospital service to a friend.   

In phase 2 of the study, semi-structured interview data were analysed using a 

combination of grounded theory and content analysis to answer research questions 7-11.  

Interview data was gathered from parents and patients to firstly determine the perceived 

efficacies of and recommendations for improvement to the paediatric surgical service 

provided.  Categories were generated from the interview data using a grounded theory 

approach.  A random sample of the interview data was used to establish an acceptable 

level of inter-coder reliability between the researcher and a second coder.  The 

remaining interview data was then analysed by the researcher and the emergent 

categories refined.  A total of 44 categories emerged from the parent interview data and 

14 categories emerged from the patient interview data.    

In the second qualitative phase, the relationships between the categories that 

emerged from the data were determined.  This process also resulted in the identification 

of the central category of which all other categories are related.  An emergent 

theoretical structure reflecting the relationships between the categories and central 
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category was then determined.  To confirm the emergent theoretical structure generated, 

a random selection of interview transcripts was chosen to check the explanatory power 

of the theoretical structure in accurately reflecting the perceptions of individual 

participants.  In this way, the validity of the theoretical structure was established.       

 

Phase 1 Quantitative 

Data Collection 

A total of 214 parent questionnaires and 58 patient questionnaires were 

completed and returned.  One parent questionnaire was excluded due to the patient 

having a developmental delay.  A total of 456 questionnaires were given to parents at 

the point of recruitment or after participating in an interview.  Of those approached, a 

total of 78 families declined to participate and 242 agreed to participate and took 

questionnaires to complete at home, but did not return them.  Included in this tally are 

two families that returned their questionnaires blank, therefore yielding a response rate 

for the questionnaire study of 46.9%.    

The recruitment of participants for both phase 1 and phase 2 of the study were 

via administrative staff at the clinic of the participating paediatric specialist surgeon.  

Thus, the same pool of participants was used for both phases of the study.  Prior to data 

collection, two half-hour information sessions were held for administrative staff close to 

the time of the project’s commencement.  The recruitment of participants occurred  

1-week postoperatively.  The 7-day time interval is commonly chosen to maximise the 

responsiveness of patients, who may be too ill to respond any earlier (Walker & 

Restuccia, 1984).  A 1-week interval also minimises the influence of memory decay on 

recall.  An information letter outlining the project (see Appendix C) was sent to parents 

prior to their 1-week follow-up consultation with the surgeon to inform parents of the 

study.  The letter clearly outlined what was involved in participating and stated that the 

surgeon would not be privy to which of their patients would be participating in the study 

nor to any of the data collected as part of the research process.  The project was 

therefore fully disclosed to patients before their arrival to the surgeon’s clinic.  

Information flyers (see Appendix D) were clearly visible on arrival to the surgeon’s 

clinic.  Parents of patients 10-years-old and under that were interested in participating 

were given an information sheet to read by administrative staff.   
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 On agreement to participate, each participating parent received a questionnaire 

package containing separate parent (see Appendix G) and child (see Appendix F) 

questionnaires, information sheets (see Appendix E) and postage pre-paid envelopes.  

Parents of participating children were also informed that their child, if aged between 5 

and 10-years-old, was invited to participate by completing a child questionnaire.  

Parents of children too young to participate (children under 5-years-old) were also 

approached to participate.  Participants were given a questionnaire package to take 

home and complete within 2 to 3 days of their return home.  All participating parents 

were informed of the ability to withdraw from the study at any time without 

repercussion and that an information sheet for them to retain was included in the 

questionnaire package.  To prevent social desirability bias in questionnaire responses, 

participants were reminded that the study was independent and that no information 

provided by participants would be communicated to the surgeon.  Participants were 

informed on the information sheet that a revocation of consent form would be included 

in the questionnaire package, which they could complete and send to the researcher’s 

supervisor at any time.  All participating parents were informed that return of the 

completed parent and child questionnaires would be taken as evidence of their consent 

for them and their child to participate.    

  

 Postal Questionnaire Format 

A postal questionnaire format decreases the tendency of acquiescent 

responses, which are more likely to occur if a face-to-face method is used 

(Walker & Restuccia, 1984).  Postal questionnaires also provide complete 

assurance of confidentiality and anonymity (Cortis & Lacey, 1996; Walker & 

Restuccia, 1984), which is particularly valued by rural and remote residents 

(Draper & Hill, 1995). 

Researchers conducting consumer-oriented research in rural and remote 

areas consistently encounter reluctant respondents who are likely to be regular 

users of a hospital service, known to the staff, or both (Draper & Hill, 1995).  

Service loss may also be of particular concern, if patient opinions are disclosed 

(Cooper & Jenkins, 1999; Draper & Hill, 1995).  Due to these anonymity and 

confidentiality issues, families living long distances from care are under-

represented in patient evaluation surveys.  The self-report questionnaire is one 
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method of preventing such issues acting as barriers to participation (Cooper & 

Jenkins, 1999).  Allowing families to complete the questionnaires in their own 

time will also provide the opportunity for parents to assist their child in 

completing the questionnaire if necessary.  The child may also feel more at ease 

and hence more forthcoming with feedback in their home environment.  

However, with any self-report measure, those who decline to participate may 

have more negative evaluations of the care received or a qualitative different 

experience of the surgical visit compared to those who agree to participate.  

  Questionnaire data was entered into PASW 17. 

Data Analysis  

Data Screening 

Data from the questionnaire was statistically analysed to address 

research questions 1-6, and was entered into the statistical software program 

PASW 17 for this purpose.  Results are presented in Chapter 4, and the methods 

and statistical treatments used are presented in this chapter.  Data was scanned 

for clerical entry errors, values outside the expected range, and missing values 

were double-checked by reviewing the questionnaires.  Negatively-worded 

items were reverse-scored before further analysis was conducted, so that a more 

positive rating on all items reflected a higher score.  Descriptive statistics were 

calculated for all nominal items and means were calculated for ordinal and 

interval items. All descriptive results are presented in Chapter 4. 

 

Exploratory Factor Analysis 

Exploratory factor analysis was conducted to identify the underlying 

factor structure of the PSPEQ (parent form) and QCSH (child form).  This 

statistical technique is generally adopted when a study is exploratory, with the 

purpose of theory and scale development, by identifying the latent constructs 

underlying the variables in the scale (Hair et al., 2010; Tabachnick & Fidell, 

2013). In contrast, confirmatory factor analysis, not used here, is generally used 

to confirm a theory that is hypothesised (Hair et al., 2010; Tabachnick & Fidell, 

2013).  

An essential decision in factor analysis is whether to conduct principal 

components analysis (PCA) or common factor analysis (FA) (Costello & 
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Osborne, 2005; Tabachnick & Fidell, 2013).  Many statistical methodologists 

have compared these factor extraction techniques with varied outcomes. While 

some argue that PCA and FA are highly similar (e.g., Schonemann, 1990), 

others (e.g., Bentler & Kano, 1990; Tabachnick & Fidell, 2013) have argued that 

clear differences exist between them in a mathematical sense and in terms of 

their utility.  In FA, only the variance between the variables in the analysis is 

used, due to the belief that including the error variance and the variance that 

exists within each variable compromises the clarity of the generated underlying 

structure (Costello & Osborne, 2005; Tabachnick & Fidell, 2013).  In contrast, 

PCA does not partition off the error variance or the variance within each 

variable during analysis and, as a result, PCA is purely seen as a data reduction 

technique with no theoretical underpinnings (Costello & Osborne, 2005; 

Tabachnick & Fidell, 2013).  When a study has been designed to investigate the 

underlying latent structure of a construct by including variables that are expected 

to create meaningful subcomponents of that construct, factor analysis is 

recommended (Costello & Osborne, 2005; Tabachnick & Fidell, 2013).  This is 

the case in the study described here. 

Items with 50% or more ‘Not Applicable’ responses were dropped from 

the analysis to enhance applicability of the items (see Appendix H for dropped 

items). Seven of the 57 patient satisfaction items (12.3%) in the PSPEQ (parent 

form) met the non-response criteria.  This is a practice commonly adopted when 

constructing questionnaires on patient perceptions of health care quality  

(e.g., Harris, Swindle, Mungai, Weinberger, & Tierney, 1999; Rao, Peters, & 

Bandeen-Roche, 2006).  Five of the remaining items (8.8%) had one non-

response (i.e., left blank).  All items with their proportion of missing values 

(both ‘Not Applicable’ responses and blank items) can be seen in Appendix H.  

The total proportion of missing values including “Non Applicable” responses 

and items left blank was 4.6%, which is viewed in the literature as a low 

proportion (Raymond, 1986; Schafer & Graham, 2002; Tsikriktsis, 2005).  No 

items on the QCSH (child form) had 50% or more ‘Not Applicable’ responses, 

so all child form items were retained. The proportion of missing values in the 

factor-analysed items of the QCSH (child form) was 5.4%, which included 4 
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blank items. The remaining missing values were ‘Not Applicable’ responses.  

Please see Appendix I for details.      

Factor analysis requires a complete data set, otherwise cases with 

missing values are dropped from the analysis (Hair et al., 2010; Tabachnick & 

Fidell, 2013).  Retention of cases is of particular importance in factor analysis 

studies because of the large sample size required (Hair et al., 2010; Tabachnick 

& Fidell, 2013).  The lack of control over sample size in postal questionnaire 

research such as this study compounded the need to retain all possible cases for 

statistical analysis.   

Where items have less than 5% missing values, the general consensus is 

that any method of dealing with the missing data will produce similar results 

(Hair et al., 2010; Tabachnick & Fidell, 2013).  With items that include 5% or 

more missing cases, it is recommended that cross tabulations be conducted to 

determine whether cases with missing values on an item differed significantly on 

the variables of interest (which in this case were overall patient satisfaction and 

overall perceived quality of care) from cases without missing responses on an 

item. A dummy variable was created for each item with 5% or more missing 

cases. All cases with missing values were assigned a “1” and all cases without 

missing values were given a “2”, which created the comparison groups. 

Independent samples t-tests were then conducted on items with missing and non-

missing groups, which were compared on key dependent variables. Cross 

tabulation results are presented in Chapter 4.  

Various methods have been recommended to deal with missing values in 

questionnaire research (Raymond, 1986; Schafer & Graham, 2002; Tsikriktsis, 

2005).  Complex statistical models may be used to impute or fill-in missing 

values and are used in medical research, such as in the assessment of drug 

efficacy and other high-risk interventions (e.g., Mallinckrodt, Lin, Lipkovich, & 

Molenberghs, 2012; Manca & Palmer, 2005).  In contrast, a method endorsed 

for use with questionnaire research is the imputation of missing values with the 

subscale mean for each case.  This is appropriate where each subscale of a 

questionnaire measures a single concept with multiple items (Raymond, 1986; 

Schafer & Graham, 2002; Tsikriktsis, 2005).  Once a preliminary factor 

structure was generated with the parent and child data sets including the missing 
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values, the missing vales were then imputed with the case subscale mean and the 

exploratory factor analysis re-run to confirm the initial factor structure.   

In the parent data set, three items (53, 56a, and 56b) targeting parent’s 

overall perceptions of care were not included in the factor analysis as they were 

likely to correlate with the other items and thus impair the interpretability of the 

resulting factor structure (Pettersen, Veenstra, Guldvog, & Kolstad, 2004).  This 

approach is commonly adopted in the development of questionnaires on patient 

perceptions of care that are validated using factor analysis (e.g., Pettersen et al., 

2004).  An additional item addressing the affordability component of access to 

care was also dropped from the analysis (item 39) because of comments placed 

beside the item by several non-respondents that suggested several issues with 

interpretability and applicability of the item, which required modification (see 

Appendix G for full list of preliminary questionnaire items).  A total of 46 items 

were included in the initial exploratory factor analysis.  In the child data set,  

13 items were included in the initial exploratory factor analysis.  

Transformation of non-normally distributed variables was done before 

conducting exploratory factor analysis because skewed variables may weaken 

the resulting factor structure, therefore decreasing its interpretability (Hair et al., 

2010; Tabachnick & Fidell, 2013). Furthermore, the factor scores generated 

from the factor analysis were later entered into a MANOVA and included in 

multiple regression analysis, both of which require variables to be normally 

distributed as part of the assumptions associated with these statistical procedures 

(Hair et al., 2010; Tabachnick & Fidell, 2013).   On inspection of the variable 

properties of the parent data, approximately 68% of the PSPEQ (Parent form) 

items to be used in the factor analysis were negatively skewed.  This was 

expected as it is commonly observed in the patient satisfaction literature  

(e.g., Pettersen et al., 2004) that most participants are satisfied rather than 

dissatisfied with the care they receive.   

Approximately 77% of the QCSH (child form) items to be used in the 

factor analysis were negatively skewed.  This was also expected, as a propensity 

to give positive responses is commonly encountered with children, particularly 

in studies using Likert-type scales (Chambers & Johnston, 2002; Rubie-Davies 

& Hattie, 2012).  Two items in the QCSH (child form) were very highly 
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negatively skewed and were resistant to transformations due to the very 

restricted range of scores equivalent to two scale points.  Including such items in 

an exploratory factor analysis can degrade the factor structure, producing 

uninterpretable results (Hair et al., 2010; Tabachnick & Fidell, 2013).  Thus, the 

items were dropped from the analysis, leaving 10 items for the exploratory 

factor analysis of the child data set.  

The type of transformations used with parent and patient data sets 

included the square root, log10 and inverse functions, depending on the severity 

of the negative skew.  All transformations for negatively skewed data required 

reflecting the variable’s distribution, thus making it a positive skew, applying 

the transformation, and then re-reflecting the variable back to its original 

negatively skewed distribution (Hair et al., 2010; Tabachnick & Fidell, 2013).    

Once variables were transformed to normality and to generate a factor 

structure, separate exploratory factor analyses for parent and patient data were 

conducted with the missing values included.  This allowed for the generation of 

subscale scores for the imputation of missing values.  Maximising the number of 

cases included in this initial analysis was essential to creating a factor structure 

that would resemble as closely as possible the factor structure of the full data set.  

To achieve this, the ‘delete cases pairwise’ setting on PASW 17 was selected.  

Factor analysis is based on a correlation matrix of pairs of variables and in 

pairwise deletion, only relationships between pairs of variables with a value 

missing are dropped from the analysis, resulting in correlations based on 

different pairs of cases (Hair et al., 2010; Tabachnick & Fidell, 2013).  While 

this is a heavily criticised approach to dealing with missing values in a main 

exploratory factor analysis study (Hair et al., 2010; Tabachnick & Fidell, 2013), 

in the context of the study presented here, it was only used to create the initial 

factor structure to enable calculation of mean case subscale scores.  In contrast 

to deleting cases pairwise, deleting cases list-wise involves deleting entire cases 

with missing values from the analysis.  This approach was not adopted here, as it 

would have led to the inclusion of a much smaller sample size to generate the 

initial factor structure, which would have resembled the full factor structure to a 

much lesser extent.  
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Items with loadings less than .32 are recommended to be dropped from a 

factor analysis (Hair et al., 2010; Tabachnick & Fidell, 2013), but were retained 

during the preliminary analysis because imputation of missing values may have 

strengthened the loadings of the weak items in the main factor analysis.  Once 

the most logical and meaningful factor structure was identified, questionnaire 

subscales were established and mean subscales scores were calculated to allow 

for imputation of missing values to create a complete data set.     

After missing values were imputed with the case mean subscale scores, 

all items were assessed for outliers using PASW 17 frequencies and inspecting 

minimum and maximum values. No outliers were found and FA was then 

conducted on the complete data set.  A principle components analysis (PCA) 

with varimax (see later in this chapter) was conducted to provide a preliminary 

assessment of the factorability of the data set and to determine the approximate 

number of factors that should be retained.  This is a recommended practice 

(Tabachnick & Fidell, 2013) commonly used in patient perceptions research 

involving scale development (Rao et al., 2006; Suhonen, Leino-Kilpi, Valimaki, 

& Kim, 2007).  

 The initial step in the PCA was to assess the factorability of the data set 

by determining Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy and 

Bartlett’s test of sphericity.  The KMO statistic represents the strength of the 

correlations between the variables and ranges from 0 to 1 (Hall et al., 2010; 

Tabachnick & Fidell, 2013).  Values close to 1 indicate strong correlations 

between the variables in the data set that should produce distinct and robust 

factors (Hall et al., 2010; Tabachnick & Fidell, 2013).  Bartlett’s test of 

sphericity assesses the hypothesis that the variables in the data set are not 

correlated (Hall et al., 2010; Tabachnick & Fidell, 2013).  Since a correlated set 

of variables is desired for factor analysis, a statistically significant outcome  

(i.e., p < .05) is required to conclude that conducting factor analysis is 

appropriate for the data set (Hall et al., 2010; Tabachnick & Fidell, 2013).  The 

results of both tests of factorability can be seen in Chapter 4.  

The choice of factor extraction technique presents a challenge to the 

researcher in general.  Literature outlining the advantages and disadvantages of 

each extraction method is not widely published (Costello & Osborne, 2005).  
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However, methodologists argue that the factors produced are very similar across 

the different extraction techniques after factor rotation, if not before (deVaus, 

2002; Tabachnick & Fidell, 2013).  Ultimately, the factor extraction technique 

that best fits the data is generally recommended (deVaus, 2002; Tabachnick & 

Fidell, 2013) and in the case of this study, unweighted least squares factor 

extraction was used because it extracted factors that best fit the data.   

Similar recommendations are made when choosing the method of factor 

rotation.  Varimax rotation, a technique where initially extracted factors are 

rotated to yield more meaningful factors (deVaus, 2002; Tabachnick & Fidell, 

2013), was used in this study because it produced the most logical and 

meaningful factor structure.  Varimax rotation has been described as the most 

frequently used method of rotation because it produces the simplest factors by 

strengthening strong loading items on a factor and weakening week loaders on a 

factor, therefore adding clarity to the resulting factor structure (deVaus, 2002; 

Tabachnick & Fidell, 2013).      

After running various factor extraction techniques and rotation methods, 

unweighted least squares factor extraction with varimax rotation offered the best 

fit of the parent data by providing clear and interpretable factors.  For the child 

data, generalised least squares with varimax rotation provided the most logical 

and meaningful factor structure.  Although it was expected that the factor scores 

would be correlated, an orthogonal factor extraction technique was selected to 

allow the generation of uncorrelated factors, which is advised when further 

statistical analysis of the factor scores is to be conducted (DiStefano, Zhu, & 

Mindrila, 2009).   

In the parent data set, five items (items 29, 35d, 37a, 38, and 49c) had 

factor loadings of less than .32 and were dropped from the analysis, as is 

standard practice (Hair et al., 2010; Tabachnick & Fidell, 2013).  In the child 

data set, one item (item 28) had a factor loading less than .32 and was dropped 

from the analysis.  Both analyses were then re-run without the dropped items.  

Varimax rotation yielded four factors with the parent data and three factors with 

the child data, relating to perceptions of the surgical care each received.   

Factor scores were calculated to allow further statistical analysis of the 

factor analysis results.  Factor scores are approximations of scores that 
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participants would have received on each factor if the factors were measured 

directly (Tabachnick & Fidell, 2013).  One generally accepted strategy for 

generating factor scores, known as summated scale scores, is to manually 

calculate the mean of the items that load on each factor (DiStefano, Zhu, & 

Mindrila, 2009; Tabachnick & Fidell, 2013).  However, this method does not 

retain the information that is provided by the loadings of items on the factors 

and creates a situation in which all items contribute equally to the factor score 

even though certain items would have loaded more strongly than others 

(DiStefano et al., 2009; Tabachnick & Fidell, 2013).  Thus, such an approach 

may not retain the validity of the factor scores by not accurately capturing the 

factors.  In contrast, computer software-generated factor scores maximise 

validity by retaining the strength of the loading of items on its corresponding 

factor.  The Andersen-Rubin method (DiStefano et al., 2009; Tabachnick & 

Fidell, 2013) is endorsed when the aim is to create factor scores that are 

uncorrelated with each other to allow for further analysis, such as their inclusion 

as dependent variables in multiple regression or MANOVA (DiStefano et al., 

2009; Tabachnick & Fidell, 2013).  The main issue with using software-

generated factor scores is that they may not yield a valid indicator of the 

summated scales, since factor scores are based on the unique sample-specific 

variance that exists in a factor solution (Tabachnick & Fidell, 2013).  To assess 

the validity of the factor scores prior to using them in further analysis, one 

recommended method is to conduct bivariate correlations between the summated 

scale scores and factor scores (Hall et al., 2013).  This was conducted and the 

results of the bivariate correlation can be seen in Chapter 4.  The Anderson-

Rubin factor scores were assessed for multivariate normality before using them 

in further analysis.  The four factors were found to be multivariate normal on 

PASW 17.  

 

MANOVA 

A one-way MANOVA was used to assess differences between local and 

distant families on the PSPEQ (parent form) subscales generated by the 

exploratory factor analysis.  The 39 distant families were matched with local 

families on variables known to influence patient evaluations of care including 
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parent gender, age, educational background, annual household income, self-rated 

health status, and type of facility attended (public versus private).  The results 

are presented in Chapter 4.    

 

Multiple Regression  

Standard multiple regression was used to determine the extent to which 

the four factors generated by the exploratory factor analysis of the parent data 

significantly predicted overall perceptions of the care received.  Three standard 

multiple regressions were conducted to establish the predictive power of the four 

factors in predicting three single questionnaire item measures of general 

perceptions of care, including 1) overall satisfaction with care, 2) overall 

perceived quality of hospital care, and 3) intent to recommend the hospital to a 

friend.  A standard multiple regression was conducted to investigate the overall 

size of the relationship between the factors of Hospital Staff, Surgeons, Hospital 

Facilities, and Access and general perceptions of the care received.  A second 

aim was to investigate the unique contributions of each of the factors on the 

overall relationship with general perceptions of care.  One of the main criticisms 

of standard multiple regression is its inability to control for shared variance 

between the independent variables which can potentially lead to inaccurate 

conclusions (Hair et al., 2010; Tabachnick & Fidell, 2013).  This potential 

weakness of standard regression was avoided by using the uncorrelated factor 

scores generated by the factor analysis. Results of the multiple regression 

analyses are presented in Chapter 4.   

 

Validity and Reliability  

 Content Validity 

In an exploratory study such as the one described here, establishing the 

validity and reliability of a questionnaire instrument is essential.  The content 

validity of an instrument can be defined as the extent to which “all content areas 

of importance are represented in the test” (Greenwood, 2004, p. 339).  The 

PSPEQ (parent form) and QCSH (child form) were subject to pretesting with 

expert panels prior to the pilot study.  One panel consisted of several surgeons 

with extensive experience in paediatric service provision and several researchers 
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with experience in questionnaire and scale development.  The other panel 

comprised 5 to 10-year-old relatives of the supervisors and project advisors.  

The pre-test allowed for refinement of item wording and the addition of items 

based on feedback from the children and the expert panel’s experience with their 

patients.  Thus, the content validity of the instruments were enhanced prior to 

the pilot test.   

Face validity is defined as the extent to which “those who are measured 

perceive that the test is a valid measure” (Greenwood, 2004, p. 338).  Strictly 

speaking, face validity is not a true form of validity, but it is important to 

establish the acceptability of any questionnaire to the participants who are to 

complete it.  This is particularly the case here, since participants’ perceptions of 

the questionnaire are likely to influence the responses given, e.g., the number of 

non-responses.  Adding to the importance of establishing face validity is the 

self-report postal questionnaire format.  Any negative perceptions of the 

questionnaires are likely to impact on the participant response rate.   

The face validity of the questionnaires was established by conducting a 

pilot test.  The pilot test involved the administration of the questionnaires to 

families who have recently encountered a stay in hospital for a minor structural 

paediatric surgical procedure.  The pilot test included 10 parents of children 

under 5-years-old and an additional 10 parents along with their children who 

were aged 5 to 10-years-old.  Thus, the children or the latter group of parents 

were able to complete the QCSH (child form).  Details of the pilot study 

findings have been previously presented in the Instrument Development section 

of this chapter.      

 

Construct Validity 

Construct validity is the extent to which “the test is measuring what it is 

supposed to measure” (Greenwood, 2004, p. 341).  Exploratory factor analysis 

was conducted on the items of the PSPEQ (parent form) and the QCSH (child 

form) to establish construct validity, that is, the extent to which the 

questionnaire items captured parent and patient perceptions of paediatric 

surgical care.  Construct validity was also established by conducting standard 

multiple regressions to individually assess the predictive power of the factor 
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analysed subscales in predicting overall patient satisfaction, overall perceptions 

of quality of care, and the extent to which participants would recommend the 

hospital service to a friend.  The results of the factor analyses and standard 

multiple regressions are presented in Chapter 4.    

 

Internal Consistency Reliability  

Reliability can be defined as the extent to which a measure yields 

consistent results across time (Greenwood, 2004).  Internal consistency 

reliability is “the extent to which the items of a measure assess a common 

characteristic” (Aron, Aron, & Coups, 2006, p. 630). To establish internal 

consistency reliability, Cronbach’s alpha was calculated for each factor 

generated by the exploratory factor analysis of the PSPEQ (parent form) and 

QCSH (child form) items.  The Cronbach’s alpha results are presented in 

Chapter 4. 

 

Phase 1 Qualitative 

The Qualitative Paradigm 

A paradigm is a set of beliefs of principles that together represent a “world 

view” (Guba & Lincoln, 1994, p. 107).  Quantitative purists commonly argue principles 

that correspond to what is often termed the objectivist, positivist or post-positivist 

paradigm (Schrag, 1992) including the belief that social phenomena should be treated in 

the same way as physical phenomena.  Namely, the social science researcher must 

remain objective, the researcher is separate from the data that is collected, and that there 

is one reality by which data can be captured (Maxwell & Delaney, 2004; Schrag, 1992).  

In contrast, qualitative purists, commonly termed constructivists (Guba & Lincoln, 

1994; Lincoln & Guba, 1985), argue that multiple-constructed realities exist, that data 

and the collection of it cannot be separated from its time or context (c.f. Glaser, 1978)  

that logic is inductive and is therefore generated from specific to general, and that the 

researcher and knowledge gained from the field are one and cannot be separated 

because what is known is subjective and therefore the only source of that reality is the 

researcher (Guba & Lincoln, 1994; Lincoln & Guba, 1985). 

Some of the predominant characteristics of quantitative research focus on 

deductive reasoning, whereby past research drives and serves a basis for new research 
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(Maxwell & Delaney, 2004; Schrag, 1992).  Emphasis is also on hypothesis testing, 

theory confirmation, counting occurrences, establishing statistical relationships between 

variables and generalisations from sample to population (Bradley, Curry, & Devers, 

2007; Johnson & Onwuegbuzie, 2004).  In contrast, some of the predominant 

characteristics of qualitative research are inductive reasoning, whereby explanations or 

theories are generated from the data (Guba & Lincoln, 1994; Lincoln & Guba, 1985).  

Qualitative researchers posit that the “instrument” of data collection is the researcher 

(Johnson & Onwuegbuzie, 2004; Patton, 1999) and focus on discovery, exploration, 

refining theory, and in-depth data sources leading to explanations of the ‘how’ and 

‘why’ of a phenomenon based on participants’ perceptions (Guba & Lincoln, 1994; 

Lincoln & Guba, 1985).  As stated by Elliott, Fischer and Rennie (1999), “The aim of 

qualitative research is to understand and represent the experiences and actions of people 

as they encounter, engage, and live through situations” (p. 216).   

Qualitative research is used widely in various research areas such as exploring 

automobile accident trauma (Auerbach, Salick, & Fine, 2006), HIV-oriented primary 

medical care (Mallinson et al., 2005), and choice after prenatal detection of fetal 

abnormalities (Sandelowski & Jones, 1996).  Health care, service evaluation, and health 

care policy have been particular areas of focus for qualitative researchers (e.g., Hurley, 

1999; Shortell, 1999; Sofaer, 1999).  Since qualitative research assists in understanding 

phenomena by providing rich descriptions of events including their context, these 

improve the “peripheral vision” (Sofaer, 1999, p. 1102) of a research area, making 

qualitative research particularly valuable in the early stages of investigation into a 

research topic and for the generation of theory or conceptual frameworks (Sofaer, 

1999).    

Qualitative methods have been used in the area of health services and policy 

research, to explore and describe health care delivery and evaluation from the 

perspectives of patients (e.g., Mottram, 2011), families (e.g., Coyne, 2006), and 

clinicians (e.g., Henderson, 2006).  Qualitative research conducted in these areas is 

highly valued because it allows “people to speak in their own voice, rather than 

conforming to categories and terms imposed on them by others” (Sofaer, 1999,  

p. 1105).  One of the aims of this study was to explore parents’ and patients’ 

experiences with paediatric surgery, so the use of qualitative methods was beneficial 

because it allowed families to describe and define the experience from their perspective.     



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       122 

 

Qualitative Methods  

Choosing a Qualitative Method 

When selecting a qualitative research method, it is essential to align it 

with answering the research question(s) (Johnson & Onwuegbuzie, 2004).  

Several of the present study’s research questions sought to determine the 

perceived efficacies and shortcomings of the paediatric surgical service provided 

to parents and patients through participant descriptions.  Although there are 

numerous qualitative methods and a wide variation in the recommended rules 

and procedures for analysing qualitative data (Ritchie & Lewis, 2003), the most 

noted qualitative methods described in the literature that include interviewing as 

a method of data collection include grounded theory, relational content analysis, 

phenomenology, discourse analysis and narrative analysis.  The approaches 

examined were limited to those suited to analysing interview data because this 

was the data collection method assessed as most suitable for answering research 

questions 7 and 8 and which most suitably laid the foundations for research 

questions 9 to 11.  Each approach and its suitability in answering research 

questions 7 to 11 is presented in the following section.   

The aim of grounded theory is to describe and explain an experience 

from the participant’s perspective, generating a rich, descriptive and explanatory 

theory based on the generation of conceptual categories and the relationships 

between them (Charmaz, 2006; Strauss & Corbin, 1998).  The grounded theory 

approach was assessed as the qualitative method most in line with research 

questions 7 to 11 because of its focus on the generation of categories and that it 

enabled the development of a theoretical structure which illustrated the 

relationships between the categories generated.  Capturing the experiences of 

families who access health care services is known to be a complex setting which 

has within it the complex interaction of concepts (Sofaer, 1999).  This made 

grounded theory a particularly appropriate method to use considering the area 

under investigation.   

Known as relational content analysis (Sproule, 2006), both the content 

and context of documents are analysed with the aim of identifying themes, 

establishing how themes are presented, determining the frequency of themes and 

establishing how the identified themes relate to one another (Robson, 2002).  
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Although the grounded theory approach was more aligned with the present 

study’s research questions and was the predominant method used, the frequency 

of themes as they occur in the sample formed part of the method for this study.  

The frequencies of themes were used because they were useful for the overall 

qualitative analysis and assisted in confirming the central concepts that had 

already emerged from the data.  This approach has been taken by qualitative 

methodologists (Hill, Thompson, & Williams, 1987; Hill et al., 2005) and 

qualitative researchers in hospital care (Forsner, Jansson, & Venke, 2005; 

Mottram, 2009), but only once the key concepts have been allowed to emerge 

from the data (Corbin & Strauss, 1990).  Thus, the recommendations of Corbin 

and Strauss (1990) were used to guide the approach taken in using the frequency 

of themes as part of the qualitative method in this study.         

In contrast to grounded theory, the focus of phenomenology is not 

explanation, but detailed descriptions of lived experience and capturing the 

“conscious relationship” or perceptions that participants have with some 

phenomena or object (Sokolowski, 2000, p. 8).  Also in contrast to ground 

theory is discourse analysis which “is the study of language-in-use” (Gee, 2011, 

p. 8), that is, the way participants use language to structure and “make meaning 

in specific contexts” (Gee, 2011, p. 8).  Similarly, narrative analysis focuses on 

how a story or narrative is constructed, the narrator’s intentions, and the 

meaning of the story being told (Riessman, 1993).  Thus, grounded theory 

approach was the most in line with the research questions laid out in this study 

(i.e., research questions 7-11) and was therefore the predominant approach used 

in analysing the interview data along with the quantitative component of 

qualitative content analysis.  

The following sections provide a background to the two methods 

adopted in the qualitative phase of this study.  Grounded theory method was the 

predominant method used in conjunction with several methodological 

components of relational content analysis as indicated in the following sections.         

 

Relational Content Analysis 

Historically, content analysis referred to “the objective, systematic, and 

quantitative description of the manifest content of communication” (Berelson, 
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1952, p. 18) and stemmed from the objectivist or positivist paradigm which 

assumes that there is one universal truth in the data for researchers to discover 

(e.g., Neuendorff, 2002).  The foundation of content analysis was the premise 

that frequently mentioned words and phrases indicated the most important issues 

within any sample of text, known as conceptual analysis (Weber, 1990).  The 

alternative approach, known as relational analysis, extended the analysis further 

by identifying themes, establishing how themes are presented, determining the 

frequency of themes and establishing how the identified themes relate to one 

another (Robson, 2002; Sproule, 2006).  While meaning is generated from the 

individual concepts in conceptual analysis, meaning is generated from the 

relationships between the concepts in relational analysis (Huckin, 2008; Sproule, 

2006).     

Neuendorff (2002) recently argued that content analysis remained an 

exclusively quantitative method.  In contrast, other descriptions of content 

analysis have expanded to include a large and varied set of methods which 

contain various mixes of quantitative and qualitative methodological approaches 

(Huckin, 2008; Krippendorff, 2002; Weber, 1990).  Content analysis has 

become a popular method of choice in the field of mass communication  

(e.g., Lombard, Snyder-Duch, & Bracken, 2002; Riffe & Freitag, 1997).  

Increased popularity in the method has also stemmed from computer advances 

and the creation of software programs designed to conduct content analysis 

procedures with large volumes of data (e.g., West, 2001).  Another appeal of 

content analysis is the varied forms of data such as “written text, transcribed 

speech, verbal interactions, visual images, characterizations, nonverbal 

behaviours, sound events, or any other message type” (Neuendorff, 2002, p. 24) 

that can be analysed using content analysis methods.   

The focus of quantitative content analysis is the manifest content of text 

(Graneheim & Lundman, 2004).  Manifest content can be defined as the explicit 

or actual words uttered by the speaker (Huckin, 2008).  In contrast, other, more 

qualitative forms of content analysis examine the manifest content along with 

the latent or implicit meaning of text (Huckin, 2008).  In the latter case, clear 

instructions for classifying text must be formulated and executed to achieve 

consistency between analysts or raters, which can be quantified as the intercoder 
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reliability (Krippendorff, 2004; Weber 1990).  The analysis of the latent 

meaning of text has advantages because it gives the researcher the ability to 

classify text based on its meaning rather than being limited to the analysis of 

only certain words (Neuendorff, 2002).  The addition of more flexible 

approaches to content analysis has resulted in a central emphasis in content 

analysis on achieving validity and intercoder reliability (e.g., Krippendorff, 

2004; Lombard et al., 2002).   

This study adopts a number of components of relational content analysis; 

namely, the use of frequencies and use of procedures that promote consistency 

in the interview process with the aim of achieving a high level of intercoder 

reliability – another central component of relational content analysis.   

 

Grounded Theory (GT) 

Grounded theory is a qualitative analysis approach where the aim is to 

describe and explain an experience from the participant’s perspective which 

generates a rich, descriptive and explanatory theory based on the generation of 

conceptual categories and the relationships between them (Charmaz, 2006; 

Strauss & Corbin, 1998).  

Historically, grounded theory was developed in the 1960s by United 

States sociologists Glaser and Strauss and was first published in 1967 (Glaser & 

Strauss, 2012).  Grounded theory was developed in reaction to what was thought 

to be an overemphasis on “logico-deductive theorising” (p. 5), theory 

verification at the neglect of inductive, theory building in sociological research 

at that time (Glaser & Strauss, 2012).  Glaser and Strauss’s (2012) aim was to 

shift the emphasis back to “the discovery of theory from data systematically 

obtained from social research” (p. 2) by creating a systematic process for 

generating theory.  Glaser and Strauss (2012) argued that one must approach 

data collection without any preconceived ideas if a truly inductive study was to 

be conducted.  At the core of this method was the belief that theory already 

existed in the data, and all that was needed was to seek out data to discover the 

theory within it.  Based on their reasoning, Glaser and Strauss (2012) implied 

that there was only one interpretation of the data and that different researchers 

observing the same data would come to the same or similar conclusions, which 
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was characteristic of the objectivist or positivist paradigm that data is objective 

truth (Charmaz, 2006).  

After deciding to work separately on the refinement of the grounded 

theory approach to data analysis, Strauss began working with Corbin (see 

Strauss & Corbin, 1990, 1998) and differences emerged between their work and 

the work of Glaser (e.g., 1978, 2002).  While Glaser continued to work closely 

to the original grounded theory approach (e.g., Glaser, 2002), Strauss and 

Corbin (e.g., 1998) created a variation of that perspective.  They argued that 

researchers must work with the data to generate theory and this involved the 

likelihood that different researchers would emphasise different aspects of the 

data, depending on their individual characteristics (Strauss & Corbin, 1990, 

1998).  This contradicted Glaser and Strauss’s (2012) original standing that there 

was only one interpretation of the data.  Strauss and Corbin (1990, 1998) also 

provided further clarification on grounded theory data analysis by introducing an 

“analytical tool” (Strauss & Corbin, 1998, p. 123) to assist researchers in placing 

the phenomenon of interest into its context which involved an explicit system to 

categorise and sort data.     

Glaser (e.g., 2002) responded to Strauss and Corbin’s (1990, 1998) 

variation on the original grounded theory by describing it as forcing 

“descriptions, irrespective of emergence, on the theory to locate its conditions, 

to contextualize it and to make it “appear” accurately pinned down, thereby 

losing its true abstraction and, hence, generalisability” (Glaser, 2002, p. 25).  

This was in direct contrast to the originally held view of Glaser and Strauss 

(2012) of letting the data ‘emerge’.  These variations to the original grounded 

theory led Glaser (e.g., 2012) to conclude that the approach described by Strauss 

and Corbin (1990, 1998) was indeed not grounded theory.  As a reaction to 

Glaser’s (e.g., 2002) comments and similar comments from others (e.g., Melia, 

1996),   modifications were made to the data analysis approach set out in the 

second edition of Strauss and Corbin’s (1998) book.  They emphasised that the 

analytic tool and coding system described were “a cluster of very useful 

procedures-essentially guidelines, suggested techniques, but not 

commandments” (Strauss and Corbin, 1998, p. 4).  
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Charmaz (e.g., 2006), a social science researcher, was also a major 

contributor to the grounded theory methodology.  Unlike Glaser (2002) and 

Strauss and Corbin (1990, 1998), Charmaz (e.g., 2006) adopted the 

constructivist or interpretive view of grounded theory methodology and argued 

that participants ‘constructed’ their experiences, with a research focus on 

determining how this construction takes place, from the perspective of the 

participant.  Charmaz argued that the end result of this process is the 

construction of a grounded theory based on both the researcher and the 

participant, since both participate in the construction of the experience being 

studied (Charmaz, 2006).    

While the differences between Glaser (2002) and Strauss and Corbin 

(1990, 1998) have been the focus of much research (e.g., Boychuk & Morgan, 

2004; Glaser, 2002; Melia, 1996), Charmaz (2006) argues that both Glaser 

(2002) and Strauss and Corbin (1990, 1998) hold an objectivist or positivist ‘one 

interpretation of the data’ perspective, despite the admission of Strauss and 

Corbin (1990) that different researchers are likely to generate different theories 

of the same phenomenon due to their own characteristics.  In contrast, Charmaz 

(2006) holds to a constructivist or interpretivist view which assumes multiple 

realities, because both researcher and participant work together to construct 

reality (Charmaz, 2006).   

A common criticism of qualitative research methods is the lack of 

generalisability of the research findings to a wider population (Johnson & 

Onwuegbuzie, 2004).  In the context of the present study, it was not intended for 

the qualitative phase to generate results that are generalisable to a wider 

population or a wider setting.  However, the use of quite a large interview 

sample size (n = 195) relative to that recommended by qualitative 

methodologists (Morse, 2000; Starks & Trinidad, 2007) provides some 

indication that generalisation to other rural- and regional-based patients of a 

paediatric day-case surgical service may be possible.  Despite the large sample 

size, the purpose of phase 2 was to further explore and provide more insight into 

the experience and evaluations of paediatric surgical care by parents and 

patients, not to provide a complete explanation of this complex phenomena 
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although it was expected that the inclusion of phase 2 would add explanatory 

power to the findings generated in phase 1.    

Another criticism of grounded theory method in the literature is that the 

method involves a very subjective process of theory construction (Chiovitti & 

Piran, 2003; Patton, 1999).  The methodological recommendations of Charmaz 

(2006) and Strauss and Corbin (1998) for data analysis were followed in the 

present study.  This was combined with several data collection and analysis 

practices used in relational content analysis to enhance the reproducibility of the 

study, and verification processes as set out on pages 147-159.   

The grounded theory methodology allows the researcher to “generate 

inductively a tentative but explanatory theory about a phenomenon” (Johnson & 

Onwuegbuzie, 2004, p. 20).  The type of theory that is generated using the 

grounded theory approach can vary in scope and be classified as either a 

substantive or formal theory (Glaser & Strauss, 2012; Strauss & Corbin, 1998).  

A substantive theory is a theoretical interpretation or explanation of an issue or 

problem specific to a particular group and place (Strauss & Corbin, 1998), such 

as the middle-aged in professional education, family dynamics within a blended 

family, or as in the study described here, perceptions of paediatric care within a 

surgical setting.  Substantive theories are therefore limited to the particular 

setting in which they are derived (Glaser & Strauss, 2012; Strauss & Corbin, 

1998).  Formal theories have a wider scope and explain a more general problem 

or issue that is not specific to a particular group or place such as racism, body 

image, and marriage satisfaction.  Formal theories are commonly based on 

“studying phenomena under a variety of conditions” (Strauss & Corbin, 1998,  

p. 24) such as the study of racism across different cultures, educational settings, 

and occupational environments.  In this way, substantive theories examining the 

same phenomenon across different settings can be combined to create a formal 

theory of that phenomenon (Glaser & Strauss, 2012; Strauss & Corbin, 1998).         

This study is based on the grounded theory perspectives of Strauss and 

Corbin (1998) and of Charmaz (2006).  In contrast, the researcher disagrees with 

the perspective of Glaser (e.g., 2002) that there is only one, objective reality, 

particular in the context of perceptions and evaluations of paediatric surgical 
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care.  Details of the grounded theory approach as it pertains to data analysis are 

presented on pages 137-159.     

 

The Role of the Researcher 

In qualitative inquiry, the researcher is the data collection tool and therefore 

cannot be independent of the field data (Johnson & Onwuegbuzie, 2004; Patton, 1999).  

As stated by Patton (2002), “the quality of the information obtained during the 

interview is largely dependent on the interviewer” (p. 341).  Prior to the interview study, 

the researcher had read several books on conducting interviews, and had 6 months of 

previous experience in conducting participant interviews for data collection in a clinical 

population.  During the process of interviewing participants, the researcher’s role was to 

keep participants on topic, whilst not being over-restrictive by allowing participants to 

elaborate on or explore any particular experiences that were relevant to the interview 

questions.  This strategy was refined during the pilot phase of the interview study, as 

seen on pages 160-161.  In relation to the qualitative data analysis, the researcher had  

40 hours of coder training from relevant written sources and personal communication 

with qualitative researchers.   

The researcher is self-described as an Australian citizen of Middle Eastern 

appearance, female, late twenties, an Honours graduate in psychology, with no children.  

Numerous preconceptions potentially came along with these characteristics.  The 

researcher conducted data collection at a regional NSW location where ethnic mix is 

relatively low compared to that of a metropolitan location.  Thus, the characteristics of 

the researcher in conjunction with the interview location may have impacted on the 

interview process.   

As a matter of practice, the researcher addressed parents and children by first 

name if given.  During the interview process, the interviewer made every effort to be 

neutral to all evaluations made by families, whether they were positive or negative 

evaluations, to prevent any researcher influences on the flow or direction of the 

interview.    

The researcher was not familiar with any of the families interviewed.  The study 

was self-funded at the time of data collection.  The researcher gained access to potential 

participants via a paediatric specialist surgeon who was based in a regional area of New 
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South Wales, Australia.  No financial or other gain was offered to the surgeon in return 

for access to their patients.     

 

Data Sources 

A total of 195 families of paediatric surgical patients (200 parents; 27 patients) 

were interviewed 1 week postoperatively.  Of those families, 134 (68.7%) had 

paediatric patients under 5-years-old and 61 (31.3%) had paediatric patients 5 to 10- 

years-old.  Participants included 190 female parents and 10 male parents.   

In two cases, two children were hospitalised concurrently and were classified 

under the same identification number again to prevent overrepresentation of statements 

made by particular families.   

Of the 61 parent older-child pairs interviewed, 27 (44.3%) of the children 

desired to answer the interview questions along with their parents.  Of the 27 children 

who responded to the interview questions, 20 were male (74.1%) and seven were female 

(25.9%).  The proportion of male to female children interviewed is comparable to the 

total number of older children who were invited to participate, although the proportion 

of females in the total sample was slightly higher (68.8% males, 31.1% females).   

 

Data Collection   

A total of 205 families participated in the interview study.  Eight of those 

families were excluded due to characteristics such as developmental delay of the 

paediatric patient (n = 3), being admitted through accident and emergency (n = 2), the 

patient being older than the age range of patients being investigated (n = 1), a non-

surgical procedure being conducted (n = 1), and the procedure being conducted by 

another surgeon (n = 1).  In addition, two participants later withdrew from the study by 

sending completed withdrawal forms, leaving 195 qualifying participants.  A total of 

534 families were approached for the interview study.  A total of 329 families declined 

participation and included 98 parents who declined due to time constraints.  A total of 

205 families agreed to participate which yielded a response rate of 38.4%.  Older 

patients between 5 and 10-years-old were also invited to participate in the interviews.  

Of the 61 parent-child pairs interviewed, 27 patients participated in the interviews 

resulting in a 44.3% response rate. 
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The recruitment of participants for phase 1 and phase 2 of the study were 

conducted concurrently and have been previously outlined on pages 95-97.  

Participant responses were hand-written rather than tape recorded for several 

reasons.  The nature of the interview content was perceived as quite sensitive to some 

parents, particularly where circumcision was concerned.  Recording interviews with 

hand-written notes assured parents that no identifiable data would be recorded.  This 

practice has been recommended and utilized by qualitative researchers (e.g., Mottram, 

2011).  Researchers conducting consumer-oriented research in rural and remote areas 

consistently encounter reluctant respondents who are likely to be regular users of a 

hospital service, known to the staff, or both (Draper & Hill, 1995).  Minimising this 

concern for parents potentially enhanced their sense of ease during the interview which 

in turn may have increased the amount of information they were willing to disclose, 

therefore improving the validity of the data collected.  In addition, the interviews were 

conducted at the surgeon’s clinic.  Although they were held in a vacant, discretely 

located office space out of view of other patients and out of sight and hearing range of 

treatment, parents may not have felt comfortable to disclose their evaluations of the care 

received.  Thus, giving parents that added reassurance of confidentiality potentially 

enhanced the likelihood that parents would participate in the study which in turn would 

have maximised participation rates.     

 On agreement to participate, parents were instructed to sign a consent form 

giving the researcher consent to record the semi-structured interview responses via short 

hand.  Parents of participating children were also informed that their child, if aged 

between 5 and 10 years, was also invited to participate in the interview.  Parents were 

informed that signing the consent form also gave their child permission to participate in 

the interview.   

Having parents attend the interview with their child was viewed as beneficial to 

the data collection process.  In a study using dyad parent-child interviews (Ungar, 

Mirabelli, Cousins, & Boydell, 2006), parents assisted their children in answering 

interview questions about their health.  Parents enhanced their child’s ability to recall 

asthma-related details such as symptom frequency and severity (Ungar et al., 2006).  

Thus, it was to the present study’s advantage that parents were present with their 

children during the interviews.    



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       132 

 

 Parents of children too young to participate (children under 5-years-old) were 

also approached to participate.  All participating parents were informed of the ability to 

withdraw from the study at any time without repercussion and that an information sheet 

for them was provided.  To prevent social desirability bias during the interviews, 

participants were reminded that the study was independent and that no information 

provided by participants would be communicated to the surgeon.  Participants were 

informed on the information sheet that a revocation of consent form would be given, 

which they could complete and send to the researcher’s supervisor at any time.  

 The semi-structured interviews were approximately 30 minutes in length and all 

interviews were conducted by the researcher, which controlled for any cross-interviewer 

effects.  The 30-minute timeframe for the interviews was adopted to encourage 

participation by parents who are caring for their children and who may otherwise 

decline if participation involved a longer time period.  This was adequate time to 

conduct the interviews and similar studies on experiences with day-surgery have used 

this timeframe (e.g., Otte, 1996).  Semi-structured interviews were conducted prior to 

the postoperative consultation to prevent any impact of the postoperative consultation 

with the surgeon on the interviews conducted.  Participants were introduced to the 

researcher for an interview after written consent was obtained. Interviews were 

conducted on the premises of the surgeon’s clinic out of view of other patients and out 

of sight and hearing range of treatment.   

The aim of the interview questions was to provide rich depth and detail into the 

families’ experience of paediatric surgical care.  In particular, the interviews allowed 

families to highlight the aspects of care most salient to them, whether positive or 

negative, therefore establishing which aspects of care influence parents’ and patients’ 

evaluative perceptions of the care received.   

Semi-structured interviews were guided by two open-ended questions:   

1. Think about your whole experience with your child’s surgery. What were the 

most positive aspects of the experience for you and your child?  

2. What suggestions would you make to improve the services provided to you and 

your child?  

These questions provided a flexible framework to explore any aspect of the 

paediatric surgical experience (See Appendix J for interview protocol).  Paediatric 
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patients 5 to 10-years-old were also given the opportunity to respond to the questions if 

comfortable.  Children were asked two open-ended questions:  

1. What were the best things about going to hospital? 

2. What would you like to have improved? 

It was essential that interview questions be unbiased and general in nature so as 

not to influence or cue participants towards discussing or evaluating their experiences 

with particular aspects of care.  This was particularly important when interviewing the 

patients, as children are known to be especially susceptible to acquiescence response 

bias (Breakwell, 2006).  In this way, participants described and defined their experience 

as they saw it (Strauss & Corbin, 1998).   

Participants were encouraged by the researcher to elaborate on their answers 

where appropriate via probing phrases such as “tell me more about that” and “take me 

through what happened there”.  Participant’s responses were recorded via shorthand and 

were relayed back to participants to provide a validity check on what was recorded.  

Relaying responses back to participants occurred via a phrase such as “I just want to 

make sure I’m noting down your experience accurately.  Correct me if I am wrong, but 

is the following what you meant?”  In this way, participants were actively encouraged to 

correct the researcher so as to minimise participant acquiescence and to guarantee 

accurate interpretation of participant responses by the researcher.  

To guard against acquiescence bias, patients were encouraged to give their own 

opinions by reassuring them that there were no right or wrong answers, and that the 

researcher was interested in their thoughts about their time in hospital (Breakwell, 

2006).  

To assist in facilitating the semi-structured interviews, interviewees were asked 

about their experiences during the preoperative waiting time at the hospital, how their 

child was on waking in recovery; if the child experienced any pain, nausea, vomiting, 

sleep disruption, appetite disruption, postoperatively in the hospital or at home in the 

week following surgery.  The aim of this was to assist parents with recollecting any 

other important events of the day.  Posing these questions prompted interviewees and 

many disclosed more of their experiences as a result.   

Since participants were concurrently invited to participate in phase 1 and phase 2 

of the study, demographic information was not gathered as part of the interview process.  

It was thought that asking participants about demographic information during their 
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interviews and again in the questionnaires given would deter participants from 

completing all the demographic items in the questionnaire.  Since the questionnaires 

provided the basis for statistical comparisons between groups, demographic 

questionnaire data took priority and no demographic questions were included as part of 

the interview process.  The same identification number was given to each participant’s 

questionnaire and interview data, which enabled cross checking of demographic details 

for participants who attended the interview and returned their completed questionnaire.  

The gender of parents and participants was evident on meeting, and for the younger 

patients, was evident by the end of the interview so parent and patient genders were 

recorded.       

Content from each interview was assigned an identification code determined by 

their classification, for example, Mother of Younger Child (MYC), Father of Older 

Child (FOC), and a number.  ‘Younger’ children were defined as those less than 5 years 

of age and ‘Older’ children were defined as those between 5 and 10 years of age.  In 

four cases, both parents participated in the interview and were classified under the same 

identification number with “M” indicating the mother’s statements and “F” indicating 

the father’s statements.  Identification numbers beginning with “FC” indicate responses 

from female children and identification numbers beginning with “MC” indicate 

responses from male children.  The names of surgeons and all references to the surgeon 

have been replaced with the italicised letter “S”.  

Interview notes were entered onto computer using Microsoft Word 2007.  Typed 

interviews included a large right-hand margin in which coders could write notes on the 

themes identified in the data.  

 

Data Analysis 

Grounded theory was the predominant method used in conjunction with 

several components of relational content analysis.  Here, the use of frequencies, 

establishing intercoder reliability as part of the verification process (please see 

pages 155-159), and the use of a consistent approach to interviewing across 

participants established consistency of the data.          
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Category Development and Structure  

Traditional inductive grounded theory occurs when no previous research 

on a given topic is gathered before generating a theory and instead, theory is 

generated exclusively from the data gathered (Glaser, 1978; Strauss & Corbin, 

1998).  The generation of a theory using the grounded theory method in 

achieved through the coding process.  Coding can be defined as “the analytic 

process through which data are fractured, conceptualized and integrated to form 

theory” (Strauss & Corbin, 1998, p. 3).  In situations where past research serves 

as a valuable foundation on which to build a theory, a mixed approach has been 

used (Bradley et al., 2007; Miles & Huberman, 1994).  Opinions vary regarding 

the most appropriate time to conduct a literature review on the research topic.  

Glaser (1978) supports an exclusively inductive grounded theory approach and 

argues that the literature review is best conducted after at least the initial stages 

of interview analysis so as not to influence the analysis itself.  Charmaz (2006) 

advocated for the inductive approach to coding because it keeps the researcher 

focused on the perspectives of the participants rather than imposing the 

researcher’s views on the data (Charmaz, 2006).  However, Charmaz (2006) 

acknowledged that for some, generating a literature review before the 

commencement of data collection is a requirement in many university 

departments.  It is acknowledged that researchers do enter the field with prior 

knowledge about the research topic, but such prior knowledge should be 

cognitively put aside and should earn its place later in the analysis after the 

emergent conceptual framework has been developed (Charmaz, 2006).   

Miles and Huberman (1994) describe a more integrated approach, which 

begins with an organised framework generated from past relevant research.  

Coding of the research data can then inspire and supplement the already existing 

codes.  Where topics investigated involve phenomena that have been explored in 

some qualitative way previously, at least a partially deductive approach enables 

justification of category names and definitions (Bradley et al., 2007), the ability 

to build on past research and theory (Sobo, Seid, & Gelhard, 2005), and fulfils 

the requirement of universities regarding research proposals (Charmaz, 2006) 

and Human Research Ethics Committees.  Thus, the integrated deductive and 

inductive approach was adopted in the study presented here.  It is however, 
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important to clarify that although phenomena of previous qualitative studies 

were relevant to this study and used as inspiration for code names and category 

generation, those studies did not explore the specific focus of this study.  

Namely, previous studies do not attempt to generate a theory that captures the 

holistic experience of families who access paediatric surgical care.  Holistic is 

defined here as from the point of seeking a referral for access to the paediatric 

surgeon until after discharge from hospital.  Thus, the use of the grounded 

theory method is adopted because of a lack of existing theory on the holistic 

experience of families who in this case access paediatric surgical care.     

Although past research was not used to generate a preliminary theory, 

existing research did influence the development of the present study’s categories 

and codes.  A compilation of qualitative findings from relevant past research 

into the experience of surgery for adult and paediatric patients was generated by 

the investigator via database searches using Psychinfo, Psycharticles, and 

Medline, and relevant research found in journal article reference lists.  This list 

was given to the second coder as possible inspiration for determining categories 

and their codes (see Appendix A).  As previously mentioned, the approach to 

analysis was not exclusively elaborative as it was still considered essential that 

categories and their codes be allowed to ‘emerge’ from the data.  Therefore, both 

inductive and deductive approaches to grounded theory were adopted.  

 

Approach to Interviewing  

One of the hallmarks of grounded theory is the fluid nature of the 

interviewing: asking questions based on the answers given from previous 

interviewees (Strauss & Corbin, 1998).  This is an appropriate approach when 

developing theory in certain research areas where there is much depth  

(e.g., Mallinson et al., 2005; Sandelowski & Jones, 1996) and where research is 

being conducted in a new, yet to be investigated research area.  This is in 

contrast to the present study which focused on a consistent method of 

interviewing with the aim of obtaining reliable data.  Consistency of 

interviewing between participants controls for systematic sources of variation in 

the content, which is essential when using the relational content analysis 

approach (Weber, 1990).  Consistency in interviewing is particularly relevant in 
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the area of health service evaluation because a lack of consistency, neutrality, or 

unbiased interviewing techniques can cause acquiescence response bias in 

participants that can threaten the validity of the data collected (Breakwell, 2006).  

Thus, it was crucial to keep the interview discussions on topic, to allow for both 

qualitative and quantitative analysis of the interview data.   

The semi-structured interview format was used in the present study for 

the following reasons: 1) It allowed for the exploration of the beliefs, attitudes, 

and perceptions that participants experienced (Barriball & While, 1994);  

2) It allowed the researcher to evaluate the participants’ non-verbal cues which 

in turn enhanced the validity of the responses (Neuman, 2000); 3) Due to its 

structure, it allowed for comparisons to be made between participants (Barriball 

& While, 1994); 4) It allowed for the use of probing which is “a neutral request 

to clarify an ambiguous answer, to complete an incomplete answer, or to obtain 

a relevant response” (Neuman, 2000, p. 277) to help clarify answers;  

5) It allowed for the use of prompts “which suggest possible answers to the 

interviewee” and should only be used if applied consistently across all 

participants (Breakwell, 2006).       

As in the study described here, the semi-structured interview typically 

has a number of issues to be covered (Mottram, 2011) that include open-ended 

questions that are broad enough to allow participants to answer the questions in 

their own terms without limiting participants and allowing time for the use of 

probes and prompts (Breakwell, 2006).  Time must also be allowed for the 

building of rapport, time to ask and answer the interview questions, and time to 

give participants the opportunity to verify the researcher’s perceptions of what 

has been said (Charmaz, 2006).  The semi-structured interview method also 

gives participants the opportunity to express any concerns they may have with 

the process (Charmaz, 2006).  A high level of reliability can also be obtained 

using the semi-structured interview method because it allows the interviewer to 

make sure all participants have been asked the same questions (Barriball & 

While, 1994).  All of these characteristics of the semi-structured interview made 

it the most suitable interview method for answering some of the current study’s 

research questions (RQ7 – RQ11).  
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Open coding 

To initially generate categories, analysis of the interview data was 

conducted by the investigator and a second coder “to cast a wider analytic net 

and provide a “reality check” for each other” (Saldana, 2013).  Including more 

than one person in the initial category-generating process is recommended by 

some qualitative analysts (Guest & MacQueen, 2008; Weston et al., 2001) when 

large sets of data are involved such as the data set involved here (i.e., n = 195).  

The second coder was an Australian Honours graduate in psychology familiar 

with grounded theory analysis.  Before the commencement of category 

generation, both the investigator and second coder underwent 30 hours of coder 

training in qualitative analysis and grounded theory.  As part of coder training, 

examples of line-by-line coding were provided to give coders a reference point 

(see Appendix K).  Coders were also given a list of category names, known as 

codes (Strauss & Corbin, 1998), from relevant past qualitative research as 

potential inspiration for code generation in this study (see Appendix A).   

Definitions of categories from relevant past qualitative research were not 

referred to during the process of coding so as not to restrict or impose too 

stringent an influence on the process of coding.  Referring to pre-determined 

category definitions may have prevented the coders from “arriving at new 

perspectives and approaches, and these are important to the advancement of 

knowledge in every field” (Strauss & Corbin, 1998, p. 155). 

A total of 21 cases: 7 interviews of parents with older children  

(i.e., 5 to 10-years-old), and 14 interviews of parents of younger children  

(i.e., under 5-years-old) were selected by the researcher at random by order of 

identification number.  This data set comprised a 10 percent sample of the total 

number of cases from each of the parents of older children and parents of 

younger children groups.  A 10 percent sample size of the total sample has been 

recommended by reliability scholars (e.g., Lombard et al., 2002) and qualitative 

researchers (e.g., Bossert, 1994) when establishing intercoder agreement.   

A set of requirements for categories was set prior to the commencement of 

the analysis.  As outlined by content analysts (Krippendorff, 2004; Sproule, 

2006).  Categories were to be mutually exclusive, meaning that no content was to 

be classified in more than one category.  Categories were also to be exhaustive, 
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meaning that all interview data was to be coded.  This included positive, negative, 

mixed (both positive and negative) and neutral statements (Weston et al., 2001). 

Although grounded theory does not have such criteria for categories (Bryant & 

Charmaz, 2007; Charmaz, 2006), it is conceded by Charmaz (2006) that assigning 

sections of text to more than one category is a “complicated” process (Bryant & 

Charmaz, 2007, p. 195), thus resulting in a more complicated theory.  It was 

anticipated that the general scope of the interview questions would result in the 

emerging of many categories leading to the construction of a complex explanatory 

theory.  Thus, mutually exclusive categories were adopted to avoid adding further 

complexity to the complex theoretical structure expected.    

Known as open coding in grounded theory, this initial line-by-line 

approach to analysing the interview notes was used to identify the central themes 

reported by participants (Strauss & Corbin, 1998).  Central themes in the context 

of the study were defined as the perceptions described by participants: 1) as most 

important, 2) in detail, 3) with a high level of verbal expression (either positive or 

negative), and 4) perceptions that were frequently mentioned.  Perceptions 

included participants’ ideas and feelings about the various stages of the process of 

surgical care, events that occurred, behaviours of participants, or incidents that 

were described.  While reading over the interviews twice, the researcher and 

second coder considered questions adapted from Krueger (1994, p. 83): 

1. What is the participant saying? 

2. What is the participant feeling? 

3. What is really important to the participant? 

4. What are the themes or issues that keep coming up across participants? 

5. How do participants compare? 

6. Are there any gems or bits of wisdom that were said only once but deserve to 

be noted? 

7. Which quotes really give the essence of the message given by participants? 

 

The data were broken into separate sections and placed into groups 

corresponding to the concepts identified, those being the ideas, feelings, events, 

issues, behaviours, and incidents that were described.  Each concept group was 

then given a more general name that represented all the concepts within each 
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group, known as a category (Strauss & Corbin, 1998).  Category names are 

termed codes (Strauss & Corbin, 1998).  Categories can differ in their level of 

variability, with broader categories encompassing ‘types’ or ‘classes’ of concepts 

called subcategories (Strauss & Corbin, 1998).  The option of naming categories 

based on the words of participants, known as “in vivo codes” (Charmaz, 2006,  

p. 55; Strauss & Corbin, 1998, p. 105) was permitted. 

As data continued to be analysed, new concepts and groupings emerged, 

creating new categories, while other sections of text were added to pre-existing 

categories.  This process of comparing new data with old and revising categories 

accordingly is known as the constant comparative method (Charmaz, 2006; 

Strauss & Corbin, 1998).  During this process, coders engaged in memo writing 

which involved recording the coders’ analysis of the text including the record of 

thoughts, ideas and interpretations of the data (Strauss & Corbin, 1998).  Memo 

writing, is considered an essential part of the theory-building process (Glaser, 

1978; Strauss & Corbin, 1998).  Concurrently, a codebook, which is “the 

development of a set of full explanations of the key concepts that guides the 

researcher through the coding task” (Sproule, 2006, p. 118), was initially 

generated by the two coders during this open coding stage.  Definitions and names 

of the concepts identified were placed in the codebook.  

Open coding was conducted independently and without consultation with 

each other.  Once open coding of the initial sample was complete, category names 

and definitions generated by the researcher and the second coder were compared.  

Differences between coders were discussed and an agreement was reached 

regarding what category names and definitions to retain, merge, split, revise, and 

drop.   

Intercoder reliability testing was adopted in this study to establish the 

consistency of meaning of the codes and categories generated, towards 

establishing auditability of the findings.  Some readers may consider it 

inappropriate to have reliability statistics associated with qualitative data, but 

some researchers (e.g., Bossert, 1994; Huckin, 2008; Krippendorff, 2004) 

consider this more than acceptable to have as a requirement.  Intercoder 

agreement using Krippendorff’s alpha was calculated between the investigator 

(SH) and the second coder (SK).  Initially, two attempts were made at establishing 
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acceptable intercoder reliability with separate 10 percent random samples of cases 

(21 cases per sample).  On both occasions, coding was conducted independently 

and without consultation with each other.  Samples were randomly selected by 

order of identification number.  A 10 percent intercoder reliability sample size of 

the total sample has been recommended by intercoder agreement and reliability 

scholars (e.g., Lombard et al., 2002) and qualitative researchers examining the 

experience of child hospitalisation (e.g., Bossert, 1994).  These two attempts 

resulted in approximately 10 percent of categories failing to reach an acceptable 

level of intercoder reliability (i.e., achieving < .70).  

As a result of the lower level of intercoder agreement, coders discussed 

their inconsistencies, which lead to the refinement of categories, including 

redefining categories, and adding, splitting, and combining categories.  As a 

result, a third separate 30% sample (60 cases) of the interview data was used to 

establish intercoder agreement.  Krippendorff’s alpha agreement scores for all 

categories reached an acceptable level of reliability and ranged from .79 – 1.00 in 

the present study (see Appendix L for calculations).  Please see pages 155-159 for 

further details on the intercoder reliability process.    

  

Axial Coding 

Once satisfactory intercoder reliability was reached, the researcher 

continued through the process of analysing the remaining interview data without 

the second coder.  Data analysis progressed to the next stage of coding known as 

axial coding which is “the process of relating categories to their subcategories, 

termed “axial” because coding occurs around the axis of a category, linking 

categories at the level of properties and dimensions” (Strauss & Corbin, 1998,  

p. 123).  As interview data was analysed during axial coding, sections of text 

accumulated within categories and subcategories which allowed links between 

them to emerge, creating properties and dimensions.  The theoretical structure 

began to emerge as subcategories with a common characteristic known as a 

property (Strauss & Corbin, 1998) were placed under a broader category label.  

This process continued, and broader category labels began to reflect variation by 

which categories could be placed along dimensional ranges.  Using the present 

study’s data as an example, one of the properties that differentiated the 
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postoperative experience of families was the level of care provided to families 

after discharge.  In this way, dimensions reflect the placement of a category along 

a type of continuum (Strauss & Corbin, 1998).    

Strauss and Corbin (1998) described a good category as one containing 

“properties and dimensions to demonstrate its range of variability as a concept” 

(p. 158).  Thus, the ideal standard described here is that within a concept, there 

should be differences in the experience of participants therefore reflecting a level 

of variability.  It is noted that in the context of evaluating a surgical service 

provider, research (e.g., Walker, Brooksby, McInerny, & Taylor, 1998) has 

demonstrated that participants tend to give more positive than negative feedback 

on the care received.  This may have contributed to the limited range of variability 

in some of the emergent categories in the study described here.  

 

Strauss and Corbin’s (1998) Paradigm   

During the axial coding stage, the constant comparison of categories, 

subcategories, and their definitions were refined as new data sections were added.  

This allowed recurring themes to emerge from the data and also allowed 

relationships between categories to emerge (Corbin & Strauss, 1998).  Memo 

writing continued through the axial coding process as did further refinement of the 

codebook.  The axial coding stage involved the investigation of “why or how 

come, where, when, how, and with what results, and in so doing they uncover 

relationships among categories” (Corbin & Strauss, 1998, p. 127).  Answering 

these questions allowed the researcher to determine what “structure or conditions” 

(Corbin & Strauss, 1998, p. 127) brought about the issues, events, incidents, 

beliefs and ideas found in the emergent categories.  The axial coding stage of 

analysis also allowed the researcher to determine how actions and interactions of 

participants over time (Corbin & Strauss, 1998) occur in response to the stages of 

the paediatric surgical process.  Studying the ‘why’ or the structure of the 

phenomenon in question must be accompanied by studying the ‘how’ or the 

process of participants and their interaction with the phenomenon (Strauss & 

Corbin, 1998).  In grounded theory, structure and process are combined to create a 

tool devised to help the researcher build a theory, which is termed a paradigm 

(Strauss & Corbin, 1998).   
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The interaction of structure and process brought about a set of paradigm 

components that enabled the building of a theoretical structure (Strauss & Corbin, 

1998, p. 128).  They include: 1) Causal conditions which represent the set of 

events or situational issues that impact on phenomena (Strauss & Corbin, 1998); 

2) Phenomena, which answer the question “what is going on here?” (p. 130) and 

are the recurring patterns of issues, events or incidents that occur in the words or 

behaviours of participants in response to managing the situations or challenges 

they face (Strauss & Corbin, 1998); 3) Contextual conditions are the set of 

patterns that are specific to a time or place on a continuum, (Strauss & Corbin, 

1998); 4) Intervening conditions are the conditions that alter the influence of 

causal conditions on the phenomena described by participants (Strauss & Corbin, 

1998); 5) Actions and interactions which represent which of the participants and 

how participant responses to the events, issues, or problems that occur under those 

conditions (Strauss & Corbin, 1998); and 6) Consequences, which are the product 

of actions and interactions (Strauss & Corbin, 1998), and can be the absence or 

presence of a response to an action, event, or issue (Strauss & Corbin, 1998).        

 

Selective Coding 

Selective coding is the “the process of integrating and refining the theory” 

(Strauss and Corbin, 1998, p. 143).  In this stage of analysis, the researcher began 

the process of synthesising all the generated categories into a coherent theoretical 

structure within the components of the paradigm set out by Strauss and Corbin 

(1998).  This included the writing of relational statements that identified the 

nature of relationships between categories.  These relational statements formed 

part of the results of the qualitative phase of this study as outlined in Chapter 4 on 

pages 331-342.  Categories were also structured within more abstract categories 

known as major categories (Strauss & Corbin, 1998) and major categories were 

then placed into major concepts, which are central ideas found in most cases 

(Strauss & Corbin, 1998).  The central category was then selected from the major 

concepts that emerged from the data (Glaser, 1978; Strauss & Corbin, 1998).  In 

this way, the use of Strauss and Corbin’s (1998) structural framework led to the 

discovery of the core category.  
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Identification of a central or core category is an essential step towards the 

integration of research findings which are generated using grounded theory 

methodology (Charmaz, 2006; Strauss & Corbin, 1998) because it “has analytical 

power.  What gives it that power is its ability to pull the other categories together 

to form an explanatory whole.  Also, a central category should be able to account 

for considerable variation within categories” (Strauss & Corbin, 1998, p. 146)    

The central category was discovered in the present study and was an overarching 

concept to which all the generated categories were related.  It occurred in all cases 

and was able to explain the central theme of the research, as required by Strauss 

and Corbin (1998).  The codebook was further revised and additional memos 

written as a product of this stage of analysis.   

 

Theoretical Saturation, Theoretical Sampling, and Theoretical Sufficiency 

One of the principles of grounded theory is the requirement of reaching 

theoretical saturation, meaning that data is gathered and analysed until no new 

information about the phenomenon can be gleaned from the data collected 

(Strauss & Corbin 1998).  Once theoretical saturation is reached, data collection 

ceases.  However, Strauss and Corbin (1998) warn that theoretical saturation 

does not occur at a specific point in the data collection process because “if one 

looked long and hard enough, one always would find additional properties and 

dimensions” (p. 136).  Instead, saturation is viewed as the point when gathering 

additional data would reveal minimal new insight (Strauss & Corbin, 1998).   

Other grounded theory methodologists (e.g., Charmaz, 2006) also warn 

that dictating the sample size of a study based on the point at which theoretical 

saturation is reached, may place the study’s credibility (corresponding to validity 

in quantitative research terms) into question.  As an example, in a case where 

theoretical saturation claims to have been reached with 20 cases, a study may 

receive criticism for the small sample size, rendering the study as lacking 

credibility (Charmaz, 2006).  A study of that size may receive particular 

criticism if the research area it investigates is of a general scope or contradicts 

previous research findings (Charmaz, 2006).  The study described here dealt in 

generalities and was therefore not as “conceptually rich” (see Bradley et al., 

2007, p. 1765) as more focussed tighter studies on which this study was based.  
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Therefore, although important and necessary for the present research study, the 

insights gleaned from the interviews are somewhat limited.      

Following the advice of Charmaz (2006), the data collection approach of 

the present study was to conduct and include as many interviews in the analysis 

as time permitted.  The purpose of capturing as much data as possible from the 

participant sample was to determine the frequency with which the emergent 

themes were present, ultimately allowing the investigator to establish the most 

and least common themes discussed by participants.  Obtaining frequencies 

provided further support for the importance of the emergent categories (Hill, 

Thompson, & Williams, 1987; Hill et al., 2005).   

Another step in the grounded theory process is theoretical sampling 

which is “data gathering driven by concepts derived from the evolving theory 

and based on the concept of “making comparisons” whose purpose is to go to 

places, people, or events that will maximize opportunities to discover variations 

among concepts and to “densify” categories in terms of their properties and 

dimensions” (Strauss & Corbin, 1998, p. 201).  Since all interviews were coded 

and used in building the resulting theory, no theoretical sampling was 

conducted.  One of the threats to validity in interviewing participants on patient 

evaluations of care and patient satisfaction is the risk of ‘leading’ participants to 

evaluating a particular aspect of care when the aim was to minimise 

acquiescence response bias of participants.  This is another reason why 

theoretical sampling was not conducted in the present study.  Asking 

participants about particular aspects of care may have influenced their opinions 

and therefore was avoided.      

In a qualitative grounded theory interview study such as the one 

presented here, the required sample size is typically determined once ‘theoretical 

saturation’ occurs (Charmaz, 2006; Strauss & Corbin, 1998).  Theoretical 

saturation is reached when “no new properties, dimensions, conditions, actions 

or interactions, or consequences are seen in the data” (Strauss & Corbin, 1998, 

p. 136), that is, when no new concepts emerge from the data.  While a precise 

sample size cannot be projected before the commencement of the study 

(Charmaz, 2006; Strauss & Corbin, 1998), some qualitative researchers have 

recommended sample sizes for grounded theory studies such as 25 for “certain 
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small projects” (Charmaz, 2006, p. 114) to 10 - 60 (Starks & Trinidad, 2007), 

depending on the characteristics of the study.  Other grounded theory 

methodologists caution the use of theoretical saturation and argue that 

researchers who proclaim theoretical saturation commonly do not demonstrate 

that theoretical saturation was reached (Charmaz, 2006; Morse, 1995).  Dey 

(1999) also argued that theoretical saturation of a theory and the concepts within 

it cannot be known unless all participant interviews within the scope of a study 

are coded.  Alternatively, Dey (1999) adopted the term “theoretical sufficiency” 

(p. 257) to describe the point at which a theory or its categories are sufficiently 

represented by the data.   

A number of characteristics of the present study made it necessary to 

include as many cases in the analysis as possible.  Firstly, the general aim of the 

qualitative interview study was to generate a theoretical explanatory structure 

illustrating the experience of rural and regional families who access specialist 

paediatric surgical care and to identify and explain the relationships between the 

aspects of care that were evaluated.  One reason for this was to generate a 

theoretical structure that would take into account the largest number of 

participants who also completed a questionnaire, with the aim of having 

maximum overlap.  Since the present research study was a complementarity 

multiple-method design, the priority was to be able to elaborate on the 

questionnaire feedback by conducting as many interviews as possible.  A 40 or 

50 participant sample size would not have achieved this aim and would have 

been counter to the recommendations of Dey (1999) and Charmaz (2006).   

A number of other characteristics of the study made a larger sample size 

than that specified by Charmaz (2006) and Starks and Trinidad (2007) 

necessary.  Morse (2000) advised that qualitative studies with characteristics 

such as a broad scope, small amount of data yielded per interview, a topic that 

was “difficult to grab” (p. 4) or detect, and the quality of the data can all 

contribute to the requirement of a larger sample size.  The study presented here 

included the aforementioned characteristics outlined by Morse (2000).  The 

interview topic was broad in scope, as participants discussed issues and events 

regarding the specialist paediatric service provided, ranging from detection of 

the condition to the hospital stay, through to after-discharge care.  This broad 
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scope generated 44 categories.  Thus, to reach theoretical sufficiency, a large 

sample size was needed.   

A larger sample size is also recommended when a small amount of data 

is generated from the interviews (Morse, 2000).  In the present study, double-

spaced, typed interview notes ranged from half a page to two pages with most 

interviews yielding a page of data.  Also described by Morse (2000) was a topic 

that was “difficult to grab” (p. 4) or detect.  While participants frequently 

disclosed positive experiences related to the service provided, the experiences, 

incidents, or services requiring improvement were not as frequently disclosed, 

which may have been due to reluctance by participants.  Being critical of a 

service while being interviewed at a location where one of the service providers 

resides may have been a factor.  Morse (2000) further suggested that a larger 

sample size may be needed if the quality of the data is not high.  Some parents 

who participated in the study did so under personal time constraints and for 

other parents with young children, some were observed as being distracted 

during the interview process.  All of these issues contributed to the necessity of a 

larger than recommended interview sample for the present study.     

Although the recommended structural framework for theory building set 

out by Strauss and Corbin (1998) has been deemed as too prescriptive by other 

grounded theory methodologists (e.g., Glaser, 2002) and qualitative researchers 

(e.g., Bailey & Jackson, 2003), the structure was a good fit in relation to the 

phenomena captured in the present study.  All categories and a selection of 

supporting verbatim statements are presented in Chapter 4 along with this 

study’s theoretical structure, which is seen on page 345 of the results.  Memos 

relevant to the generated theory formed part of the relationships between 

categories results and are found on pages 331-342 also in the results.  The 

various methods used to verify the theoretical structure generated by the 

grounded theory analysis can be seen on pages 147-159.  Please see Appendix 

M for the codebook containing the final version of category names, definitions 

and illustrative examples.  
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Verification  

The methodological rigor of qualitative studies has long been criticised by 

quantitative purists as failing to achieve or declare explicitly, guidelines for attaining 

validity, reliability, and objectivity towards establishing scientific rigour (Maxwell & 

Delaney, 2004; Schrag, 1992).  As a result, supporters of mixed-method, multiple-

method, and qualitative approaches to research have come to the forefront, presenting 

multiple-methods by which rigour can be established in qualitative research  

(e.g., Chiovitti & Piran, 2003; Mayes & Pope, 1995; Sandelowski, 1986).  These 

methods, originally described by Guba and Lincoln (1981), were further refined by 

other researchers and were termed credibility, fittingness, auditability, and 

confirmability (Beck, 1993; McCabe, 2004; Sandelowski, 1986).  These methods have 

been paralleled with the quantitative concepts of internal validity, external validity, 

reliability, and objectivity, respectively (Beck, 1993; McCabe, 2004; Sandelowski, 

1986).    

Credibility can be defined as measuring “how vivid and faithful the description 

of the phenomenon.  The informants, and also the readers who have had the human 

experience, should recognise the researchers’ described experiences as their own” 

(Beck, 1993, p. 264).  Fittingness can be described as the point at which “the findings of 

a study ‘fit’ into similar contexts outside the study” (McCabe, 2004, p. 43).  

Auditability can be defined as the point at which “another researcher can clearly follow 

the ‘decision trail’ used by the investigator in the study” (Sandelowski, 1986, p. 33).  

Confirmability occurs when credibility, fittingness, and auditability are established 

(Sandelowski, 1986). The way in which each of these measures was established in the 

present study is outlined in the following sections.   

 

Credibility 

Credibility of the present study’s findings was established by timely 

interview note-taking, methods of validation from participants, use of the 

constant comparison method, analyst triangulation, and theoretical sampling.   

 

Timely Interview Note-taking 

Interviews were not tape recorded due to ethical reasons  
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 (see pages 130-131), but notes were made during and immediately after 

the interview to maximise the accuracy of recall as recommended by 

Beck (1993).  

 

Methods of Validation from Participants 

During the interviews, the researcher reflected responses back to 

participants to clarify whether the researcher had understood them 

correctly and to confirm the researcher’s interpretation of the participant 

statements.   

In generating the codes and categories from the interview data, 

the participant’s words were used (Chiovitti & Piran, 2003).   

Participants were allowed to “guide the inquiry process” 

(Chiovitti & Piran, 2003, p. 430) to ensure that the issues discussed by 

participants concerning the care provided to them were issues they 

perceived to be important and to minimise researcher influence on the 

statements provided by participants.   

Respondent validation occurs when researchers go back to the 

field and present the generated theory to the participants on which the 

theory is based (Chiovitti & Piran, 2003).  Researchers like Atkinson 

(1997) have warned against a heavy reliance on respondent validation to 

verify the findings of qualitative studies.  An overreliance on respondent 

validation can lead to researchers dismissing their analysis of the 

phenomenon measured (Barbour, 2001).  While respondent validation is 

seen as particularly important where a study requires ongoing liaising 

with participants toward change such as workplace reform (Barbour, 

2001), studies with a one-off data collection point such as the one 

presented here, may find that “respondent validation may be more 

trouble than it’s worth” (Barbour, 2001, p. 1117).  In light of the 

sentiments of Atkinson (1997) and Barbour (2001) and the logistical 

problem of attempting to meet with participants a second time, the 

resulting theoretical structure was not presented to participants.     
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Constant Comparative Method  

In grounded theory, constant comparisons are made at various 

levels of the qualitative analysis (Glaser & Strauss, 2012).  In the earlier 

stages of analysis, participant statements are compared to one another to 

identify similarities and differences between them.  Similarities, 

differences, and any hypotheses of the researcher regarding these trends 

were recorded and compared to later interviews.  Once a sufficient 

number of interviews were analysed, ideas for codes and categories 

emerged and were constantly compared with the data yielded from new 

interviews as indicated by Charmaz (2006).  Codes and categories were 

further refined as more interview data was included in the analysis.  

Previous data was then checked to ensure that the refined codes and 

categories still accounted for the earlier interview data.  In this way, the 

constant comparative method was used in the study presented here and 

contributed to the credibility of the results.          

 

Analyst Triangulation   

As recommended in the literature (Patton, 1999; Thurmond, 

2001), a second analyst was included in the data analysis process when 

ideas for codes and categories emerged.  Both analysts independently 

generated a list of codes and categories based on the same interview data.  

The analysts then discussed the similarities and differences of their 

analyses, ultimately reaching agreement on a collaborative set of codes 

and categories.  The credibility of the findings was enhanced by 

providing triangulation of the researcher’s foundational analysis on 

which further codes and categories were built and refined. 

 

Theoretical Sampling 

One approach to validating the qualitative framework generated 

in Chapter 4 is to “go back and compare the scheme against the raw data, 

doing a type of high-level analysis” (Strauss & Corbin, 1998, p. 159).  

Charmaz (2006) calls this “theoretical sampling”, (cf. Strauss & Corbin, 

1998), which she describes as “less of an explicit procedure than a 
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strategy that you invoke and fit to your specific study” (p. 107).  One of 

the methods for conducting theoretical sampling described by Charmaz 

(2006) is studying documents such as individual interview transcripts to 

establish whether the constructed theory still explains what is reflected in 

the data from individual interviews.  This is a necessary step in 

theoretical structure validation, since generating a theory involves data 

reduction of a large number of individual participant interviews (Strauss 

& Corbin, 1998).  Theoretical sampling as defined by Charmaz (2006) 

was conducted in the present study by randomly selecting two interviews 

from the sample (one of a parent of an older child and one of a parent of 

a younger child) and a third, extreme case.  This interview (MYC 97) 

was considered extreme because the participant expressed a strong 

negative reaction to a service provider.  Strong negative reactions were 

rare (n = 5, 2.6%).  An extreme case was used here to confirm whether in 

fact the theory explained both the regular and extreme type of participant 

experience.  An analysis was conducted (as seen in Table 3.6) that 

involved comparing statements from each interview and the generated 

theory structure seen in the qualitative phase of the results in Chapter 4.   

 

Table 3.6 

Validation of the Theoretical Structure by Comparing Interview Quotes from Three 

Interviews and Comparison with Emergent Theoretical Structure 

 

Identification 

Number 

Illustrative Quotes Category Relationship with other 

categories 

MYC 8 S gave me lots of information about all 

the steps involved in the procedure.  S 

really reassured me.   

Appreciation 

for the Surgeon  

Provision of information 

from the surgeon 

increased reassurance in 

the parent, increasing the 

ability to manage the 

process of surgery. 

The hospital staff treated it as a routine 

procedure which put me at ease.  

Because it was a simple procedure they 

didn’t make a fuss.   

Appreciation 

for Non-

specified 

service 

providers 

The manner of the 

hospital staff put the 

parent at ease, thus 

increasing the ability to 

manage the process of 

surgery. 

The nursing staff kept me informed.  

As long as you’re informed, that is the 

most important thing.   

Appreciation 

for the Nurses 

A high quality and level 

of information provision 

increased the ability to 

manage the process of 

surgery 
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He is our first child so we don’t have 

much experience with these sorts of 

things.   

Parent  

Anxiety 

 

He was in pain for a few hours.  It was 

hard for him to sit up.   

Hospital and 

Home 

Postoperative 

Events 

Postoperative Events 

impacted on the level of 

life disruption 

experienced (i.e., time 

away from preschool).   I took him out of preschool for 2 days.   Life Disruption 

The toys were good.   Child-friendly 

Facilities 

 

The way he was spoken to from the 

hospital staff and S was positive but 

staff should have taken more time to 

see where his head is.  He was asking a 

lot of questions.  The way he was 

spoken to was the same as how the staff 

talked to the babies.  They were trying 

to distract him but he wanted to be 

informed about what was happening.  

The staff tended to treat all the kids the 

same but my child likes to know what 

is going on.  Because they didn’t tell 

him, he got a little distressed. 

Feeling 

Uninformed 

Lack of age-appropriate 

information given to the 

patient about their 

procedure resulted in the 

patient experiencing 

distress.   

The fasting for 8 hours.  He was 

starving, irritated, swearing, and light-

headed.  He had to fast from 7:00 a.m.  

He could only have water from 7:00 

a.m. to 11:00 a.m.  He skipped the 7:00 

a.m. cut off for breakfast because he 

slept in. 

Events During 

Preoperative 

Waiting 

Fasting contributed to 

how families managed 

the preoperative period.   

We arrived at 12:00p.m. and the 

surgery was a bit after 3:00p.m.   

Events During 

Preoperative 

Waiting 

 

More flexibility in the schedule.  We 

couldn’t get here for the postoperative 

consultation before 3 weeks.  We didn’t 

have time at 1 week post-op then S was 

booked out so it was a 3-week follow-

up.   

Access to 

Service 

Provider 

Limited access to the 

surgical service provider 

was a constrainer to 

service access. 

At the hospital he should have been 

allowed to go earlier.  They didn’t tell us 

when we could leave.  It would have  

been better to be informed that it was ok 

to leave rather than spending  

unnecessary time in the hospital when  

we could have left.  He should have  

been allowed to leave earlier than he did.   

Feeling 

Uninformed 

A lack of information 

created dissatisfaction 

with the discharge 

process. 

MOC 9 Everything was good.   General 

Evaluations of 

the Care 

Provided 

 

The staff at regional base hospital were 

good.   

General 

Evaluations of 

Unspecified 

Service 

Providers 

 

S spoke to him – and explained to him 

as well as the parents.  He has a right to 

know.  It made him feel a bit better.   

Appreciation 

for the Surgeon 

Provision of information 

from the surgeon 

increased reassurance in 
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the patient, increasing 

the ability to manage the 

process of surgery. 

He took us straight through when we 

arrived.  We got there at 1:15p.m. – 

then the procedure was at 4:30 p.m. 

Events During 

Preoperative 

Waiting 

 

He [child] was very hungry.  The toys 

were good but they didn’t distract him 

from his hunger.  We understand that 

there were younger patients that had to 

go first, but he was very hungry.   

Events During 

Preoperative 

Waiting 

The patient’s hunger 

contributed to how 

families managed the 

preoperative period.   

Pain was more than was expected.  

Only when they came out do you think 

about the pain.  He was given pain stop 

before leaving the hospital.  He was 

given pain stop until the next day.  He 

woke up twice during his sleep.  His 

sleep wasn’t normal.  He was a little 

uncomfortable.   

Hospital and 

Home 

Postoperative 

Events 

 

The waiting period at the hospital.  It 

was too long.   

Events During 

Preoperative 

Waiting 

Length of preoperative 

waiting contributed to 

how families managed 

the preoperative period.   

We need services near home town 

296km from Melbourne   

Availability of 

Services  

A lack of availability of 

services is linked to 

higher levels of life 

disruption 
Travelling for a day procedure turns 

into a drama.  Going home – the 

journey home is always the hardest 

part.  Time off work, financial issues, 

time, 1 week off school.  The bumps on 

the road.  Knowing that he was in pain.  

I had to take my other son to 

metropolitan children’s hospital and 

needed 2 days off for it.   

Life Disruption  

There are 3 other mothers going to his 

[child] school that have done the same 

so there are many people who have to 

go through the same thing. 

Experiences of 

Others 

 

MYC 97 S – respect and level of communication 

S has with children. 

Appreciation 

for the Surgeon 

Appreciation for the 

surgeon due to quality of 

communication with the 

patient. 

Arrived 10:30 a.m. – 11:00 a.m., in at 

2:00 p.m.  She expired about ½ an hour 

before.  She was starving … all started 

to get a bit cranky ½ hour before.   

Events During 

Preoperative 

Waiting 

Hunger and distress 

contributed to how 

families managed the 

preoperative period.   

Little bit of pain – overcome by her 

desire to eat.  No pain killers needed.  

Good sleeping too.   

Hospital and 

Home 

Postoperative 

Events 

 

Anaesthetist was an idiot.  The one who 

did the pre-surgery consult.  He 

contradicted what S said.  He said it 

was going to be his decision to give 

child’s name gas or needle (IV) in [the] 

hand.  S said we could have the gas.  

He said it was his decision.  In the op 

room just before – he was eating a pie.  

The more senior anaesthetist said give 

Lack of Respect 

for Decisions 

Made 

A lack of respect for the 

preferences of parents 

was a source of 

dissatisfaction and 

generated strong 

negative reactions in 

parents which impaired 

their ability to manage 

the process of surgery.   
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her the gas.  No bedside manner ... The 

senior one came and corrected him 

saying she would rather the gas and 

that will be the option that will be used.   

He was eating a pie and then checked 

child’s name out without even washing 

his hands.  My husband was going to 

throttle him.  He was the junior 

anaesthetist.   

Health and 

Safety 

Poor hygiene by an 

anaesthetist was a source 

of dissatisfaction to 

parents and generated 

strong negative reactions 

in them which impaired 

the ability of parents to 

manage the process of 

surgery. 

The nurses were fantastic.   General 

Evaluations of 

the Nurses  

 

 

As can be seen in Table 3.6 above, the generated theoretical 

structure presented in the qualitative phase of the results in Chapter 4 has 

explained and accounted for the verbatim statements made by parents in 

the cases selected.  One aspect of case MOC 9 was recognised as 

inconsistent with the theoretical structure.  The child-friendly facilities 

provided by the hospital usually facilitated the family’s ability to cope 

with the process of surgery.  However, in the case of MOC 9, the child-

friendly facilities did not effectively distract the child from their 

preoperative hunger.  This type of inconsistency is expected by Strauss 

and Corbin: “naturally, it will not fit every aspect of each case because 

the theory is a reduction of data” (p. 159).  Therefore, it is concluded 

here that the theoretical structure was supported by the data presented 

here.   

Another method of enhancing credibility of the results is negative 

case analysis which involves the identification of cases or participant 

accounts that do not fit the theoretical structure that is generated, based 

on the majority of the interview data collected (Charmaz, 2006; Strauss 

& Corbin, 1998).  No negative cases were identified and negative case 

analysis was not conducted in the present study as all interviews were 

included in the analysis that generated the theory.   
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Fittingness     

Fittingness of the present study’s findings were established by the use of 

the multiple-methods study design and by demonstrating consistency between 

the present study’s findings and past research presented in the literature review.   

External verification of the qualitative findings was attained in the 

present study by the inclusion of a quantitative questionnaire phase.  Termed 

methods triangulation (Patton, 1999; Thurmond, 2001), this provided a means of 

cross-data validity checking which assessed if the issues recognised in the 

interview study were reflected in the data generated by the questionnaire study.  

It is important to emphasise here that the purpose of methods triangulation was 

not necessarily to find consistency, but to examine if indeed the data gathered by 

the two data collection methods were similar and if the insight gained from the 

qualitative data would further explain the findings generated by the quantitative 

questionnaire data.  

Fittingness was also established in the present study by demonstrating 

links between past research findings and the categories that emerged from the 

present study (Chiovitti & Piran, 2003).  A number of codes and categories from 

past research were identified as ‘fitting’ the essence of meaning of the present 

study’s categories and codes and are outlined in the codebook (see Appendix M) 

of the present study.  

 

Auditability 

The auditability of the present study’s findings was achieved by 

establishing intercoder agreement and reliability, the inclusion of a codebook, 

and the use of memos which were incorporated into phase 2 of the qualitative 

analysis to describe the generated theoretical structure.  

 

Intercoder agreement and reliability  

Intercoder reliability can be defined as: 

the extent to which two or more independent individuals 

agree on coding, categories, and assignation of concepts 

to those categories.  The coding can be regarded as 

consistent and categories operational to the degree that all 
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the researchers assign the same texts to the same 

categories (Sproule, 2006, p. 118).  

Intercoder reliability testing was adopted in the study being 

described to establish the consistency of meaning of the codes and 

categories generated, towards establishing auditability of the findings.  

Although not commonplace in grounded theory research (Chiovitti & 

Piran, 2003; Sandelowski, 1986), establishing intercoder reliability is a 

methodological cornerstone of content analysis (Krippendorff, 2004; 

Neundorff, 2002).  Some qualitative methodologists (Bradley et al., 

2007; Miles & Huberman, 1994) and other researchers (Bossert, 1994) 

have endorsed and adopted the practice of intercoder reliability to 

demonstrate the consistency of their research findings.  An additional 

purpose for establishing intercoder reliability was the valuable 

resolutions made when the analysts discussed their discrepancies, 

resulting in refined categories which in turn enhanced the quality of the 

theory generated.  As argued by Barbour (2001), “the degree of 

concordance between researchers is not really important; what is 

ultimately of value is the content of disagreements and the insights that 

discussion can provide for refining coding frames” (p. 1116).  Thus the 

process of coming to an agreement between analysts also contributed to 

the auditability of the present study’s findings.    

No general standard has been established for determining an 

acceptable level of reliability (Lombard et al., 2002; Potter & Levine-

Donnerstein, 1999).  However, in a review of intercoder standards  

(for intercoder reliability indices in general) that included 

recommendations from a variety of methodologists such as Krippendorff 

(1980), Neundorff (2002) concluded that “coefficients of .90 or greater 

would be acceptable to all, .80 or greater would be acceptable in most 

situations, and below that, there exists great disagreement” (Neundorff, 

2002, p. 145).  As stated by Lombard et al. (2002), and Rust and Cooil 

(1994), .70 is commonly used as the acceptable threshold for exploratory 

research such as the present study.  Similarly, Krippendorff (2004) set a 

threshold of .677 as the minimum acceptable level for exploratory 
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studies.  Lombard et al.’s (2002) review also stated that more liberal 

standards (i.e., .70 and greater) are set for those more conservative 

indices that account for coder agreement by chance (cf. .90 for 

percentage agreement) including Krippendorff’s Alpha (Krippendorff, 

2004).   

As previously outlined on pages 137-141, the initial two attempts 

at establishing intercoder reliability resulted in approximately 10 percent 

of categories failing to reach an acceptable level of intercoder reliability.  

With refinement and a third separate 30% sample (60 cases), an 

acceptable level of reliability was reached and ranged from .79 – 1.00 

(see Appendix L for calculations).  Such a range of scores is considered 

here as more than acceptable for an exploratory study such as the study 

being presented.  Krippendorff’s alpha agreement scores for all 

categories can be seen in Table 3.7.  

The Krippendorff’s alpha agreement coefficient was selected for 

its conservative measure of intercoder agreement controlling for 

intercoder agreement by chance.  Although Scott’s pi and  

Cohen’s Kappa are conservative intercoder agreement coefficients that 

control for intercoder agreement by chance, they are considered too 

conservative, over-correcting for agreement by chance (Perreault & 

Leigh, 1989; Potter & Levine-Donnerstein, 1999).  While the main 

criticism of Krippendorff’s alpha has been its complex “by hand” 

calculation due to a lack of available software (Lombard et al., 2002; 

Potter & Levine-Donnerstein, 1999), this is not an issue where two 

coders rate dichotomous variables as was done in this study.   
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Table 3.7 

Intercoder Reliability using Krippendorff’s Alpha for All Generated Categories   

______________________________________________________________________ 

Category      Krippendorff’s Alpha          

______________________________________________________________________ 

General Evaluations of Care 

 General Experience .86    

 Experience at Other Services .90    

 Other’s Experiences 1.00    

 General Evaluations of non-specified Service Provider 1.00    

 General Evaluations of Surgeon .90  

 General Evaluations of Nurses 1.00    

 General Evaluations of Theatre Staff 1.00    

Care by Health Care Providers 

 Appreciation of non-specified Service Provider .92   

 Appreciation of Surgeon  .97                                       

 Appreciation of Nurses  1.00   

 Appreciation of Anaesthetist  1.00  

 Appreciation of Theatre Staff   1.00   

 Appreciation of Orderly    1.00   

 Decisions Respected     1.00   

Preparing for the Procedure 

 Accessing Services    .87   

 Life Disruption    1.00  

 Child-friendly Facilities    .91     

 Preoperative Waiting      1.00   

 Parent Anxiety      .94   

The Procedure 

 Separation     1.00  

 Anaesthetic Induction     .90   

 Unexpected Events    1.00 

 Parental Presence    .84   

 Parental Support     1.00   

 Parent Facilities     .79   

 Postoperative Events     1.00 

 Access to Privacy     1.00   

 Cost Effectiveness   1.00  

 Better Quality of Life    1.00   

 Availability of Services  1.00  

 After-discharge Care  1.00  

Improving the Services 

 Accessing Services   1.00   

 Preoperative Waiting Issues  .90                                        
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 Lack of Respecting Decisions   1.00          

 Feeling Uninformed     .93    

 Unprofessional Behaviour    1.00  

 Limited Hospital Resources  1.00  

 Impersonal Care   .85   

 Policy Change    1.00   

 Limited Parental Presence  1.00  

 Needing Support    1.00  

 Lack of Privacy and Security     1.00   

 Hospital Structure and Layout Issues  1.00 

 Limited Food Facilities   1.00  

 Limited Parent Facilities   1.00  

 Limited Patient Bed    1.00  

 Limited Child Facilities   1.00 

 Parking     1.00  

 Other Limited Facility    1.00   

 Discharge Issues       1.00   

 Other Category/Subcategory 1   .90  

 Other Category/Subcategory 2    1.00   

 Other Category/Subcategory 3     1.00   

Child Feedback 

 Care  1.00  

 Food  1.00 

 Child-friendly Facilities  1.00   

 Parental Presence  1.00  

 Other  1.00  

 Before the Procedure  1.00  

 Intrusive Events   1.00   

 Physical Symptoms   1.00   

 Fear   1.00   

 Emotional Distress   1.00   

 Life Disruption   1.00   

 At Home   1.00 

 Other   1.00   

 Neutral  1.00  

______________________________________________________________________________________________ 

 

Once acceptable intercoder agreement was established, the 

investigator coded the remaining cases (including the two 10% sample of 

cases previously coded for intercoder reliability) based on the refined set 

of categories established between the two coders.  New categories were 

added by the investigator where new themes were identified.  Please see 
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Appendix M for the codebook containing category names, definitions 

and illustrative examples. 

 

Inclusion of a Codebook 

Auditability was also established by the use of a codebook  

 (see Appendix M) which included all category names and definitions, 

and indicated whether categories were newly defined or generated based 

on past research.  Illustrative quotes extracted from the data accompany 

each category in the codebook.  Providing a high level of detail regarding 

categories and their codes added to the auditability of the present study. 

This enables other researchers to follow the process used to generate the 

resulting theory presented in the qualitative phase of the results in 

Chapter 4.  

 

Inclusion of Memos 

Memos that outlined ideas and hypotheses about the emerging 

theory were recorded during all stages of the analysis (Charmaz, 2006; 

Corbin & Strauss, 1998).  The memos that ‘held up’ to the analytic 

process and formed part of the emergent conceptual framework were 

included as part of phase 2 of the qualitative results.  The inclusion of 

memos when presenting a theoretical framework increases the 

auditability of the findings by demonstrating the process that led to 

established relationships between the concepts presented as well as 

demonstrating the overall coherence of the conceptual framework 

generated.     

 

Pilot Study Outcomes 

The pilot interview study provided an opportunity to refine the interview 

questions and practise facilitating the interviews throughout.  It also allowed for the 

refinement of the probing questions and prompts, as well as the refinement of clarifying 

and rephrasing techniques.  Six families were included in the semi-structured interview 

pilot phase and included three parents of patients under 5 years and three parent older-

child pairs. 
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Four interview questions for parents were originally set and included the same 

two questions, but focused on the experience of the parent and patient separately  

(e.g., think about your whole experience with your child’s surgery. What were the most 

positive aspects of the experience for you/your child?”).  It was found that responses 

from parents regarding the best aspects of care for them and their child were the same, 

particularly for parents of younger patients.  Frequent responses were similar to ‘if I’m 

happy, s/he’s happy’ or ‘the best things for me were the best things for him/her’.  Thus, 

for the sake of minimising the redundancy of responses, the duplicate questions asking 

about the parent and patient were merged (e.g., Think about your whole experience with 

your child’s surgery. What were the most positive aspects of the experience for you and 

your child?”).   

An interview protocol can be defined as “the description of the entire process in 

setting up and executing the interview” (Breakwell, 2012, p. 552).  The refined 

interview protocol including refined interview questions can be seen Appendix J.   

During the interviews, the researcher observed that some participants freely 

disclosed their experiences while others, particularly the older patients, required further 

probing after giving limited responses.  To assist in facilitating the semi-structured 

interviews, interviewees were asked prompting questions about their experiences during 

the preoperative waiting time at the hospital; how their child was on waking in 

recovery; if the child experienced any pain, nausea, vomiting, sleep disruption, appetite 

disruption, postoperatively in the hospital or at home.  The aim of this was to assist 

parents with recollecting any other important events of the day.  Posing these questions 

prompted interviewees and many disclosed more of their experiences as a result.  

Details of the interview procedure are presented on pages 130-133. 

Participants who gave relatively limited responses were the small minority, 

possibly due to the topic being investigated.  Despite documented cases of reluctance to 

participate in health service related research by rural and regional patients (Draper & 

Hill, 1995; Walker & Restuccia, 1984), participant motivation largely dictates response 

rate and response quality in interviews (Oppenheim, 1992).  The present study focused 

on service evaluation for the purpose of service improvement.  Thus, the participants’ 

motivation was potentially high.    

After each interview, participants were asked for their feedback on the interview 

questions and overall process of the interview.  No variations to interview questions 
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were recommended by participants.  The themes that emerged during the pilot 

interviews were consistent with the themes found in the main interview phase and were 

used as a basis for coding in the main interview study.  However, due to the small 

number of participants that were included in the pilot study (n = 6), grounded theory 

analysis of the data collected was not possible because categories did not begin to 

clearly emerge from the data until the 20
th

 – 25
th

 interview (see pages 144-147).  Based 

on the participants’ feedback, the pilot phase did determine the efficacy of the interview 

protocol in accurately exploring parents’ and patients’ perceptions of paediatric surgical 

care.   

The pilot phase proved to be invaluable for the researcher because it provided an 

opportunity for the refinement of interviewing skills with parents and patients and the 

recording of responses accurately and quickly which in turn enhanced the consistency of 

data collection.  Thus, the pilot phase allowed the researcher to make informed changes 

and additions to the interview protocol prior to the main interview study.   

 

Chapter Summary 

This chapter provided a detailed account of the concurrent multiple-method 

research design adopted, and made explicit the connections between the research 

questions and the data analysis undertaken to answer them.  The process of data analysis 

was explained and justification was given for the methods of analysis selected.  The two 

concurrent phases of the study were described in detail.  Phase 1, the quantitative phase 

of the study, used a questionnaire method.  The process of sample selection, 

instrumentation, and the data analysis strategies used, were explained. The essential 

issues of validity and reliability were also addressed.  Phase 2, the qualitative phase of 

the study, used a semi-structured interview method and a grounded theory approach. 

The processes involved in sample selection, conducting the semi-structured interviews, 

and data analysis were explained.  Chapter 4 presents the findings of phase 1 and 2 of 

this study.          
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Chapter 4: Research Findings 

 

Introduction 

 This chapter provides in detail the results of the quantitative and qualitative 

phases of this study.  Phase 1 of the quantitative results presents the parent ratings of the 

PSPEQ (parent form) and patient ratings of the QCSH (child form).  The results of the 

separate exploratory factor analyses conducted with the items of the PSPEQ (parent 

form) and QCSH (child form) are then presented.  Further analysis is then conducted 

with the factors that are generated by the exploratory factor analysis of the parent form. 

The PSPEQ (parent form) factors are then entered into a one-way between-subjects 

MANOVA to determine the impact of distance to care on the ratings of the factors and 

the results reported.  In phase 2 of the quantitative results, the power of the PSPEQ 

(parent form) factors in predicting overall measures of perceptions of care is assessed by 

conducting standard multiple regressions for each general measure of perceptions of 

care.  The standard multiple regression results are then reported.    

 Phase 1 of the qualitative results presents the emergent themes reflecting the 

patients’ and parents’ perceived efficacies of paediatric surgical care and the aspects of 

care requiring improvement, as captured by the interview data.  Using a combination of 

grounded theory and content analysis, the emergent categories from open coding are 

refined and the results of inter-coder reliability testing are presented.  In phase 2 of the 

qualitative results, axial coding is conducted and the central category to which all other 

categories are related, is identified.  The axial coding results are then presented, which 

includes a graphical depiction of the resulting theoretical structure.  Validation of the 

framework by selecting a random sample of interview transcripts and comparing their 

degree of fit with the resulting theoretical framework is then presented.        

 

Research Design 

 A concurrent multiple-method research design was adopted in this study to 

operationalise overlapping yet different aspects of patient and parent perceptions of 

paediatric surgical care.  For convenience, the parent data is presented first in both 

phases of this study as it was the most cohesive data set.  An overview of the research 

design is presented in Figure 4.1. 
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                    Phase 1 Quantitative                                  Phase 2 Qualitative 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

Figure 4.1. Multiple-method Concurrent Research design of Phases 1 and 2 of the Study 
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Quantitative Results: Phase 1 

 

This quantitative phase of the study addressed the following five research questions: 

1. How do parents of patients who have had a minor structural surgical 

procedure rate their satisfaction with various aspects of paediatric 

surgical care? 

2. How do patients aged 5 to 10-years-old who have had a minor structural 

surgical procedure rate their satisfaction with various aspects of 

paediatric surgical care? 

3. What are the factors generated by the newly constructed Paediatric 

Surgical Patient Evaluation Questionnaire (Parent Form, PSPEQ) using 

exploratory factor analysis? 

4. What are the factors generated by the newly constructed Questionnaire 

on Children’s Surgery in Hospital (Child Form, QCSH) using 

exploratory factor analysis? 

5. Is there a significant difference in how families living 90 minutes by car 

or more from the surgical facility rate their perceptions of the care 

received compared to families living less than 90 minutes by car from 

the surgical facility using MANOVA? 

   

Demographic Data 

 The demographic details of the sample can be seen in Table 4.1. The majority of 

parent participants were female and aged between 25 and 39 years, and were 

predominantly born in Australia.  Most were either married or in a de facto relationship, 

and most respondents had 1 to 3 children.  The level of education varied across 

participants and the majority of the sample had a household income ranging from 

$40,000 to $80,000.  Most parents rated their health as ‘very good’.  The child 

participants were predominantly male and varied in age.  A marked minority of the 

children had a previous stay in hospital and the child’s health was most commonly rated 

as ‘very good’ or ‘excellent’.    
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Table 4.1 

Participant Characteristics (n = 214) 

______________________________________________________________________ 
 

Characteristics                 n   %  

______________________________________________________________________ 
 

Parent Gender  

 Male 4 1.9 

 Female 210 98.1 

 

Child Gender 

 Male 159 74.3 

 Female 55 25.7 

 

Parent Age 

 15 – 19 years 3 1.4 

 20 – 24 years 8 3.7 

 25 – 29 years 39 18.2 

 30 – 34 years 78 36.4 

 35 – 39 years 56 26.2 

 40 – 44 years 26 12.1 

 45 – 49 years 4 1.9 

Child Age  

 M (SD) 3.30 (2.90)  

 Range 1 month – 10 years 4 months 

 

Parent Birth Country 

 Australia 201 93.9 

 Austria 1 .5  

 England 4 1.9 

 Japan 1 .5 

 New Zealand 4 1.9 

 Scotland 1 .5 

 UK 1 .5 

 USA 1 .5 

 

Annual Household Income* 

 $20,000 or less 14 6.5 

 $20,001 - $30,000 9 4.2 

 $30,001 - $40,000 16 7.5 

 $40,001 - $50,000 21 9.8 

 $50,001 - $60,000 40 18.7 

 $60,001 - $70,000 33 15.4 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       167 

 

 $70,001 - $80,000 34 15.9 

 Over $80,000 46 21.5 

 

Marital Status 

 Divorced or Separated 12 5.6 

 Single 12 5.6 

 Married or De facto 189 88.3 

 Widow 1 .5 

 

Number of Children 

 1 64 29.9 

 2 71 33.2 

 3 68 31.8 

 4 6 2.8 

 5 4 1.9 

 10 1 .5 

 

Education 

 Less than Year 12 51 23.8 

 Finished Year 12 30 14.0 

 Diploma or Apprenticeship 29 13.6 

 Some University 22 10.3 

 University Degree 82 38.3 

 

Child Previously Hospitalised 

 Yes 43 20.1 

 No 171 79.9 

 

Parent Health 

 Fair 6 2.8 

 Good 36 16.8 

 Very Good 110 51.4 

 Excellent 62 29.0 

 

Child Health    

 Fair 3 1.4 

 Good 33 15.4 

 Very Good 83 38.8 

 Excellent 95 44.4 

______________________________________________________________________ 

Note. *Item contains missing values.  Please see Appendix H for full list of proportion 

of missing values per item.   
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Table 4.2 

Access Characteristics (n = 214) 

______________________________________________________________________ 
 

Characteristics                   n     %  

______________________________________________________________________ 
 

Health Insurance 

 Private Health Care 96 44.9 

 Medicare 118 55.1 

 

Hospital Type 

 Public 129 60.3 

 Private 85 39.7 

 

Transport Type   

 Taxi 1 .5 

 Private Car 209 97.7 

 Walked 1 .5 

 Other Combination 3 1.4 

 

Distance to Surgical Facility One Way (km) 

 M (SD)       70.41 (189.36) 

 Range       .50 – 2500  

 

Travel Time One Way (min) 

 M (SD)       43.84 (54.82) 

 Range       1.00 – 480.00 

 

Approximate Total Cost ($)     

 M (SD)       93.12 (285.64) 

 Range       .00 – 3000.00 

 

Waiting List Time (weeks) 

 M (SD)       8.35 (10.05) 

 Range       .00 – 84.00 

 

Arrival at the Hospital* 

 Much Earlier than Advised 1 .5 

 Earlier than Advised 38 17.8 

 Around the Advised Time 170 79.4 

 Later than Advised 4 1.9 

 Much Later than Advised 0 0.0 
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Length of Time Instructed Without Food (hours) 

 M (SD)       7.52 (4.07) 

 Range       3.00 – 48.00 

 

Length of Time Instructed Without Drink (hours)   

 M (SD)       4.71 (4.38) 

 Range       .30 – 48.00 

 

Actual Length of Time Without Food (hours) 

 M (SD)       10.86 (4.63) 

 Range       3.00 – 36.00 

 

Actual Length of Time Without Drink (hours)   

 M (SD)       7.51 (4.48) 

 Range       .40 – 24.00 

 

Were You Advised that there would be the wait? 

 Yes 127 59.3 

 No 87 40.7 

 

Was a Specific Length of Time Given? 

 Yes 79 36.9 

 No 135 63.1 

 

Actual Length of Waiting Time (min) 

 M (SD)       143.28 (76.17) 

 Range       10.00 – 480.00 

 

Length of Hospital Stay 

 One day or less 190 88.8 

 One night 19 8.9 

 More than one night 5 2.3 

______________________________________________________________________ 

Note. Item contains missing values.  Please see Appendix H for full list of proportion of 

missing values per item.   

 

 On inspection of the access characteristics of the sample presented in Table 4.2, 

just over half of the participants accessed surgical care using Medicare.  Most attended a 

public facility and travelled by private car.  The distance travelled to the facility was 

varied, along with travel time and cost of accessing care.  Waiting list time before the 

day of the procedure varied widely, and most parents arrived to the surgical facility 

around the advised time on the day of the procedure.  The majority of participants were 

informed that there would be a wait at the hospital on the day of the procedure, but were 
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not given a specific length of time.  The length of preoperative waiting time varied 

between participants and most had a hospital stay of one day or less.  Although not 

planned, an overnight stay was required in a small number of cases.       

 Details of the financial support that was given to participants who travelled over 

90 minutes each way are provided in Table 4.3.  A small proportion of participants 

travelled more than 90 minutes each way to access paediatric surgical care for their 

child.  As previously stated in the Data Analysis subsection, families who travel over  

90 minutes each way to access a specialist surgical service are eligible for government 

support.  In the case of this sample, well under half were informed about the available 

financial support and only half of those who were informed actually received financial 

support.  The amount of financial support also varied.   

 

 

Table 4.3 

Distant Participant Characteristics (n = 39) 

______________________________________________________________________ 
 

Characteristics                  n    %  

______________________________________________________________________ 
 

Travelled over 90 min each way 

 Yes 39 18.2 

 No 175 81.8 

Informed of Government Financial Support 

 Yes 12 5.6 

 No 27 12.6 

Received Government Financial Support 

 Yes 6 2.8 

 No 33 15.4 

 

Amount of Financial Support* 

 $31 - $60 1 .5 

 $61 - $90 1 .5 

 $211 or more 3 1.4 

______________________________________________________________________ 

Note. * Item contains missing values 

Please see Appendix H for full list of proportion of missing values per item.   
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 Following discharge, over half the participants encountered postoperative issues 

with their child.  As seen in Table 4.4, various patient issues were recorded by parents 

and the most common were sleeping problems, separation anxiety, and pain being more 

than expected.  A very small number of patients were readmitted and less than one in 

four received a follow-up call from the hospital.  Approximately the same proportion of 

parents called the hospital for information on after-discharge care.     

 

Table 4.4 

Postoperative Patient Characteristics (n = 214) 

______________________________________________________________________ 
 

Postoperative Event                 n      % 

______________________________________________________________________ 
 

Post Discharge Events 

 Wound Infection 6 2.8 

 Allergy or Reaction to Drug Post Discharge 3 1.4 

 Bleeding (more than expected) 5 2.3 

 Pain (more than expected) 30 14.0 

 Anxiety 17 7.9 

 Sleeping Problems (other than nightmares) 39 18.2 

 Nightmares 8 3.7 

 Separation Anxiety 26 12.1 

 Nausea  7 3.3 

 Vomiting 9 4.2 

 Other 15 7.0 

 

Readmitted? 

 Yes 3 1.4 

 No 211 98.6 

 

Was a Follow-Up Call Received?* 

 Yes 47 22.0 

 No 166 77.6 

 

Following Discharge Did You Need to Call the Hospital?*    

 Yes 23 10.7 

 No  190 88.8 

______________________________________________________________________ 

Note. * Item contains missing values.  Please see Appendix H for full list of proportion 

of missing values per item. 

In some cases, more than one postoperative event occurred.    
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Ratings on the PSPEQ (Parent Form) 

 

 Item ratings assessing access to care can be seen in Table 4.5.  In terms of 

access, employment was the most prominent difficulty when organising visits to the 

hospital.  The appointment waiting time and cost involved in accessing the surgical care 

were generally viewed positively, both yielding scores above the midpoint of 3 scale 

points.  While participants did not generally believe that they travelled too far to access 

the care provided, there was some agreement regarding a shortage of surgeons in their 

area of residence.  Having surgical care close to home was viewed as very important, 

although participants generally would have travelled a longer distance if child-

specialists were needed.  All items presented in the Ratings on the PSPEQ Section are 

on a Likert-type scale ranging from 1 to 5, unless otherwise indicated.   

 

Table 4.5   

Item Ratings Related to Accessing the Paediatric Surgical Service (n = 214) 

______________________________________________________________________ 

Item Item Label (abbreviated)                     M              SD 

______________________________________________________________________ 
 

14a   Difficulty in organising the trip due to cost? ª 4.34 .90  

14b Difficulty in organising the trip due to social commitments? ª 4.24 .89  

14c Difficulty in organising the trip due to employment commitments? ª 3.86 1.11 

29 Appointment waiting time before day of procedure ª 3.47 .98 

39 How would you describe the total cost involved? ª ᵇ 3.92 1.08 

49a We had to travel too far for my child’s surgical care ᵇ    1.78 1.00 

49b There is a shortage of surgeons in my area ᵇ   3.30 1.31 

49c Important to have surgical services near my home ᵇ   4.44 .99 

52 If surgery could be done closer to home, but without child-specialists,  

 would you still travel? ᵇ   3.92 1.37 

______________________________________________________________________ 

Note. ª A higher score indicates a more positive rating (e.g., less difficulty)  

ᵇ Item contains missing values.  Please see Appendix H for full list of proportion of 

missing values per item.   

  A higher score indicates a higher level of agreement.  

  A higher score indicates a higher level of commitment   
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 Distribution of responses related to length of time in hospital can be seen in 

Table 4.6.  Almost half of the participants rated preoperative waiting time on the day of 

their child’s surgery as ‘just right’ and a slightly smaller number of participants rated 

their waiting time as ‘too long’.  Overall, the majority of participants either rated their 

waiting time as ‘too long’ or ‘much too long’ (52.3% in total). Comparing perceptions 

of the preoperative waiting time with the appropriateness of the length of the hospital 

stay, a much larger proportion of participants rated the length of the hospital stay as 

‘just right’.  Also, in contrast to the preoperative waiting time, a small number of 

participants rated their child’s time in hospital as ‘too short’.   

 Items 35d and 38 were originally on a 5-point scale where the mid-point was 

assigned a score of 5, with the values on either side assigned a lower number (i.e., 3, 4, 

5, 4, and 3).  The aim of this was to capture perceptions of the waiting or visit time at 

the hospital being either ‘too long’ or ‘too short’.  However, no participants rated the 

waiting time at the hospital as ‘too short’ and only one participant rated the length of the 

hospital visit as ‘too short’.  Due to this, and to enable comparison of the results for 

these items with other items, items 35d and 38 were converted to a five-point scale with 

5 = ‘Just Right’, 3 = ‘Too Short’, and 1 = ‘Far too Short’. 
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Table 4.6   

Distribution of Responses Related to Length of Time at the Hospital (n = 214) 

______________________________________________________________________ 
 

Item Item Label (abbreviated)      n       %  

______________________________________________________________________ 
 

35d Description of Waiting Time at Hospital ª ᵇ 

  Just Right 101 47.2 

  Too Long 95 44.4 

  Much Too Long 17 7.9 

  M (SD) 3.79 (1.27) 

 

38 Description of Length of Hospital Stay ª ᵇ       

 Just Right 183 85.5 

 Too Long 21 9.8 

 Too Short 1 .5 

 Far Too Short 8 3.7 

 M (SD) 4.64 (.94) 

______________________________________________________________________ 

Note. ª Item contains missing values.  Please see Appendix H for full list of proportion 

of missing values per item. 

ᵇ Item was converted from a 3-point scale to a 5-point scale 

 

 As seen in Table 4.7, item ratings specifically related to interactions with the 

surgeons during the preoperative consultation prior to the day of the procedure were 

generally very positive.  The most positively rated aspect was the manner in which the 

surgeon answered the child’s questions.  This suggests that the surgeons’ responses 

were perceived as age-appropriate for the child.  Information given on the child’s 

operation received the lowest rating, although it still received a high rating.  The largest 

variation in responses, as seen by the standard deviations, was for information on the 

child’s condition and information on the child’s operation.  This suggests some 

variation in the amount or quality of information given.     
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Table 4.7   

Item Ratings Related to Preoperative Consultation with Paediatric Surgeons (n = 214) 

______________________________________________________________________ 

Item Item Label (abbreviated)          M               SD       

______________________________________________________________________ 
 

30a Explanation of child’s condition*     4.77  .54 

30b Written or printed information on child’s condition*   4.24  1.04 

30c Explanation of child’s operation     4.68  .58 

30d Written or printed information on child’s operation*   4.15  1.04  

30e Opportunity for you to ask questions     4.70  .60 

30f Surgeons’ warmth and interest in you*    4.71  .61 

30g Surgeons’ answers to your questions     4.79  .50  

30h Opportunity for your child to ask questions*    4.75  .56 

30i Surgeons’ warmth and interest in your child    4.75  .61 

30j Surgeons’ answers to your child’s questions    4.91  .29   

______________________________________________________________________

Note. A higher score indicates a more positive rating.       

* Item contains missing values.  Please see Appendix H for full list of proportion of 

missing values per item.            

 
  

 Item ratings related to the visit to the hospital are seen in Table 4.8.  The most 

positive ratings were in relation to the personal manner of the surgeons followed by the 

personal manner of the nurses in recovery.  Both of these items had a relatively small 

standard deviation, indicating the consistency of ratings across participants.  In contrast, 

the lowest ratings occurred for things to keep the parent occupied while waiting, 

telephone facilities in the ward, and being shown around the ward.  However, there was 

some variation across participants, with these three items yielding the highest standard 

deviations.      
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Table 4.8   

Item Ratings Related to the Visit to Hospital (n = 214) 

______________________________________________________________________ 

Item Item Label (abbreviated)          M            SD       

______________________________________________________________________ 
 

31a Information about the ward and hospital facilities* 3.83 1.00 

31b Information about the available transport services* 3.53 1.31 

37a Ease in finding available parking at the hospital* 3.67 1.30 

37b Efficiency of staff at check-in*      4.10  .94 

37c Manner of reception staff at check-in*      4.13  .95   

37d Finding the ward*        4.03  1.03 

37e Being shown around the ward*      3.28  1.40 

37f Things to keep your child occupied while waiting*    3.63  1.35 

37g Things to keep you occupied while waiting*     2.89  1.39 

37h Tea and coffee facilities in the ward*     3.34  1.37 

37i Toilet facilities in the ward*      3.59  1.28 

37j Telephone facilities in the ward*      2.93  1.49 

37k Personal manner of nurses in recovery*    4.54  .74 

37l Personal manner of the surgeons     4.81  .44  

37m Kept up-to-date on child’s progress*     4.40  .94  

37n Effective pain control immediately after operation*    4.28  1.00 

37o Warning of discharge*       3.85  1.17 

37p Information on post-discharge care*     4.18  1.03 

37q Efficiency of staff at discharge*     4.11  .97 

37r Personal manner of reception staff discharge*      4.22  .96 

37s Consistency of advice from doctors and nurses*    4.31  .87 

______________________________________________________________________

Note. A higher score indicates a more positive rating.  

 * Item contains missing values.  Please see Appendix H for full list of proportion of 

missing values per item.          

 

 In relation to item ratings on communication with staff (see Table 4.9), courtesy 

and respect given to parents, the staff’s ability to listen to the child, and attentiveness to 

the child were the highest rating aspects.  There was strong disagreement with the 

negatively worded items, indicating that staff gave clear explanations and 

communicated with the child in an age-appropriate manner.  
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Table 4.9   

Item Ratings Related to Communication with the Staff During the Hospital Visit  

(n = 214) 

______________________________________________________________________ 

Item Item Label (abbreviated)         M  SD       

______________________________________________________________________ 
 
40a Hospital staff encouraged me to ask questions*      3.82  .47 

40b Hospital staff treated me with courtesy and respect    4.45  .65 

40c Staff gave vague explanations*    1.66  .90 

40d Staff listened to your child*     4.25  .77 

40e Hospital staff used words too difficult for my child to understand*  1.76  .90 

40f Hospital staff encouraged my child to ask questions*   3.85  .90 

40g Hospital staff quickly attended to my child’s needs*      4.25  .80 

40h Staff communicated well with each other about my child*     4.03  .79 

______________________________________________________________________

Note. A higher score indicates a higher level of agreement.   

* Item contains missing values.  Please see Appendix H for full list of proportion of 

missing values per item.   

 

 Item ratings on care after discharge are seen in Table 4.10. Overall, parents rated 

their level of adherence to postoperative care advice as high.  Wound care advice 

yielded the highest rating, followed by the clarity of the advice given.  In contrast, the 

lowest rating, which was still well above the midpoint, addressed the information given 

if the hospital was contacted after discharge.      
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Table 4.10   

Item Ratings Related to Care After Discharge (n = 214) 

______________________________________________________________________ 

Item Item Label (abbreviated)                 M           SD       

______________________________________________________________________ 
 

41a How difficult was it to understand the hospital staff’s advice?* 4.42 .67 

41b How difficult was it to carry out the hospital staff’s advice?* 4.36 .76 

42 How co-operative was your child during after-discharge care? 4.12 .98 

43a How well was the doctors’ and nurses’ advice about medication followed?*      4.28 .74 

43b How well was the doctors’ and nurses’ advice about wound care followed?*     4.46 .73 

43c How well was the doctors’ and nurses’ advice about activity level followed?*   4.16 .77 

48 How would you rate the information you received from the hospital  

 staff you spoke to (if you contacted the hospital after discharge)*          3.96 1.16    

______________________________________________________________________

Note. A higher score indicates a more positive rating.   

* Item contains missing values.  Please see Appendix H for full list of proportion of 

missing values per item.   

 

  

 When asked who was the most helpful at explaining their child’s surgery, the 

largest proportion stated the paediatrician, followed by the hospital surgeon, the 

anaesthetist, and then the nurses.  The full list of responses can be seen in Table 4.11.   

 

 

Table 4.11 

 

Most Helpful at Explaining Child’s Surgery (n = 214) 

______________________________________________________________________ 
 

Most Helpful at Explaining Your Child’s Surgery                n       %  

______________________________________________________________________ 

Paediatrician 140 65.4 

Hospital Surgeon 86 40.2 

Anaesthetist 20 9.3 

Nurses 15 7.0 

Family or Friends 1 .5 

Hospital Doctor 1 .5 

Other 5 2.3  

____________________________________________________________________________________

Note. Some participants selected more than one option.    
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 In comparing public with private health care, Table 4.12 shows the largest 

proportion of participants perceived no difference between the two, followed by a 

marked proportion who perceived private as better.  Similar results were found when 

participants were asked whether being a public or private patient was better.  This 

yielded a slightly lower proportion who believed there was no difference between being 

either a public or a private patient.  There was still a large minority who perceived that 

care as a private patient was better.   

 

 

Table 4.12 

Public and Private Health Care (n = 214) 

______________________________________________________________________ 
 

Public and Private Health Care               n      %  

______________________________________________________________________ 
 

Public or Private Facility Better?* 

 Public 18 8.40 

 Private 71 33.20 

 No Difference 119 55.60 

 Unsure 5 2.30 

 

Public or Private Patient Better?* 

 Public 16 7.50 

 Private 85 39.70 

 No Difference 110 51.40 

 Unsure 2 .90  

____________________________________________________________________________________ 

Note. * Item contains missing values 

Please see Appendix H for full list of proportion of missing values per item.   

 

 Overall ratings of care received can be seen in Table 4.13.  The overall ratings 

were high and very similar across the items.  Technical skills of the surgeons was the 

highest rating item followed by an overall satisfaction with care.  Technical skills of the 

nurses yielded the lowest mean rating, but this was only slightly lower than the other 

mean ratings.   
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Table 4.13   

Item Ratings Related to Overall Care (n = 214) 

______________________________________________________________________ 

Item Item Label (abbreviated)      M  SD       

______________________________________________________________________ 
 
53 If a friend (e.g., another parent) was in a similar situation, would 

  you recommend the hospital you went to?    4.64  .67 

54 Ignoring communication and interpersonal skills, how would you 

 rate the practical skills of the nurses?    4.44  .74  

55 Ignoring communication and interpersonal skills, how would  

 you rate the practical skills of the surgeons?*   4.91  .31  

56a Overall satisfaction with your child’s treatment?   4.77  .47 

56b Overall quality of care at the hospital?    4.62  .65 

______________________________________________________________________

Note. A higher score indicates a more positive rating.       

* Item contains missing values.  Please see Appendix H for full list of proportion of 

missing values per item.   

         

Ranking Item 

 A ranking item was included in the PSPEQ (Parent form) to determine the 

importance of various aspects of the care received.  Participants were instructed to rank 

seven aspects of care in descending order based on importance, with a “1” indicating the 

most important aspect of care and a “7” as the least important.  Frequencies of rankings 

and the mean ranking score for each item can be found in Table 4.14.  A lower mean 

score indicates a higher ranking. The most important aspect ranked by participants, as 

indicated by the lowest mean score, was the practical skills of staff, while the three 

following aspects of explanations of child’s procedure and hospital routines, 

information on child’s care, and warmth and friendliness of staff had similar mean 

scores, indicating a similar level of importance to participants. The mean ranking scores 

of the last three aspects of care had larger differences amongst them with staff 

coordination clearly ranked fifth most important aspect of care followed by access to the 

surgical service and hospital facilities.   
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Table 4.14 

Frequency and Mean of Rank Given by Parents to Each Aspect of Care (n = 209) 

______________________________________________________________________ 

               Rank          Mean 

Aspect of Care   1  2  3  4  5  6 7      

______________________________________________________________________ 

 
   Information on Child’s Care  36  48  43  28  31  20 3         3.20  

   Explanations of Child’s  

   Procedure and Hospital Routines  15  59  67  36  25  7 0         3.09 

   Warmth and Friendliness of Staff  25  41  39  53  33  14 4         3.41 

   Practical Skills of Staff   139  26  20  17  4  2 1         1.71 

   Staff Coordination   9  28  21  44  72  27 8         4.22 

   Access to the Surgical Service  7  6  13  18  34  103 28       5.33 

   Hospital Facilities   4  4  2  7  7  29 156     6.44 

______________________________________________________________________ 

Note. Rankings ranged from 1 to 7, with 1 indicating the most important and 7 

indicating the least important aspect of care.  

 

Open-ended Questions 

 A total of three open-ended questions were included in the PSPEQ (parent form) 

relating to: 1) any feedback participants would like to give regarding their experience, 

2) the most positive aspects of the paediatric surgical experience and what parents 

would like to have improved, and 3) how the questionnaire could be improved.  There 

was a small number of responses to these questions (i.e., ranging from 4% – 6% for 

these items).  It was also observed that the content of the responses were reiterations of 

contents already captured in both the 5-point scale questionnaire items and in the 

second, qualitative interview phase of this study.  For these reasons, no further analysis 

of this data was conducted.  

 

Ratings on the QCSH (Child Form) 

  

 Dichotomous item responses can be seen in Table 4.15. The majority of children 

had questions to ask the doctors and nurses, and the large majority of those children had 

their questions answered in a manner that they understood.  Although the majority did 

mention the available toys and games at the hospital, a marked minority indicated that 
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there were no toys or games available.  All participants indicated that they believed that 

the doctors and nurses liked them.  All participants indicated that the nurses were 

helpful. When asked whether they would come back to the same hospital if needed, the 

large majority indicated that they would.  Similar results were found in relation to 

recommending the same hospital doctor to a friend if they were sick.       

 

Table 4.15   

Dichotomous Item Responses by Children (n = 58) 

______________________________________________________________________ 

Item Item Label (abbreviated)               n     %       

______________________________________________________________________ 
 

1 Did the doctor let you ask questions? 

  Yes 42 72.4 

  No 1 1.7 

  I didn’t have questions 15 25.9 

3 Did the doctor answer your questions? 

  Yes 42 72.4 

  No 1 1.7 

  I didn’t have questions 15 25.9 

5 Do you think the doctor understood your questions? 

  Yes 43 74.1  

  I didn’t have questions 15 25.9 

6 Did the doctor spend enough time talking with you? 

  Yes 57 98.3 

  No 1 1.7 

7 Do you think the doctor liked you? 

  Yes 58 100.0 

10 Were there any toys, games, or video games at the hospital? 

  Yes 46 79.3 

  No 12 20.7 

12 Did the nurses let you ask questions? 

  Yes 42 72.4  

  I didn’t have questions 16 27.6 

14 Did the nurses answer your questions? 

  Yes 42 72.4 

  I didn’t have questions 16 27.6 
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16 Do you think the nurses understood you?* 

  Yes 55 94.8 

  No 2 3.4 

17 Did the nurses spend enough time talking with you? 

  Yes 56 96.6 

  No 2 3.4 

18 Do you think the nurses liked you? 

  Yes 58 100.0 

20 Did the nurses help you when you needed them? 

  Yes 58 100.0 

35 Would you like to come back to the same hospital if  

 you were sick again?   

  Yes 56 96.6 

  No 2 3.4 

36 Would you tell your friends to see the doctor you saw  

 in hospital if they had the same problem?   

  Yes 57 98.3 

  No 1 1.7  

______________________________________________________________________ 

Note. * Item contains missing values.  Please see Appendix I for full list of proportion 

of missing values per item.   

 

 As indicated in Table 4.16, patient ratings of the care they received were very 

positive.  How nice the doctor was and the level of care provided by the doctors and 

nurses yielded the highest ratings, followed by how nice the nurses were.  The lowest 

ratings occurred for the items relating to the length of time in the hospital, the trip to the 

hospital, and the comfort of the hospital furnishings.  These three items also yielded the 

highest standard deviations, indicating more variation in the ratings across participants.
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Table 4.16   

Item Ratings of Child Perceptions of Care (n = 58) 

______________________________________________________________________ 

Item  Item Label (abbreviated)          M    SD       

______________________________________________________________________ 
 

2         How well the doctors listen to you? 4.79 .45 

4         How well the doctors answer your questions?* 4.88 .32 

8 How nice the doctor was to you? 4.98 .13    

11 How good the toys were at hospital?*  4.36 .86    

13 How well the nurses listen to you?* 4.79 .41    

15 How well the nurses answer your questions?*  4.64 .58    

19 How easy to talk to the nurses?      4.50  .66    

21 How nice the nurses were to you?  4.88 .33     

26 How comfortable it was at the hospital?  4.33 1.18    

27 Was the visit: too long, too short, or just right?*  3.53 1.73    

28 Was the trip to hospital: too long, a little bit long, or just right?  3.66 1.56    

33 How well the doctors take care of you?  4.90 .45    

34 How well the nurses take care of you?  4.91 .34     

______________________________________________________________________ 

Note. A higher score indicates a more positive rating.       

* Item contains missing values.  Please see Appendix I for full list of proportion of 

missing values per item.   

 

 Ratings regarding the child’s preoperative experiences are included in Table 

4.17.  Level of preoperative fear was predominantly at the mid to low end of the scale.  

Participants indicated that they predominantly received a high level of information.  In 

contrast, when asked how much information they wanted to receive, the distribution 

shifted to the lower end of the scale, indicating that as a group, participants received 

more information on their operation than they would have preferred.  Hunger was a 

clear issue faced by participants during the preoperative period, with the clearly largest 

proportion of children rating their hunger at the highest level on the scale.  In 

comparison, thirst was less of an issue.   
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Table 4.17   

Child Ratings of the Preoperative Experience (n = 58) 

______________________________________________________________________ 

Item Item Label (abbreviated)              n      %       

______________________________________________________________________ 

9 How scared were you when you got to the hospital? 

  Very scared 12 20.7 

  4 4 6.9 

  3 14 24.1 

  2 11 19.0 

  Not scared at all 17 29.3 

  M (SD) 2.71 (1.49) 

 

22 How much did the doctors and nurses tell you about your operation? 

  Everything 26 44.8 

  A lot 23 39.7 

  Some 5 8.6 

  A little bit 2 3.4 

  Nothing 2 3.4 

  M (SD) 4.19 (.98) 

 

23 How much did you want to know about your operation? 

  Everything 23 39.7 

  A lot 18 31.0 

  Some 10 17.2 

  A little bit 6 10.3 

  Nothing 1 1.7 

  M (SD) 3.97 (1.08) 

 

24 How hungry were you just before the operation? 

  Very, very hungry 36 62.1 

  4 6 10.3 

  3 4 6.9 

  2 7 12.1 

  Not hungry at all 5 8.6 

  M (SD) 4.05 (1.41) 

 

25 How thirsty were you just before the operation? 

  Very, very thirsty 21 36.2 

  4 6 10.3 

  3 13 22.4 

  2 8 13.8 

  Not thirsty at all 10 17.2 

  M (SD) 3.34 (1.52) 

______________________________________________________________________ 

Note. A higher score indicates higher agreement. 
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 As seen in Table 4.18, the largest proportion of participants rated the doctor as 

most helpful at explaining the procedure to them, followed by mum, the nurses, and 

dad.    

 

Table 4.18   

Child Responses for Most Helpful at Explaining Things (n = 58) 

______________________________________________________________________ 

Who was the best at explaining things?               n  %       

______________________________________________________________________ 

Doctor 35 60.3 

Mum 25 43.1 

Nurses 15 25.9 

Dad 11 19.0 

Other 3 5.2 

______________________________________________________________________ 

Note. Some participants selected more than one option.    

      

Open-ended Questions 

 A total of four open-ended questions in the QCSH (child form) related to:  

1) the worst things about being in hospital, 2) the best things about being in hospital,  

3) anything that would have improved the time in hospital, and 4) how the questionnaire 

could be improved (question for parents).  There was a small number of responses to 

these questions (i.e., ranging from 5% – 9% for these items).  It was also observed that 

the contents of the responses were reiterations of content already captured in both the  

5-point scale questionnaire items and in the second, qualitative interview phase of this 

study.  For these reasons, no further analysis of this data was conducted.  

 

 

Exploratory Factor Analysis of the PSPEQ (Parent Form) 

 

 As explained in Chapter 3, an exploratory factor analysis was conducted on the 

items of the PSPEQ (parent form) that captured perceptions of the surgical care received 

by families. Only items that captured parents’ perceptions of the care received were 

included in the factor analysis.  Other items in the PSPEQ, such as demographic 

information and items capturing other issues related to the surgical visit, have been 
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reported in the descriptive statistics section of this chapter.  The aim is to measure and 

identify the key aspects of paediatric surgical care for families as captured by the 

generated factors, and to establish the construct validity of the PSPEQ (parent form) in 

measuring parents’ perceptions of the paediatric surgical care they received.     

 

Cross Tabulations of Missing Values  

 A total of 4.3% missing values for items included in the factor analysis were 

identified in the parent data set.  The approach and justification for dealing with missing 

values is addressed in detail in the Data Analysis section of Chapter 3.  Independent 

samples t-tests were conducted on items with ‘Not Applicable’ responses over 5% to 

determine potential differences between missing and non-missing groups.   

 Independent samples t-tests were conducted on the general PSPEQ (parent form) 

indicators of overall perceptions of care, namely, overall satisfaction with care, overall 

perceived quality of hospital care, and recommending the hospital service to a friend.  

Table 4.19 indicates that statistically significant differences were found between groups 

on two items of the PSPEQ (parent form) in relation to perceived health care quality and 

recommending the service to a friend.  On one item (item 30b, “quality of the written or 

printed information about your child’s condition”), participants who selected the ‘Not 

Applicable’ response option had statistically significantly lower ratings of overall 

quality of care compared to those who responded to that item. On one item (item 37q, 

“efficiency of reception staff on discharge of your child from hospital”), participants 

who selected the ‘Not Applicable’ response option had statistically significantly lower 

ratings on recommending the service to a friend compared to those who responded to 

that item.   

 It is important to note here, that no non-responses (i.e., no answers left blank) 

were found amongst the items presented in Table 4.19; all participants selected the ‘Not 

Applicable’ option. These findings are consistent with comments by others (Hall et al., 

2010; Tabachnick & Fidell, 2013) that the ‘Not Applicable’ responses to several items, 

although not strictly missing values, are not missing at random.  This situation is 

problematic only if the researcher intends to drop those cases from the analysis, since 

they indicate a special group of participants whose non-response is related to the 

variable(s) of interest (Hall et al., 2010; Tabachnick & Fidell, 2013).  As a consequence, 

these cases cannot be ignored and should not be dropped from the analysis (Hall et al., 
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2010; Tabachnick & Fidell, 2013).  Since all cases were retained for the analysis, there 

was no issue with the handling of missing values in the study presented here.  

 

Table 4.19 

Cross Tabulations of PSPEQ Factor Analysis Items With 5% or More ‘Not Applicable’ 

Responses (n = 214) 

______________________________________________________________________ 

Variable of Interest          Group 

Item                M   Response (n)    %        M   Not Applicable (n)    % 
______________________________________________________________________   
 

Satisfaction with Care 

Item 30b  4.8 (157) 73.4   4.7  (57)  26.6  

Item 30d 4.8  (174)  81.3 4.7  (40)  18.7 

Item 31a 4.8  (191)  89.3 4.7  (23)  10.7 

Item 37e 4.8 (203)  94.9 4.7  (11)  5.1 

Item 37f 4.8  (194)  90.7 4.7  (20)  9.3 

Item 37g 4.8  (202)  94.4 4.8  (12)  5.6 

Item 37h 4.8  (195)  91.1 4.7  (19)  8.9 

Item 37p 4.8  (195)  91.1 4.8  (19)  8.9 

Item 37q 4.8  (185)  86.5 4.8  (29)  13.6 

Item 37r 4.8  (180)  84.1 4.8  (34)  15.9 

Item 40d 4.8  (134)  62.6 4.7  (80)  37.4 

Item 40g 4.8  (197)  92.1 4.7  (17)  7.9 

 

Quality of Hospital Care 

Item 30b* 4.7  (157)  73.4  4.4  (57) 26.6  

Item 30d 4.7 (174)  81.3 4.4  (40)  18.7 

Item 31a 4.6  (191)  89.3 4.4 (23)  10.7 

Item 37e 4.6  (203)  94.9 4.5 (11)  5.1 

Item 37f 4.6  (194)  90.7 4.4  (20)  9.3 

Item 37g 4.6 (202)  94.4 4.4  (12)  5.6 

Item 37h 4.6  (195)  91.1 4.5 (19)  8.9 

Item 37p 4.6 (195)  91.1 4.5  (19)  8.9 

Item 37q 4.8  (185)  86.5 4.6  (29)  13.6 

Item 37r 4.6  (180)  84.1 4.7  (34)  15.9 

Item 40d 4.7  (134)  62.6 4.5  (80)  37.4 

Item 40g 4.6 (197)  92.1 4.3  (17)  7.9 

 

Recommend to a Friend 

Item 30b  4.7  (157)  73.4  4.5  (57)  26.6  
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Item 30d 4.7  (174)  81.3 4.6  (40)  18.7 

Item 31a 4.7  (191)  89.3 4.5 (23)  10.7 

Item 37e 4.6  (203)  94.9 4.6  (11)  5.1 

Item 37f 4.7  (194)  90.7 4.6 (20)  9.3 

Item 37g 4.8  (202)  94.4 4.6 (12)  5.6 

Item 37h 4.7  (195)  91.1 4.5  (19)  8.9 

Item 37p 4.6  (195)  91.1 4.6  (19)  8.9 

Item 37q* 4.8  (185)  86.5 4.6  (29)  13.6 

Item 37r 4.7  (180)  84.1 4.6  (34)  15.9 

Item 40d 4.7  (134)  62.6 4.5  (80)  37.4 

Item 40g 4.7  (197)  92.1 4.2  (17)  7.9 

______________________________________________________________________

Note. n = number of participant responses in each group 

* Statistically significant differences between means, p < .05,  

Response scale for items ranged from 1 to 5 with a higher score indicating a more 

positive rating of the care received. 

 

Data Imputation 

 As outlined in the data analysis subsection earlier in this chapter, an initial factor 

analysis was conducted with the missing values to establish the subscales for the items.  

Once subscales were established, case subscale means were calculated and substituted 

for the missing values, thereby creating a complete data set.  This is a recommended 

approach that has been reviewed in detail in Chapter 3.  It is important to note here that 

due to the small proportion of missing values in the factor analysed items (4.6%), it was 

expected that the initial factor structure would closely if not identically resemble the 

final factor structure if using a complete data set.  This was in fact the case.  All items 

loaded on the same factors for both the initial and final factor analysis, thus confirming 

the robustness of the factor structure.   

 

Preliminary Analysis of Factorability and Factor Retention  

 A principal components analysis with varimax rotation was conducted to 

provide a preliminary assessment of the factorability of the data set and to determine the 

approximate number of factors that should be retained.  This is a recommended practice 

as has been described in Chapter 3.  Factorability of the data was established by 

determining the Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy and 
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Bartlett’s test of sphericity.  Please see the Data Analysis section of this chapter for 

details of the background to these tests.   

 The KMO measure of sampling adequacy was .89, which is considered 

meritorious (Kaiser, 1974) and indicates a strong level of inter-correlation between the 

variables in the data set that should produce distinct and robust factors (Hall et al., 2010; 

Tabachnick & Fidell, 2013).  The Bartlett’s test of sphericity was statistically significant 

(Approx. Chi-Square = 5619.58, df = 1035, p < .001) indicating that there is correlation 

between the variables and that conducting factor analysis is appropriate with the data set 

(Hall et al., 2010; Tabachnick & Fidell, 2013).  These results indicate a high level of 

factorability, which demonstrates the appropriateness of conducting factor analysis with 

this data set. 

 The importance of the components was determined in two ways: 1) reviewing 

the percentage of variance explained by the initial and rotated factors known as 

eigenvalues (Hair et al., 2010; Tabachnick & Fidell, 2013), and 2) conducting a Scree 

test, which creates a graphical representation of the eigenvalues.  The principal 

components analysis with varimax rotation resulted in 11 factors with eigenvalues over 

1.  On inspection of the factors, some explained a very minor percentage of the 

variance.  This result supports the commonly held notion that retaining factors with 

eigenvalues over 1 is usually an overestimation of the number of factors that should be 

retained (Hair et al., 2010; Tabachnick & Fidell, 2013).  The first four eigenvalues 

ranged from 13.34 to 2.05 and those factors individually explained between 29.0% and 

4.4% of the variance.  There was a marked drop in size of the eigenvalues and in the 

percentage explained after this point, suggesting four factors may be the optimal 

number of factors to retain.  On inspection of the scree plot presented in Figure 4.2, the 

aim is to determine the location of the break in the plot at which the eigenvalues level 

off, accounting for smaller and smaller amounts of the total variance.  This point seems 

to occur somewhere between factors 4 and 5, suggesting that the optimal number of 

factors to retain is between four and five.   
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Figure 4.2.  Scree Plot of Initial Factor Extraction of Items from the PSPEQ (Parent       

Form) Using Principal Components with Varimax Rotation.  

 

Main Factor Analysis  

 The various available factor extraction and rotation techniques available in the 

PASW 17 software were then explored with a limit of four and five factors per analysis, 

as indicated by the principal component results.  Unweighted least squares with varimax 

rotation yielded the most logical factor structure with four factors being the most 

parsimonious. On viewing the percentage of variance explained after rotation, Factor 5 

only accounted for 3.4% of the variance, which is well under the threshold generally 

recommended for factor retention (i.e., ≥ 5%, Hair et al., 2010; Rao et al., 2006).  The 

second and more important issue in considering how many factors to retain is the degree 

of logic and importance of the factors to the research being studied.  Factor 5 included 

only two heaviest loading variables greater than the generally accepted item-loading 

threshold of .32 (Hair et al., 2010; Tabachnick & Fidell, 2013).  In addition, the two 

items did not hold unique meaning to support being retained as a separate factor.  In 

contrast, retaining four factors produced the cleanest structure and included factors with 

logical meaning.  Further details will be provided in the following sections. 
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 A total of four items were dropped due to loadings less than the recommended 

.32 and the factor analysis re-run. The dropped items related to appointment waiting 

time prior to the day of surgery (Item 29, .07), description of waiting time on the day of 

the procedure (Item 35d, .12), parking facilities at the hospital (Item 37a, .28), 

importance of having a surgeon nearby (Item 49c, .17), and the appropriateness of the 

length of time spent at the hospital (Item 38, .143).   

 The final KMO measure of sampling adequacy was .90, slightly higher than the 

initial result and is considered marvellous (Kaiser, 1974), indicating a strong level of 

inter-correlation between the variables in the data set that should produce distinct and 

robust factors (Hall et al., 2010; Tabachnick & Fidell, 2013).  The Bartlett’s test of 

sphericity was again statistically significant (Approx. Chi-Square = 5382.47, df = 820,  

p < .001) indicating that there is correlation between the variables and that conducting 

factor analysis is appropriate on the data set (Hall et al., 2010; Tabachnick & Fidell, 

2013).  These results in combination indicate a high level of factorability, which 

reinforces the appropriateness of conducting factor analysis with this data set.   

 The total variance explained by the resulting four-factor structure can be seen in 

Table 4.20, along with the percentage of variance explained by each individual factor 

before and after rotation.  The total variance explained is comparable to similar scale 

development studies on perceptions of health care with adults (e.g., 54%, Au et al., 

2011; 42%, Loblaw et al., 2004; 54%, Lynn, McMillen, & Sidani, 2007).  It is generally 

accepted that in contrast to the natural sciences, where factors are retained to yield a 

very high percentage explained, less precise factor analysis research in the social 

sciences can yield satisfactory results with 50% or less variance explained (Hair et al., 

2010; Pett, Lackey, & Sullivan, 2003).  Parsimony is equally important in determining a 

factor structure and must be balanced with the percentage of variance explained (Hair et 

al., 2010; Pett, Lackey, & Sullivan, 2003).  Both of these were carefully considered 

here.      

 The importance of each factor to the overall factor structure is presented in 

descending order in Table 4.20.  Although the percentage of variance explained by 

Factor 4 is below the generally accepted threshold of 5%, it was approaching the 

threshold and encompassed a set of items with similar meaning. The overall concept 

captured in Factor 4 was not captured by the other three factors.  Thus, Factor 4 was 
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retained for its distinct and logical contribution to the resulting overall factor structure.  

Details of the four factors are presented in the following section.    

 

Table 4.20 

Final PSPEQ (Parent Form) Factor Analysis Eigenvalues and Total Variance 

Explained Using Unweighted Least Squares with Varimax Rotation  

______________________________________________________________________ 

      Initial Eigenvalues          Rotation Sums of Squared Loadings 

Factor          Total   % of Variance   Cumulative % Total % of Variance Cumulative % 

               Explained            Explained 

______________________________________________________________________ 

1      13.20         32.20     32.20 7.64       18.65    18.65  

2      3.78          9.22     41.43 5.69       13.87    32.51 

3      2.44          5.96     47.39 4.09       9.99 42.50 

4      1.95          4.75     52.14 1.94       4.73 47.23 

______________________________________________________________________ 

   

Emergent Factors 

 Assessing whether to drop or retain cross-loaders is an important step to take 

prior to finalising a factor structure.  Items are considered to cross-load when they load 

on more than one factor with a loading of ≥ .32 (Hair et al., 2010; Tabachnick & Fidell, 

2013).  It is recommended that serious consideration be given before retaining items 

that cross-load (Costello & Osborne, 2005; Tabachnick & Fidell, 2013).  Each of the 

five cross-loading items loaded heaviest on the logically corresponding factor.  This, 

combined with the low level of cross-load for all five items (< .4), and the overall 

meaningful factor structure that included the five items, led to their retention.    

 The final four-factor model capturing parents’ perceptions of paediatric surgical 

care comprised the latent underlying structures of Hospital Staff, Surgeons, Hospital 

Facilities, and Access.  The simplicity and clarity of the resulting structure, as seen in 

Table 4.21, can be observed by the small number of cross-loading items and the 

common theme that underlies each factor and the items within it.  As stated by Beavers 

et al. (2013) “more importantly, the items and the factors should make sense 

conceptually” (p. 11), which is clearly the case here.   
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Table 4.21 

Rotated Factor Matrix with Item Loadings Across Factors in the Final Exploratory 

Factor Analysis with the PSPEQ (Parent Form) 

______________________________________________________________________ 

Item Item Label (abbreviated)    Hospital        Surgeons     Hospital        Access 

         Staff                                    Facilities 

       (Factor 1)       (Factor 2)         (Factor 3)     (Factor 4) 

______________________________________________________________________  

37c Manner of reception staff at check-in   .52  .18   .39*  .23 

37b Efficiency of staff at check-in      .46            .13      .33*  .27 

40a Encouraged to ask questions      .54 .17      .24                - .06 

40h Staff communication with each other     .61  .04 .16            -.32  

40b Being treated with respect       .48 .14        .18                .10 

40c Staff gave vague explanations      .46 .17        .13             -.02 

37k Manner of nurses in recovery      .60 .25  .02   .13 

40d Staff listened to your child       .70  .15        .17   .07 

40g Staff attentive to your child       .67  .10                  .20  .03 

54 Practical skill of the nurses       .58  .20  .20   .04 

37m Kept up-to-date on child’s progress      .53 .23        .22   .02 

37n Effective pain control       .55 .23        .03  .10 

37s Advice from doctors and nurses      .60  .39*        .16   .05 

37o Warning of discharge      .58                 .16                  .28  .12 

37r Manner of reception staff discharge       .78             .23        .21   .00 

37q Efficiency of staff at discharge       .76 .19  .20  -.02 

37p Information on post-discharge care       .64 .29        .20  .01 

41a Difficulty understanding advice       .50 .19                  .22 .14 

41b Difficulty in carrying out advice       .44 .18 .18  .09 

30a Explanation of child’s condition       .19  .75 .00  .00 

30c Explanation of child’s operation        .24  .67 .06 .08 

30b Information on child’s condition       .12  .60 .28  -.05 

30d Information on child’s operation       .22  .60 .31  -.06 

30e Opportunity to ask questions       .27  .77 .02   .10 

30g Surgeons’ answers to questions       .24  .78 .02                .08 

30i Surgeons’ warmth with your child       .22  .70        .02                .23 

30f Surgeons’ warmth with you       .17  .78        .06               .24 

37l Personal manner of the surgeons      .31 .66        -.05 .25 

55 Practical skill of the surgeons       .16  .49                  .09  .05 

31a Information on ward facilities       .24  .36*        .50            .17 

37d Finding the ward .29 .11         .46 .31 

37e Shown around the ward .27 .04         .73    .02 
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37f Things to keep child occupied       .25 .08         .68  .10 

37g Things to keep you occupied      .31 .10         .71 .10 

37h Tea and coffee facilities  .26 .01         .81 .02 

37i Toilet facilities  .36 .36*         .63 .03 

14a Difficulty: cost  -.47 .10         .10                  .60 

14b Difficulty: social commitments      .11 .09         .10                 .65 

14c Difficulty: employment commitments    .00 .07                 .13                 .53 

49a Distance to care  .15 .11         .03                 .42 

49b Shortage of surgeons in area     .00 .01        -.04                 .35  

______________________________________________________________________ 

Note. The extraction method was unweighted least squares with varimax rotation.  Items 

with all factor loadings are presented (n = 214).  Main loadings for each item are in 

bold.  *Five cross-loading items were retained. For a full list of items, please see 

Appendix G. 

   

Internal Consistency Reliability of Factor Subscales 

 Cronbach’s alpha internal consistency reliability was calculated for the subscales 

of the PSPEQ (parent form) and results can be seen in Table 4.22.  All negatively 

worded items were recoded before internal consistency was calculated.  The subscale 

values are all within the generally acceptable range for subscales derived from 

exploratory factor analysis (i.e., ≥ .60, Hair et al., 2010).  It can be seen that the final, 

Access subscale has a markedly lower internal consistency due partially to its small 

number of items and because of its weakest inter-correlations, relative to the other 

subscales. None of the Access items, if deleted, would have markedly improved the 

Cronbach’s alpha for the Access subscale.  Thus, all items on this factor were retained.      
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Table 4.22 

Cronbach’s Alpha Internal Consistency Reliability for the PSPEQ (Parent Form) 

Subscales 

______________________________________________________________________ 

Subscale  Items      Cronbach’s α  

______________________________________________________________________ 

Hospital Staff  37b, 37c, 37k, 37m, 37n, 37o, 37p, 37q, 37r,  

   37s, 40a, 40b, 40c, 40d, 40g, 40h, 41a, 41b, 54       .92 

Surgeons  30a, 30b, 30c, 30d, 30e, 30f, 30g, 30i, 37l, 55      .90  

Hospital Facilities 31a, 37d, 37e, 37f, 37g, 37h, 37i        .88  

Access   14a, 14b, 14c, 49a, 49b         .67 

______________________________________________________________________ 

Note. For a full list of items, see Appendix G. 

 

Factor 1: Hospital Staff  

 The Hospital Staff factor emerged as the strongest factor and was exclusively 

related to the care given by the hospital staff.  As can be seen in Table 4.23, this factor 

included statements related to communication, information, explanations, interpersonal 

skills, efficiency, and staff coordination.  The statements applied to a variety of hospital 

staff including the nurses, theatre staff, and administrative staff.  Statements addressed 

issues relating to both the parent and the patient.  The heaviest loading statements 

referred to staff listening to the patient, the manner of reception staff on discharge, and 

the efficiency of staff on discharge.  This factor yielded a more than satisfactory 

Cronbach’s alpha internal consistency reliability (.92), reflecting the strength of the 

inter-correlations between the items.   It can be seen here that participants perceived the 

care given by hospital staff as one unified, separate aspect of care.  This factor is 

referred to as the Hospital Staff factor in subsequent analysis.  
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Table 4.23 

PSPEQ (Parent Form) Statements Included in Factor 1 – Hospital Staff  

______________________________________________________________________ 

PSPEQ (Parent Form) Statements Related to Hospital Staff (n = 19) 

______________________________________________________________________ 
 

Personal manner of reception staff at check-in               

Efficiency of reception staff at check-in                            

The hospital staff encouraged me to ask questions       

The hospital staff communicated well with each other about my child        

The hospital staff treated me with courtesy and respect        

The hospital staff were vague and unclear when they explained things to me       

Personal manner of the nurses in the recovery room       

The hospital staff listened carefully to my child        

The hospital staff quickly attended to my child’s needs        

Ignoring communication and interpersonal skills, how would you rate the practical skills of the nurses 

who cared for your child?       

Staff kept you up-to-date on your child’s progress       

Effectiveness of pain control immediately after the operation        

Consistency of advice from doctors and nurses about your child’s treatment        

Amount of warning about being discharged        

Personal manner of reception staff on discharge       

Efficiency of reception staff on discharge       

Quality of written or printed information about your child’s care after discharge  

How difficult was it for you to understanding the hospital staff’s advice?       

How difficult was it for you to carry out what the hospital staff advised (ignoring your child’s level of 

cooperativeness)?      

______________________________________________________________________  

Note. n = number of statements included in this factor (subscale). 

 

Factor 2: Surgeons 

 The Surgeons factor emerged as the second strongest factor and was exclusively 

related to the care given by the surgeons.  As can be seen in Table 4.24, this factor 

included statements relating to the pre-operative consultation with the surgeons, such as 

the explanations and information given regarding the child’s condition and procedure.  

This factor also included the interpersonal skills of the surgeons, including being given 

an opportunity to ask questions and the quality of answers given by the surgeons. Items 

addressing the surgeons in the context of the hospital setting were also included.  The 
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technical skill of the surgeon was also captured by this factor.   The heaviest loading 

statements referred to the warmth of the surgeon with the parent, the surgeon’s answers 

to parents’ questions, and the extent to which parents are given an opportunity to ask 

questions.  This factor yielded a more than satisfactory Cronbach’s alpha internal 

consistency reliability (.90), reflecting the strength of the inter-correlations between the 

items.  It can be seen here that participants perceived the care given by the surgeons as 

one unified aspect of care that is separate to the care given by the other hospital staff.  

This factor is referred to as the Surgeons factor in subsequent analysis.      

 

Table 4.24 

PSPEQ (Parent Form) Statements Included in Factor 2 – Surgeons  

______________________________________________________________________ 

PSPEQ (Parent Form) Statements Related to Surgeons (n = 10) 

______________________________________________________________________ 
  

The explanation given to you about your child’s condition    

The explanation given to you about your child’s operation     

Quality of the written or printed information about your child’s condition    

Quality of the written or printed information about your child’s operation    

Opportunity for you to ask questions    

Surgeons’ answers to your questions    

Surgeons’ warmth and personal interest in your child    

Surgeons’ warmth and personal interest in you     

Personal Manner of the surgeons    

Ignoring communication and interpersonal skills, how would you rate the practical skills of the surgeons 

who cared for your child?     

______________________________________________________________________ 

Note. n = number of statements included in this factor (subscale). 

 

Factor 3: Hospital Facilities 

 The Hospital Facilities factor emerged as the third strongest factor and was 

heavily related to facilities available at the hospital.  As can be seen in Table 4.25, this 

factor included statements related to the quality of information given in advance about 

the ward facilities, ease in finding the ward on the day of the procedure, and the extent 

to which parents were shown around the ward.  Items related to specific facilities 

included things to keep parents and patients occupied, tea and coffee making facilities, 

and toilet facilities.  The heaviest loading statements included tea and coffee facilities, 
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being shown around the ward, and things to keep parents occupied. This factor yielded a 

more than satisfactory Cronbach’s alpha internal consistency reliability (.88), reflecting 

the strength of the inter-correlations between the items. It can be seen here that 

participants perceived the hospital facilities and access to those facilities as a unified, 

separate aspect of care.  This factor is referred to as the Hospital Facilities factor in 

subsequent analysis.   

 

Table 4.25 

PSPEQ (Parent Form) Statements Included in Factor 3 – Hospital Facilities  

______________________________________________________________________ 

PSPEQ (Parent Form) Statements Related to Hospital Facilities (n = 7) 

______________________________________________________________________ 
  

How would you rate the information you were given on the ward facilities?   

Finding the ward               

Being shown around the ward (i.e., toilets, tea-making facilities)             

Things to keep your child occupied while waiting             

Things to keep you occupied while waiting             

Tea and coffee facilities in the ward               

Toilet facilities in the ward                

______________________________________________________________________ 

Note. n = number of statements included in this factor (subscale) 

 

Factor 4: Access 

 This emerged as the least strong factor and was exclusively related to the issues 

involved in accessing the surgical care.  As can be seen in Table 4.26, this factor 

included statements related to the difficulties in accessing care in terms of cost, social 

commitments, and employment commitments.  This factor also included statements 

regarding the distance to care and the general availability of surgeons near the parents’ 

place of residence.   The heaviest loading statements referred to the difficulties in 

accessing care in terms of managing the cost, social, and employment commitments.  

This factor yielded a satisfactory Cronbach’s alpha (.67) for an exploratory study such 

as this (i.e., ≥ .60, Hair et al., 2010).  It can be seen here that participants perceived 

access as one unified, separate aspect of care.  This factor is referred to as the Access 

factor in subsequent analysis.       
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Table 4.26 

PSPEQ (Parent Form) Statements Included in Factor 4 – Access  

______________________________________________________________________ 

PSPEQ (Parent Form) Statements Related to Access (n = 5) 

______________________________________________________________________ 
  

How difficult was it to organise the trip to the hospital in terms of cost?   

How difficult was it to organise the trip to the hospital in terms of social commitments?   

How difficult was it to organise the trip to the hospital in terms of employment commitments?   

There is a shortage of surgeons in my area                           

We had to travel too far for my child’s surgical care 

______________________________________________________________________

Note. n = number of statements included in this factor (subscale) 

 

Summated Scale Scores 

 Non-transformed items for each subscale (factor) were summed and rescaled to 

a value ranging from 0 to 100, with a higher score indicating a more positive rating.  

Table 4.27 presents the descriptive statistics for the summated rating scales.  Of the four 

subscales, Surgeons was rated most positively, followed by Hospital Staff, Access, and 

Hospital Facilities.  As indicated by the standard deviations, the highest spread in scores 

was for the Hospital Staff subscale, followed by Hospital Facilities, Surgeons, and 

Access.  The wider range of scores for the Hospital Facilities subscale indicates 

considerable variation in the perceived quality of the facilities available at the hospital.  

In contrast, ratings of the Access subscale was most consistent.   

 

Table 4.27 

Descriptive Statistics for the Summated Rating Subscales in the PSPEQ (Parent Form) 

______________________________________________________________________ 

Subscale        M*       SD       Range  

______________________________________________________________________ 

Hospital Staff 84.74 10.59 32 - 100 

Surgeons 93.48 4.64 46 - 100 

Hospital Facilities 70.53 6.75 23 - 100 

Access 77.40 3.44 40 - 100 

______________________________________________________________________ 

Note. *Subscale scores range from 0-100 with a higher score indicating a more positive 

rating.    
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Validity of Anderson-Rubin Factor Scores 

 As previously mentioned in the data analysis subsection of Chapter 3, a 

recommended method to assess the validity of the factor scores prior to using them in 

further analysis is to conduct bivariate correlations between the summated scale scores 

and factor scores (Hall et al., 2013).  This was conducted and the results of the bivariate 

correlation can be seen in Table 4.28.  All factor scores had statistically significant 

strong positive correlations with their corresponding summated scale score, thus 

demonstrating the validity of the factor scores in using them for further analysis. 

 

Table 4.28   

Pearson Correlations Between Summated Subscale Scores and Anderson-Rubin Factor 

Scores for the Subscales of the PSPEQ (Parent Form) 

_______________________________________________________________________________________________ 
        

                                                                       Summated Subscale Scores 

                    Hospital Staff        Surgeons         Hospital Facilities       Access 

______________________________________________________________________ 
 

Factor Scores 

Hospital Staff  .886**  .270**  .349**  .037   

Surgeons   .248**  .942**  .127  .053 

Hospital Facilities .307**  .121  .906**  .066 

Access   .102  .107  .130  .782** 

______________________________________________________________________ 

Note. *p < .05 (2-tailed).  **p < .01 (2-tailed). 

   

Factor Analysis of the QCSH (Child Form) 

 

 As explained in Chapter 3, an exploratory analysis was conducted on the items 

of the QCSH (child form) that captured perceptions of the surgical care provided to 

paediatric patients.  Only items that captured perceptions of the care received were 

included in the factor analysis.  Other items in the QCSH, such as hunger and thirst 

while waiting on the day of the operation as well as other issues related to the surgical 

visit, have been reported in the descriptive statistics section of this chapter.  The aim is 

to measure and identify the key aspects of paediatric surgical care for patients, as 
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captured by the generated factors, and to establish construct validity of the QCSH (child 

form) in measuring patients’ perceptions of the paediatric surgical care they received.  

 

Cross Tabulations 

 The child data set included 5.4% missing values for the items included in the 

exploratory factor analysis.  The approach and justification for dealing with the missing 

values has been addressed in detail in the Data Analysis section of Chapter 3.  As 

before, independent samples t-tests and chi-square tests were conducted on the items 

with ‘Not Applicable’ responses over 5%, here three, to determine potential differences 

between missing and non-missing groups on the general QCSH (child form) indicators 

of overall perceptions of care.  These measures of general perceptions of care included 

overall quality of care from the doctors and overall quality of care from the nurses.  The 

third item with a ‘non applicable’ response of over 5% was not related to the doctors or 

the nurses, and a dichotomous item relating to whether the child would return to the 

hospital if sick again, was used.  Table 4.29 indicates that no statistically significant 

differences were found between ‘Not Applicable’ and response groups on the three 

items of the QCSH (child form) in relation to overall quality of care from the doctors, 

overall quality of care from the nurses, and whether the child would return to the 

hospital if sick again.  Although the random nature of these missing data deemed it 

permissible to delete the cases from further analysis (Hair et al., 2010; Tabachnick & 

Fidell, 2013), all cases were retained to optimise statistical power. 
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Table 4.29   

Cross Tabulations of QCSH Factor Analysis Items With 5% or More ‘Not Applicable’ 

Responses (n = 58) 

______________________________________________________________________ 

Item            M   Response (n) %     M    Not Applicable (n)      % 
______________________________________________________________________   
 

How Well Did the Doctor  

Take Care of You? 

Item 4 4.9  (43)      74.1    4.9              (15)                25.9  

 

How Well Did the Nurses  

Take Care of You? 

Item 15 4.9        (42)    75.0    4.9              (16)                 28.6 

 

Would You Visit the Same  

Hospital if You Were Sick Again?*        

Item 11  (45)    78.0                      (13)                  22.0  

______________________________________________________________________ 

Note. n = number of participant responses in each group.  

*Means were not calculated for Item 11 since a chi square calculation was used.  

Response scale for items ranged from 1 to 5 with a higher score indicating a more 

positive rating of the care received.  

All means were not statistically significant.  

 

Data Imputation 

 As outlined in the Data Analysis section of Chapter 3, an initial factor analysis 

was conducted with the missing values to establish the subscales for the items.  Once 

subscales were established, case subscale means were calculated and substituted for the 

missing values, thereby creating a complete data set.  This approach has been reviewed 

in detail in the Data Analysis section in Chapter 3.  It is important to note here that due 

to the small proportion of missing values in the factor analysed items (5.4%), it was 

expected that the initial factor structure would closely if not identically resemble the 

final factor structure using a complete data set, which was in fact the case.  All items 

loaded on the same factors for both the initial and final factor analysis, thus confirming 

the robustness of the factor structure. 
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Preliminary Analysis of Factorability and Factor Retention 

 A principal components analysis with varimax rotation was conducted to 

provide a preliminary assessment of the factorability of the data set and to determine the 

approximate number of factors that should be retained.  Please see the parent factor 

analysis section in this chapter for justification and details regarding this approach.   

 Factorability of the data was established by determining the KMO measure of 

sampling adequacy and Bartlett’s test of sphericity.  Please see the Data Analysis 

section of Chapter 4 for details of the background to these tests.  The KMO measure of 

sampling adequacy was .61, which is considered mediocre (Kaiser, 1974), but does 

meet the criteria for acceptability (Tabachnick & Fidell, 2013).  This result indicates an 

acceptable level of inter-correlation between the variables in the data set that should 

produce distinct and robust factors (Hall et al., 2010; Tabachnick & Fidell, 2013).  It is 

acknowledged here that the result of the KMO test is at least partially due to the small 

sample size of this exploratory factor analysis.   The Bartlett’s test of sphericity was 

statistically significant (Approx. Chi-Square = 197.89, df = 55, p < .001) indicating that 

there is correlation between variables and that conducting factor analysis is appropriate 

with the data set (Hall et al., 2010; Tabachnick & Fidell, 2013).  

 The importance of the components was determined in two ways: 1) reviewing 

the percentage of variance explained by the initial and rotated eigenvalues, and 2) 

conducting a Scree test, which creates graphical representation of the eigenvalues.  The 

principal components analysis with varimax rotation resulted in two factors with initial 

eigenvalues over 1 and a third factor approaching this threshold (1.0).  The first two 

factors had eigenvalues of 3.25 and 1.85, which individually explained 32.5% and 

18.5% of the variance respectively.  Inspection of the third factor shows that it 

accounted for 10% of the variance, well above the general rule of thumb of 5% (Hall et 

al., 2010; Tabachnick & Fidell, 2013).  Although the fourth factor did individually 

account for 9.1% of the variance, its eigenvalue (.91) was not sufficiently approaching 

the threshold of greater than one.  These results suggest that three factors may be the 

optimal number to retain.  On inspection of the scree plot presented in Figure 4.3, the 

break in the plot at which the eigenvalues level off, appears to occur after Factor 3.  

Thus, the findings of the tests described here suggest that the optimal number of factors 

to retain is three.      
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Figure 4.3. Scree Plot of Initial Factor Extraction of Items from the QCSH (Child 

Form) Using Principal Components with Varimax Rotation.  

 

Main Factor Analysis 

 The various factor extraction and rotation techniques available in the PASW 17 

software were then explored with a limit of three and four factors per analysis.  

Although the preliminary analysis determined three as the possible optimal number of 

factors to retain, a four-factor structure was also explored to obtain confirmation of the 

result obtained from the initial principal components analysis.  Generalized least 

squares with varimax rotation yielded the most logical and meaningful factor structure, 

with three factors being the most parsimonious.  On viewing the percentage of variance 

explained after rotation, Factor 4 accounted for 6% of the variance, which is above the 

generally recommended threshold (Hair et al., 2010; Tabachnick & Fidell, 2013).  The 

second and more important issue in considering how many factors to retain is the degree 

of logic and importance of the factors to the research being studied (Hair et al., 2010; 

Tabachnick & Fidell, 2013).  On inspection of the rotated factor matrix, Factor 4 

included only one item loading greater than the generally accepted threshold of .32 

(Hair et al., 2010; Tabachnick & Fidell, 2013).  In addition, the lone item did not hold 

unique meaning to support being retained as a separate factor.  In contrast, retaining 

three factors produced the cleanest structure and included factors with logical meaning.  
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 One item was dropped from the analysis due to a loading of less than the 

recommended .32 and the factor analysis was re-run.  The dropped item related to the 

travel time involved in accessing the surgical facility (Item 28, .26). After item deletion, 

the final KMO measure of sampling adequacy was .60, which is considered mediocre 

(Kaiser, 1974), but does meet the criteria for acceptability (Tabachnick & Fidell, 2013).  

This result indicates an acceptable level of inter-correlation between the variables in the 

data set that should produce distinct and robust factors (Hall et al., 2010; Tabachnick & 

Fidell, 2013). The Bartlett’s test of sphericity was statistically significant (Approx. Chi-

Square = 182.83, df = 45, p < .001) indicating that there is correlation between variables 

and that conducting factor analysis is appropriate with the data set (Hall et al., 2010; 

Tabachnick & Fidell, 2013).  

 The total variance explained by the resulting three-factor structure is seen in 

Table 4.30, along with the percentage of variance explained by each individual factor 

before and after rotation.  The total variance explained is comparable to the results of 

the previous factor analysis with the parent data (47%) and other scale development 

studies on perceptions of health care in adults (i.e., 54%, Au et al., 2011; 42%, Loblaw 

et al., 2004; 54%, Lynn, McMillen, & Sidani, 2007) and children (i.e., 35%, Bush and 

Holmbeck, 1987).  As stated in the previous parent factor analysis results (p. 192), it is 

generally accepted that in contrast to the natural sciences where factors are retained to 

yield a very high percentage explained, less precise factor analysis research in the social 

sciences can yield satisfactory results with 50% or less variance explained (Hair et al., 

2010; Pett, Lackey, & Sullivan, 2002).  Parsimony is equally important in determining a 

factor structure and must be balanced with the percentage of variance explained (Hair et 

al., 2010; Pett, Lackey, & Sullivan, 2002).  Both of these were carefully considered 

here.  

 The importance of each factor to the overall factor structure is presented in 

descending order in Table 4.30.  Although the initial eigenvalue of Factor 3 was under 

the recommended threshold (> 1), it was approaching the threshold and encompassed a 

set of items with similar meaning.  The overall concept captured in Factor 3 was not 

captured by the other two factors.  Thus, Factor 3 was retained for its distinct and 

logical contribution to the resulting overall factor structure.  Details of the three factors 

are presented in the following section.    
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Table 4.30 

Final QCSH (Child Form) Factor Analysis Eigenvalues and Total Variance Explained 

Using Generalized Least Squares with Varimax Rotation  

______________________________________________________________________ 

      Initial Eigenvalues          Rotation Sums of Squared Loadings 

Factor         Total    % of Variance   Cumulative %       Total % of Variance Cumulative % 

                                   Explained            Explained 

______________________________________________________________________ 

1      3.25          32.51     32.51  2.15       21.59    21.59  

2      1.85          18.49     51.00  1.71       17.06    38.64 

3      1.00            9.97     60.97  1.27       12.73    51.37 

______________________________________________________________________ 

   

 

Emergent Factors 

 The final three-factor model capturing perceptions of paediatric surgical care 

from the patient’s perspective comprised the latent underlying structures of Child 

Friendliness, Quality of Care, and Comfort.  Some of the items resulted in very strong 

factor loadings, which indicates very little variation in ratings, as seen in Table 4.31.  

This strength of the loadings for those items indicates the extent to which they capture 

the variation of the data within their corresponding factor.  The simplicity and clarity of 

the resulting structure can be observed by the lack of cross-loading items and the 

common theme that underlies each factor and the items within it.   
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Table 4.31 

Rotated Factor Matrix with Item Loadings Across Factors in the Final Exploratory 

Factor Analysis with the QCSH (Child Form) 

______________________________________________________________________ 

Item Item Label (abbreviated)          Child Friendliness    Quality of Care Comfort

  

                    (Factor 1)              (Factor 2)             (Factor 3)        

______________________________________________________________________  

2 How well doctors listen to you?  .35  .19      .16  

4 How well doctors answer your questions? .57   -.06                     .21         

11 How good were toys at hospital?  .55 -.12 .24  

13 How well nurses listen to you?  .45  .11  .04     

15 How well nurses answer your questions? .99   .10   .07  

19 How easy to talk to the nurses?  .36   .10   .19  

33 How well doctors take care of you?  .06  .98        .17 

34 How well nurses take care of you?   -.02  .78   .12  

26 How comfortable was it at the hospital? .25  .13 .39   

27 Was the visit to hospital too long or too short? .18  .23 .96  

______________________________________________________________________ 

Note. The extraction method was generalized least squares with varimax rotation.  Items 

with all factor loadings are presented (n = 58).  Main loadings for each item are in bold.  

For a full list of items, please see Appendix F. 

 

Internal Consistency Reliability of Factor Subscales 

 Cronbach’s alpha internal consistency reliability was calculated for the subscales 

of the QCSH (child form) and results can be seen in Table 4.32.  All negatively worded 

items were recoded before internal consistency was calculated.  Two of the three 

subscale values are within the generally acceptable range for subscales derived from 

exploratory factor analysis (i.e., ≥ .60, Hair et al., 2010).  It can be seen that the final, 

Comfort subscale falls below the recommended threshold.  However, due to its 

closeness to the threshold, it was retained.  The lower internal consistency of the 

Comfort subscale may be due partially to its small number of items and its varied item 

loadings, as also seen in Table 4.32.  Deletion of items would not have markedly 

improved the Cronbach’s alpha for any of the three subscales.  Thus, all items were 

retained.      
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Table 4.32 

Cronbach’s Alpha Internal Consistency Reliability for the QCSH (Child Form) 

Subscales 

______________________________________________________________________ 
 

Subscale   Items      Cronbach’s α  

______________________________________________________________________ 

Child Friendliness  2, 4, 11, 13, 15, 19          .67 

Quality of Care  33, 34           .91  

Comfort   26, 27                .59 

______________________________________________________________________ 

Note. For a full list of items, see Appendix F. 

 

Factor 1: Child Friendliness 

 The Child Friendliness factor emerged as the strongest factor and was 

exclusively related to the child-friendly aspect of the care received.  As can be seen in 

Table 4.33, this factor included statements related to the manner in which doctors and 

nurses talked to the patient, answered the patient’s questions, the degree of attentiveness 

to the patient, and the child-friendly facilities at the hospital.  The heaviest loading item 

referred to how well the nurses answered the patients’ questions.  This factor yielded a 

satisfactory Cronbach’s alpha internal consistency reliability (.67), reflecting the 

strength of the inter-correlations between the items.  It can be seen here that participants 

perceived the child friendliness of the care received as one unified, separate aspect of 

care.  This factor is referred to in future discussions as the Child Friendliness factor.  
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Table 4.33 

QCSH (Child Form) Statements Included in Each Factor  

______________________________________________________________________ 
QCSH (Child Form) Statements for Each Factor (n = 10) 

______________________________________________________________________ 

Factor 1: Child Friendliness 

How well did the doctors listen to you?   

How well did the doctors answer your questions?   

How good were toys, games, or video games at the hospital?   

How well did the nurses listen to you?   

How well did the nurses answer your questions?  

How easy was it to talk to the nurses?     

 

Factor 2: Quality of Care 

How well did the doctors take care of you?   

How well did the nurses take care of you? 

  

Factor 3: Comfort 

How comfortable (like the bed, pillows, and chairs) was it at the hospital?   

Was the visit too long or too short?  

______________________________________________________________________  
 

Note. n = total number of statements across all factors. 

 

Factor 2: Quality of Care 

 The Quality of Care factor emerged as the second strongest factor and was 

exclusively related to the quality of the care received.  In essence, the factor captured 

how well the doctors and nurses looked after the patient, as seen in Table 4.33.  The 

heaviest loading item referred to how well the doctor looked after the patient.  This 

factor yielded the highest Cronbach’s alpha internal consistency reliability (.91) of the 

three QCSH subscales, reflecting the strength of the inter-correlations between the 

items.  It can be seen here that participants perceived the quality of the care received as 

one cohesive and independent aspect of care.  This factor is referred to in future 

discussions as the Quality of Care factor.      

 

Factor 3: Comfort 

 The Comfort factor emerged as the least strong factor and related to the level of 

perceived comfort during the patient’s time in hospital.  This factor included statements 

related to how comfortable the length of the visit was for the patient and how 
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comfortable the furnishings were at the hospital.  The duration of the hospital visit 

captured the essence of the factor, as indicated by its heavy item loading (see Table 

4.31).  This factor yielded the lowest Cronbach’s alpha internal consistency reliability 

of the three QCSH subscales and was below the accepted threshold (.59).  However, 

given its proximity to the cut-off (i.e., ≥ .60, Hair et al., 2010), and the unique 

contribution of this factor to the overall factor structure, these items were retained as a 

factor.  It can be seen here that participants perceived the comfort of the care received as 

a separate and unique aspect of care.  This factor is referred to in future discussions as 

the Comfort factor.    

 

Summated Scale Scores 

 Non-transformed items for each subscale (factor) were summed and rescaled to 

a value ranging from 0 to 100, with a higher score indicating a more positive rating.  

Table 4.34 presents the descriptive statistics for the summated rating scales.  Of the 

three subscales, Quality of Care was rated most positively, followed by Child 

Friendliness and then Comfort.  As indicated by the standard deviations, the highest 

spread in scores was for the Comfort subscale, followed by Child Friendliness, and 

Quality of Care.  The wider range of scores for the Comfort subscale indicates a 

variation in the level of perceived comfort during the patient’s time in hospital.  In 

contrast, ratings of the Quality of Care received were the most consistent across 

patients, with the highest mean score and the smallest standard deviation.  It is 

important to note here that the markedly small standard deviation of the Quality of Care 

subscale can partially be attributed to the subscale comprising only two items.  This is 

in contrast with the Child Friendliness subscale, which includes six items and has the 

narrowest range of scores, but has a standard deviation comparable to the Comfort 

subscale.  Due to the small patient sample size (n = 58), no further analysis was 

conducted on this data set.    
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Table 4.34 

Descriptive Statistics for the Summated Rating Subscales in the QCSH (Child Form) 

______________________________________________________________________ 

Subscale     M*   SD   Range  

______________________________________________________________________ 
 

Child Friendliness  93.22  2.09  77 - 100 

Quality of Care  98.10    .76  50 - 100 

Comfort   78.60  2.49  20 - 100 

______________________________________________________________________ 

Note. *Subscale scores range from 0-100 with a higher score indicating a more positive 

rating.    

 

MANOVA 

 

 A one-way between-subjects MANOVA was conducted to investigate 

differences between local and distant families on perceptions of care as measured by the 

PSPEQ (parent form) factor scores.  These were based on the factor structure generated 

by the exploratory factor analysis of the parent data. The dependent variables were the 

factor scores of Hospital Staff, Surgeons, Hospital Facilities, and Access.  The 

independent variable of travel time had two levels.  Families in the ‘distant’ group were 

defined as those who travelled 90 minutes or more one way by car to the surgical 

facility.  The 39 distant families identified in the sample were compared with ‘local’ 

families who travelled less than 90 minutes one way by car to the surgical facility.  The 

39 distant families were matched with 39 local families on variables known to influence 

patient evaluations of care, which were parent gender, age, educational background, 

annual household income, self-rated health status, and whether a public or a private 

facility was attended.   

 

Data Screening 

 A number of assumptions required for MANOVA were tested with the data set 

before the main analyses were conducted.  The dependent variable factor scores were 

found to be normally distributed after running the descriptives function of the PASW 17 

software. On inspection of the normal probability plot generated by the graphs function, 

the distribution of the data points was linear, thus demonstrating no major deviations 
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from normality. Investigations for outliers on each dependent variable was conducted 

using the explore function and no outliers were detected on inspection of the 

scatterplots.  To test for multivariate normality, the Mahalanobis distance statistic was 

calculated.  The maximum value was 14.37, which did not exceed the critical value of 

18.47 for a four independent variable analysis (Tabachnick & Fidell, 2013). Thus, there 

were no multivariate outliers in the data set.   

 The assumption of equality of covariance matrices was assessed by inspection of 

the Box’s M statistic and was not significant (p = .48), thus no violation of this 

assumption was found.  However, the assumption of equality of error variances was 

assessed by inspection of the Levene’s test, which was significant (p = .01) for the 

Surgeons dependent variable, indicating a violation of the assumption of equality of 

variances for that variable.  A more conservative alpha level was used to establish 

statistical significance for the Surgeons variable in the univariate F test and was set at 

.01 to account for this assumption violation, which is the strategy recommended by 

Tabachnick and Fidell (2013).  It is important to note that a cell size above 30, which is 

the case here (i.e., 39 cases per cell), is generally thought to be robust to such 

assumption violations (Hair et al., 2010; Tabachnick & Fidell, 2013).  The three other 

dependent variables of Hospital Staff, Hospital Facilities, and Access, were not 

significant (p = .40, p = .82, p = .10, respectively), and therefore equal variances were 

assumed for these variables.  

 

MANOVA Analysis 

 There was a statistically significant difference between local and distant 

participants on the combined dependent variables, F (4, 73) = 5.14, p = .023, Wilks’ 

Lambda = .86; partial eta squared = .14.  When the results for the dependent variables 

were considered individually, the only difference to reach statistical significance was 

Access, F (1, 76) = 11.78, p = .001, partial eta squared = .13; indicating that 13% of the 

variance in ratings of Access to care was explained by the travel time to the facility.  

According to the generally accepted criteria, this is considered bordering on a large 

effect size (i.e., large effect size ≥ .14, Cohen, 1988; Tabachnick & Fidell, 2013).  On 

examination of the mean scores, as presented in Table 4.35, participants who travelled  

90 minutes or more to the surgical facility rated Access to care statistically significantly 

less positively than those who travelled less than 90 minutes to the surgical facility.  
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Those who travelled 90 minutes or more to the surgical facility also had slightly but not 

statistically significantly lower mean scores on the dependent variables of Hospital Staff 

and Surgeons.  Overall, factor scores were highest and most positive for the Hospital 

Staff, followed by the Hospital Facilities, Surgeons, and Access. With the exception of 

Hospital Facilities, scores were more dispersed in the distant group across the factor 

scores, as indicated by the slightly larger standard deviations.  

 

Table 4.35  

Means and Standard Deviations for MANOVA Analysis Comparing ‘Local’ and 

‘Distant’ Groups on Ratings of Hospital Staff, Surgeons, Hospital Facilities, and Access 

(n = 78)       

______________________________________________________________________ 
 

Subscale     M  SD   SE        95%CI 

                      LB     UB 

______________________________________________________________________ 
 

Hospital Staff 

 Local .24 .90 .16 -.07 .55  

 Distant    .14  1.03   .16   -.17 .45 

 

Surgeons 

 Local .02 .84 .16 -.30 .34 

 Distant -.14 1.15 .16 -.46 .18 

 

Hospital Facilities 

 Local .14 .93 .14 -.15 .43 

 Distant .16 .86 .14 -.13 .44 

 

Access 

 Local .02* .88 .17 -1.08 -.44 

 Distant -.76* 1.11 .17 -.30 .34 

______________________________________________________________________ 

Note. *p < .001. 

A higher score indicates a more positive rating.  

Values given are from normalised data. 
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Quantitative Results: Phase 2 

 

This quantitative phase of the study addresses the following research question:   

6. What are the relationships between the factors generated by the newly 

constructed Paediatric Surgical Patient Evaluation Questionnaire (Parent 

Form, PSPEQ) and overall perceptions of care as indicated in the 

questionnaire using multiple regression analyses? 

 

 This quantitative phase of the study built on the first quantitative phase by 

setting out to test the validity of the factor structure generated by the factor analysis on 

the parent questionnaire data. The strength of the subscale factor scores in predicting the 

item scores of general satisfaction with care (Item 56a), perception of overall hospital 

care quality (Item 56b), and recommending the hospital services to a friend (Item 53) 

were investigated by using three multiple regression analyses. This provided validity for 

the factors generated by the factor analysis in predicting overall perceptions of the care 

received by families.  

 

Data Screening  

 Before performing the multiple regression analyses, it must be established that 

the independent variables are not strongly correlated with one another (i.e., minimal 

multicollinearity, Tabachnick & Fidell, 2013).  As previously stated in this chapter  

(p. 201), the PASW 17 software-generated non-correlated factor scores were used in the 

standard regression analyses.  As recommended by Tabachnick and Fidell (2013), the 

lack of shared variance between the independent variable factor scores was double-

checked during analysis by squaring and adding together the part correlations, which 

very closely corresponded to the total R
2
 value for the corresponding model.  Thus, the 

absence of multicollinearity and the minimal shared variance between the independent 

variable factor scores was confirmed.  The absence of multicollinearity in all three 

multiple regressions was also confirmed by the tolerance values of 1.  Tolerance values 

range from 0 to 1, with 1 indicating no multicollinearity (Hair et al., 2010; Tabachnick 

& Fidell, 2013).  VIF scores, another index of multicollinearity, were 1 for all three 
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multiple regressions indicating no collinearity between the independent variables in the 

models (Hair et al., 2010; Tabachnick & Fidell, 2013).   

 A number of assumptions required for multiple regression analysis were tested 

with the data set before the main analyses were conducted.  The independent variable 

factor scores were normally distributed after running the descriptives option on the 

PASW 17 software.  The dependent variables, items 56a, 56b, and 53, were negatively 

skewed and transformed to normality using the process outlined on page 114 of  

Chapter 3.  Investigations of outliers and homoscedasticity were conducted by 

examining the normal probability plot and scatterplot provided by the PASW 17 

multiple regression analyses output.  On inspection of the normal probability plot, the 

distribution of the data points was linear, thus demonstrating no major deviations from 

normality.  No outliers were detected on inspection of the scatterplots and on viewing 

the Mahalanobis Distance value in the PASW 17 output (16.95, 16.95, and 16.95, 

respectively).  None of the data values exceeded the critical value of 18.47 for a four 

independent variable model (Tabachnick & Fidell, 2013). Any unusual cases were also 

examined using the PASW 17 case-wise diagnostics output. Only one case was found 

(case number 140) to exceed the critical residual value of -3.0 (i.e., -3.3) in the first 

multiple regression analysis and inspection of the maximum value of Cook’s Distance 

(i.e., .049) indicated that the case was not a potential problem since the value was less 

than the critical value of 1.0 (Tabachnick & Fidell, 2013). 

 

Multiple Regression Analyses 

 The first standard multiple regression analysis was conducted to predict overall 

satisfaction with care, using the predictors of Hospital Staff, Surgeons, Hospital 

Facilities, and Access.  The prediction model was statistically significant, F(4, 209) = 

17.55, p < .001, and accounted for approximately 24% of the variance of overall 

satisfaction with care (R
2
 = .25, adjusted R

2 
 = .24).  Overall satisfaction was primarily 

predicted by higher ratings of Hospital Staff, and to a lesser extent, higher ratings of the 

Surgeons and Hospital Facilities.  The standardised regression coefficients of the 

predictors along with their t scores and statistical significance levels can be seen in 

Table 4.36.  Hospital Staff received the strongest weight in the model followed by 

Surgeons and Hospital Facilities.  Access was not a statistically significant predictor of 

the model.  
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Table 4.36   

Standard Multiple Regression Model for Variables Predicting Overall Satisfaction with 

Care 

______________________________________________________________________ 

Independent Variable      β      t  

______________________________________________________________________ 

Hospital Staff    .42**   7.01**  

Surgeons    .21**   3.57** 

Hospital Facilities   .15*   2.42* 

Access     .09   1.57 

______________________________________________________________________ 

Note. R
2 

= .25, adjusted R
2
 = .24. 

* p < .05.  ** p < .001. 

 

 The second standard multiple regression analysis was conducted to predict 

overall quality of hospital care.  The predictors of Hospital Staff, Surgeons, Hospital 

Facilities, and Access were also used in this prediction.  The prediction model was 

statistically significant, F(4, 209) = 28.51, p < .001, and accounted for approximately 

34% of the variance of overall quality of hospital care (R
2
 = .35, adjusted R

2 
 = .34).  

Overall quality of hospital care was primarily predicted by higher ratings of Hospital 

Staff, and to a lesser extent, higher ratings of Hospital Facilities and Surgeons.  The 

standardised regression coefficients of the predictors along with their t scores and 

statistical significance levels can be seen in Table 4.37.  Hospital Staff received the 

strongest weight in the model followed by Hospital Facilities and Surgeons.  Access 

was not a statistically significant predictor of the model.  
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Table 4.37   

Standard Multiple Regression Model for Variables Predicting Overall Quality of 

Hospital Care 

______________________________________________________________________ 

Independent Variable      β      t   

______________________________________________________________________ 

Hospital Staff    .53**   9.52**   

Surgeons    .17*   3.13* 

Hospital Facilities   .19*   3.49* 

Access     .09   1.26 

______________________________________________________________________ 

Note. R
2 

= .35, adjusted R
2
 = .34. 

* p < .01.  ** p < .001. 

 

 The third standard multiple regression analysis was conducted to predict 

recommending the hospital service to a friend, again using the predictors of Hospital 

Staff, Surgeons, Hospital Facilities, and Access.  The prediction model was statistically 

significant, F(4, 209) = 29.54, p < .001, and accounted for approximately 35% of the 

variance of overall quality of hospital care (R
2
 = .36, adjusted R

2 
 = .35).  

Recommending the hospital service to a friend was primarily predicted by higher 

ratings of Hospital Staff, and to a lesser extent, higher ratings of Hospital Facilities and 

Access.  The standardised regression coefficients of the predictors along with their  

t scores and statistical significance levels can be seen in Table 4.38.  Hospital staff 

received the strongest weight in the model followed by Hospital Facilities and Access.  

Surgeons was not a statistically significant predictor of the model.  
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Table 4.38   

Standard Multiple Regression Model for Variables Predicting Recommending the 

Hospital Service to a Friend 

______________________________________________________________________ 

Independent Variable      β      t   

______________________________________________________________________ 

Hospital Staff    .53**   9.67**   

Surgeons    .07   1.27 

Hospital Facilities   .23**   4.15** 

Access     .13*   2.43* 

______________________________________________________________________ 

Note. R
2 

= .36, adjusted R
2
 = .35. 

* p < .05.  ** p < .001. 

 

 The results of the above three multiple regressions are displayed in Figure 4.4.  

Arrows depict the statistically significant relationships between the dependent variables 

and overall perceptions of care. 
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Figure 4.4. Findings of Multiple Regression Analysis Illustrating the Statistically      

Significant Predictive Relationships Between Factor Scores on the PSPEQ (Parent 

Form) and Overall Perceptions of Care.    
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Qualitative Results: Phase 1 

 

This qualitative phase of the study addressed the following two research 

questions and several sub-questions: 

1. What were the perceived efficacies of the paediatric surgical service 

provided to parents and patients? 

a. How were these perceived efficacies described by parents? 

b. How were these perceived efficacies described by patients? 

2. What were the perceived shortcomings of and consequential 

recommendations for improvement to the paediatric surgical service 

provided to parents and patients?  

a. How were these shortcomings and recommended improvements 

described by parents?  

b. How were these shortcomings and recommended improvements 

described by patients? 

c. To what extent does accessing care far from home feature as part of 

the shortcomings and recommendations for improvement described 

by parents?    

 

 A total of four major concepts, 12 major categories, and 44 categories emerged 

from the analysis of the research questions to parents (Please see Table 4.39 for parent 

data).  Four major concepts, 6 major categories, and 14 categories emerged from the 

analysis of the research questions to patients (Please see Table 4.40 for patient data).    

The findings are structured by major concept, major category, and then category.  

Each major concept includes two or more major categories (Strauss & Corbin, 1998).  A 

major concept is a central idea found in most cases (Strauss & Corbin, 1998).  Each 

major category is comprised of one or more categories.  Major categories are sub-

concepts that fit within a major category (Strauss & Corbin, 1998).  Categories are 

concepts that represent phenomena (Strauss & Corbin, 1998).  Categories can differ in 

their level of variability, with broader categories encompassing ‘types’ or ‘classes’ of 

concepts called subcategories (Strauss & Corbin, 1998).  For example, in the present 

study, the broader category of Limited Hospital Facilities encompasses the various 
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types of limited hospital facilities including food provided by the hospital, available car 

parking and phone facilities.  These broader categories contain some subcategories that 

have emerged as independent concepts that hold up to intercoder reliability testing.  

Where a category includes independent, statistically robust subcategories, these are 

indicated in the analysis and are termed subcategories.  In contrast, subcategories that 

did not hold up to intercoder reliability testing are termed ‘themes’ for the sake of 

delineation.   

Presenting the frequency of categories as they occur in the sample is an 

approach taken by qualitative methodologists  (Hill, Thompson, & Williams, 1987; Hill 

et al., 2005) and qualitative researchers in hospital care (Forsner, Jansson, and Venke, 

2005; Mottram, 2009), but only once the key concepts have been allowed to emerge 

from the data (Corbin & Strauss, 1990).  Frequency of the categories as they occurred in 

the parent and patient samples are presented in Tables 4.39 and 4.40, respectively.  This 

is useful for the overall qualitative analysis and can assist in confirming the central 

concepts that have already emerged from the data.           
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Table 4.39 

Summary of Results – Parent Data 

s Major Concept   Major Category  Category n % 

I. Service Access 

(Causal 

Conditions) 

A. Facilitators of 

Accessing this 

Service Provider 

1 Experiences of Others 

(+)* 

9 4.6 

2 Past Experience with the 

Same Service Provider 

(+) 

3 1.5 

3 Access to Service 

Provider (+/-) 

36 18.5 

  4 Decisions Respected (+) 3 1.5 

 5 Cost-effectiveness (+) 3 1.5 

6 Experience at Other 

Services (+) 

15 7.7 

B. Facilitators of 

General Service 

Access  

1 Toward a Better Quality 

of Life (+) 

3 1.5 

II. Managing the 

Process of 

Surgery 

(Strategies) 

 

A. Managing the 

Hospital 

Preoperative 

Period 

1 Parent Anxiety 44 22.6 

2 Events During 

Preoperative Waiting 

195 100 

3 Anaesthetic Induction 14 7.2 

4 Unexpected Events 6 3.1 

5 Separation 3 1.5 

B. Postoperative 

Management 

1 Hospital and Home 

Postoperative Events 

195 100 

III. 

 

 

 

 

 

 

 

 

 

 

 

Facilitators and 

Constrainers to 

Managing the 

Process of 

Surgery 

(Intervening 

Conditions) 

 

A. Interaction with 

Service 

Providers 

 

1 Appreciation for Non-

specified Service 

Providers (+) 

73 37.4 

2 Appreciation for the 

Surgeon (+) 

124 63.6 

3 Appreciation for the 

Nurses (+) 

28 14.4 

4 Appreciation for the 

Anaesthetist (+) 

11 5.6 

5 Appreciation for Theatre 

Staff (+) 

7 3.6 

6 Appreciation for the 

Orderly (+) 

1 0.5 

7 Feeling Uninformed (-) 38 19.5 

8 Impersonal Care (-) 27 13.8 

9 Lack of Respect for 

Decisions Made (-) 

7 3.6 

10 Administrative Issues (-) 2 1.0 

B. 

 

e 

e 

Facilities and 

Resources 

1 Parent Facilities (+) 10 5.1 

2 Child-friendly Facilities 

(+) 

48 24.6 

3 Limited Hospital 

Facilities (-) 

26 13.3 

4 Limited Hospital 

Resources (-) 

7 3.6 

5 Surgeon’s Consultation 

Rooms Car Park (-) 

1 0.5 
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Note.  * Indicates a category that has emerged as a service access facilitator (causal 

condition) and a facilitator (i.e., intervening condition) of the core theme ‘Managing the 

Process of Surgery’   

+ indicates a category that is a facilitator of its major category 

-  indicates a category that is a constrainer of its major category 

n = number of parents who made statements in each category 

% = percentage of the total sample of parents who made statements in each category.  

 

 

 

 

 

 

C. Safety and 

Security 

1 

 

Privacy and Security  

(+/-) 

16 8.2 

2 Health and Safety 

 Concerns (-) 

6 3.1 

D. Hospital 

Structure and 

Environment 

1 Hospital Structure and 

Layout Issues (-) 

9 4.6 

2 Hospital Environment 

and Atmosphere Issues   

(-) 

13 6.7 

E. Getting There 

and Staying 

There 

1 Availability of Services 

(+/-) 

5 2.6 

2 Life Disruption (-) 16 8.2 

F. Support 1 Availability of Parent 

Support (+/-) 

12 6.1 

2 Extent of Parental 

Presence (+/-) 

37 19.0 

3 After-Discharge Care 

(+/-) 

6 3.1 

IV. Reflections on 

the Surgical 

Care Provided 

(Consequences) 

 

 

A. General 

Evaluations of 

Service 

Providers 

1 General Evaluations of 

Unspecified Service 

Providers 

31 15.9 

2 General Evaluations of 

the Surgeon 

15 7.7 

3 General Evaluations of 

the Nurses 

23 11.8 

4 General Evaluations of 

the Anaesthetist 

2 1.0 

5 General Evaluations of 

Theatre Staff 

2 1.0 

B. Other 

Evaluations 

1 Public-Private Health 

Care Comparisons 

3 1.5 

2 General Evaluations of 

the Care Provided 

40 20.5 
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Table 4.40 

Summary of Results – Patient Data 

 Major Concept  Major Category  Category n     % 

I. Facilitators to 

Managing the 

Process of Surgery 

(Intervening 

Conditions) 

A. Care 1 Care from Service 

Providers (+) 

9    33.3 

B. Hospital  

Services and 

Facilities  

1 Food (+) 7    25.9 

2 Child-friendly 

Facilities (+) 

11  40.7 

3 Pain Management  

(+) 

1     3.7 

C. Support from 

Family 

1 Being with Mum (+) 1     3.7 

II. Constrainers to 

Managing the 

Process of Surgery 

(Intervening 

Conditions) 

A. 

 

  

During the 

Hospital Stay 

  

1 Preoperative Period 

(-) 

12  44.4 

2 Intrusive Events (-) 5    18.5 

3 Physical Symptoms 

(-) 

10  37.0 

4 Fear (-) 2    7.4 

5 Emotional Distress 

(-) 

5   18.5 

6 Hospital Equipment 

and Machinery (-) 

1     3.7 

III. Managing the 

Process of Surgery 

(Strategies) 

A.  Managing 

Postoperatively 

1 At Home 3    11.1 

2  Wanting Normal 

Routines 

2    7.4 

IV. Reflections on the 

Surgical Experience 

(Consequences) 

A.  Looking Back 1 Getting it Done  2    7.4 

 

Note. + indicates a category that is a facilitator of its major category 

          - indicates a category that is a constrainer of its major category 

n = number of patients who made statements in each category 

% = percentage of the total sample of patients who made statements in each 

 category.  

 

A total of 195 families of paediatric surgical patients (200 parents and 27 

patients) were interviewed 1 week postoperatively.  Of those families, 134 (68.7%) had 

paediatric patients under 5-years-old and 61 (31.3%) had paediatric patients 5 to 10-

years-old.  Participants included 190 female parents and 10 male parents.  Interviews 

were guided by two open-ended questions:   

1. Think about your whole experience with your child’s surgery. What were the 

most positive aspects of the experience for you and your child?  

2. What suggestions would you make to improve the services provided to you and 

your child?  
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These questions provided a flexible framework to explore any aspect of the 

paediatric surgical experience.  Paediatric patients 5 to 10-years-old were also given the 

opportunity to respond to the questions if comfortable.  Content from each interview 

was assigned an identification code determined by their classification, for example, 

Mother of Younger Child (MYC), Father of Older Child (FOC), and a number.  

‘Younger’ children were defined as those under 5 years of age and ‘Older’ children 

were defined as those between 5 and 10 years of age.  In four cases, both parents 

participated in the interview and were classified under the same identification number 

with “M” indicating the mother’s statements and “F” indicating the father’s statements.  

All percentages were calculated based on the 195 participating families to prevent 

overrepresentation of statements made by particular families.  In two cases, two children 

were hospitalised concurrently and were classified under the same identification number 

again to prevent overrepresentation of statements made by particular families.  The 

names of surgeons and all references to the surgeon have been replaced with the 

italicised letter “S”.  All names of patients and all references to patients have been 

replaced with terms such as “child’s name” or “their” which are presented in italics.   

 

Service Access 

The first major concept, Service Access, emerged from the data to capture the 

phenomena that enabled and encouraged parents to access a paediatric surgical service.  

This major concept comprised two major categories: 1) Facilitators of Accessing this 

Service Provider, and 2) Facilitators of General Service Access.    

Within the major concept of Service Access, the category Experiences of Others 

emerged as a facilitator in managing the process of surgery as well a facilitator of 

service access, but was seen to predominantly serve as facilitators of service access.  

This is discussed in the Experiences of Others subsection below and is indicated with an 

asterisk in Table 4.39 above.         

 

Facilitators of Accessing this Service Provider 

The first major category, Facilitators of Accessing this Service Provider, 

contained various experiences that encouraged and enabled parents to access this 

particular paediatric surgical service provider.  The analysis revealed six main ways in 

which parents were encouraged and enabled to access this service provider.  These six 
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categories are: 1) Experiences of Others, 2) Past Experience with the Same Service 

Provider, 3) Access to Service Provider, 4) Decisions Respected, 5) Cost-Effectiveness, 

and 6) Experiences at Other Services.   

 

Experiences of Others 

The first category within the Service Access major category is 

Experience with Others.  Parents described paediatric surgical experiences that 

they had heard from other parents (n = 9, 4.6%).  Six of the parents (3.1%) 

described the surgeon as being highly recommended by other parents.  This 

helped put some parents at ease even before meeting the surgeon.  One parent 

explained how “I wasn’t nervous because I’ve had positive word of mouth 

feedback about S from friends” (MYC 12).  This suggests that a positive 

recommendation may alleviate a parent’s worry about their child’s upcoming 

surgical procedure.  Thus, the category Experiences of Others also functions as a 

facilitator of managing the process of surgery.   

The experiences of others influenced one parent’s decision to access this 

particular surgeon’s services, explaining that “I have heard really good things 

about S from people in town 460km from Melbourne, town 470km from 

Melbourne and town 301km from Melbourne” (MYC 19).  For another parent, a 

specific hospital and its staff were highly recommended, explaining that “my 

girlfriend had a child who had a procedure done at the hospital and the staff 

were brilliant” (MYC 3).  In two cases (1.0%), parents mentioned other parents 

whose children had had the same surgical procedure, which resulted in a sense 

of feeling supported.  One parent explained that “there are three other mothers 

going to his school that have done the same so there are many people who have 

to go through the same thing” (MOC 9).    

Even when parents had heard something negative about the hospital their 

child attended, this made little impact on one parent’s evaluation of the care 

received: “I had a girlfriend whose child had something mysterious and needed 

to see the registrar as well as others.  She wasn’t happy with the nurses on that 

day ... It’s easier when the staff know what condition the child has” (MYC 3).  

In this case, the parent attributes her friend’s lack of satisfaction with the nursing 

care as due to the friend’s child having a mysterious illness.  
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The above statements from parents indicate that parents are encouraged 

to access this particular service provider when positive recommendations about 

the paediatric surgeon or hospital facility staff are given from friends and family.  

Hearing positive reports from other mothers whose children have had the same 

procedure also encourages parents to access this service provider.    

 

Past Experience with Same Service Provider 

The second category within the Service Access major category is Past 

Experience with Same Service Provider.  Past experiences with the same service 

provider were described by parents (n = 3, 1.5%).  Statements were generally 

neutral.  One parent noted that “it’s the second time I’ve been to the regional 

private hospital for one of my children.  My daughter has had a procedure 

before” (MYC 70).  Another parent stated that “... as my prior experience with 

the regional base hospital; he spent 1 week there when he was born” (MYC 51).  

In a third case, a mother’s previous positive experience with the same service 

primed her to expect future positive experiences at that hospital: “we have 

always had good experiences at the regional private hospital” (MYC 9). 

The above verbatim statements demonstrate that previous experience 

with a service provider encourages parents to seek the same service provider if 

needed.  Having previous positive experiences with a service provider can instil 

an expectation that future experiences with that service provider will be positive.   

 

Access to the Service Provider 

The third category within the Service Access major category is Access to 

the Service Provider.  Parents described issues related to accessing the paediatric 

surgical service (n = 36, 18.5%).  Statements (n = 39) on accessing the service 

addressed six themes:  The amount of time from the pre-operative consultation 

to the day of the procedure (n = 30), delay of surgery after pre-operative 

consultation (n = 1), more flexibility in accessing the surgeon for postoperative 

consultation (n = 1), the degree of ease or difficulty in obtaining a referral to see 

the paediatric surgeon (n = 3), speed or delay in detecting the condition (n = 3), 

and ease of accessing surgical care (n = 1).   
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The period of time between the pre-operative consultation and the day of 

the procedure was described by parents (n = 30, 15.4%).  Twenty-five parents 

(12.8%) found the waiting time acceptable of which fourteen (7.2%) perceived it 

as short.  One parent described the waiting time as “very quick – the whole lot – 

the waiting list and at the hospital.  Very surprised since S is the only paediatric 

surgeon in the area” (MOC 48). This suggests that a limited number of available 

service providers can prime parents to expect lengthy waiting times.  Parents are 

then pleasantly surprised when the waiting time is short.   

Of those who perceived the waiting time as acceptable, two parents 

stated that they could have opted to have the procedure done earlier, but family 

circumstances prevented this so waiting time was considered adequate.  One 

parent explained that “we had a consultation for this procedure a year ago, but 

child’s name didn’t want to go through with it.  A year later we had another 

consult and child’s name decided to do it” (MOC 1).  Two parents (1.0%) 

described the waiting time without giving an evaluation.  One parent mentioned 

that “we got to see S right away.  We were on the waiting list for 6 months” 

(MYC 52).   

In contrast, length of time on the surgical waiting list was a common 

issue mentioned by parents, although it was highly subjective.  Three parents 

considered the waiting time as too long and needing improvement.  One parent 

expressed her concern: “the wait on the waiting list considering he was in pain 

to go to the toilet.  He was always complaining for two months” (MOC 21).  In 

another case, a week between the surgeon consultation and the date of the 

procedure was enough time to prepare: 

Excellent waiting time – It gave me time to get Christmas over and done with.  I 

had a week between the consultation and the operation.  It was enough time to 

mentally prepare myself.  I wanted to get it over and done with (MYC 2).  

For another parent, three weeks between the preoperative consultation 

and the procedure was considered short, but was also considered as being 

enough time to prepare: “the speed from the first consult to the procedure –  

3 weeks.  It was quick, but also gave us a bit of time to think about it” (MYC 

20).  Surgery was scheduled the day after the preoperative consultation in one 

parent’s case and this was viewed positively explaining that she had “... no time 
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to get nervous” (MYC 5) therefore demonstrating that the length of time on the 

waiting list was not necessarily a reflection of how parents viewed that waiting 

time.   

One parent (0.5%) commented on delays in the scheduled date for 

surgery:  

There were issues more leading up to the day because the operation was 

cancelled several times ...  I hated that the operation was scheduled then 

cancelled because it’s such a sensitive part of the body and we wanted to do it in 

the school holidays.  I’ve had bad experiences with anaesthetists.  They 

monopolise the area and went on holidays too.  Because we waited for so long, 

child’s name was very fearful.  He’s blaming me for discovering the problem.  

He said that he was scared that he will die or have his penis cut off” (MOC 27).  

 Another parent (0.5%) suggested “more flexibility in the schedule.  We 

couldn’t get here for the post-operative consultation before 3 weeks.  We didn’t 

have time at 1 week post-op then S was booked out so it was a 3-week follow-

up” (MYC 8). 

Problems with obtaining a referral to the paediatric surgeon due to issues 

with other medical practitioners were described by two parents (1.0%).  One 

parent had “trouble getting a referral ... The hospital was fine; the procedure was 

difficult to get a referral for.  The referring paediatrician kept blocking our 

efforts to have it done, but everything was fine once we got a referral” (MYC 

19).  While for another parent, they encountered “experiences with other experts 

who didn’t think surgery was necessary” (MYC 129).  In contrast, one parent 

tells of the ease with which a referral was obtained:  

The doctor that referred me to S.  He had a hypospadias.  The G.P. wrote 

me out a referral straightaway; made me feel really comfortable.  I was 

referred from town 435km from Melbourne and live in town 465km from 

Melbourne (MYC 42) 

Similarly, one mother described how “it was easy – booked in easy at the 

hospital, I got to fill in the forms.  The whole thing was very easy; there were no 

copious amounts of phone calls to make or anything” (MYC 32).       

Three parents (1.5%) wished they had detected the condition earlier.  

One parent mentioned that “going through the paediatrician was unnecessary ... 
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detecting the condition earlier” (MYC 36).  In another case, the paediatric 

surgeon coincidentally detected an additional condition during a pre-operative 

consultation: “I was impressed that S picked up something that was surgically 

needed to be done.  He stretched and S saw the hernia in his belly button.  The 

GP didn’t pick it up which was disappointing” (MOC 38).   

The above demonstrates that the acceptability of the waiting time 

between seeking the paediatric surgical service provider and the day of the 

procedure is highly subjective.  Also, the process of obtaining access to the 

service provider is frustrating for some parents, particularly in cases where there 

is a delay in detection of the condition or where obtaining a referral to the 

surgical service provider is difficult. In contrast, other parents describe gaining 

access to the service provider as being easy.  

 

Decisions Respected  

The fourth category within the Service Access major category is 

Decisions Respected.  The objective approach used by the surgeon when 

discussing the option of having the surgical procedure done was appreciated by 

four parents (2.1%).  Two general statements described how the surgeon gave 

them “the ‘for and against’, but let us make the decision” (MYC 50) and “S gave 

us the pros and cons of the procedure and they were objective rather than giving 

us their personal opinion” (MYC 19).  Two statements referred to the specific 

procedure: “what was most impressive was no bias for the circumcision” (MYC 

61) and “S – I have a 10-year-old who hasn’t been circumcised yet, but we have 

decided to do it too.  S has said both pros and cons of circumcisions.  They made 

it all about child’s name – ‘It’s your decision entirely’” (MYC 58).  

The above cases demonstrate that an objective, non-judgemental 

approach taken by a paediatric surgeon is appreciated by parents and facilitates 

access to the surgical service provider.      

 

Cost-Effectiveness 

The fifth category within the Service Access major category is Cost-

Effectiveness.  The cost-effectiveness of the surgical service was mentioned by 

three parents (1.5%) as one of the most positive aspects of care: “no out-of-
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pocket expenses with Medicare” (MYC 20).  Another parent described the 

service as “a great deal” (MOC 1).  A third parent mentioned the importance of 

the procedure’s timing in relation to cost effectiveness: “we got in just in time – 

Medicare will stop circumcisions next month” (MYC 121).  Cost-effectiveness 

is clearly important to some parents and facilitates access to the surgical service 

provider. 

 

Experiences at Other Services 

The sixth category within the Service Access major category is 

Experiences at Other Services.  Parents made comparisons between the present 

paediatric surgical experience and a previous experience at another service 

provider (n = 15, 7.7%).  Six of these parents (3.1%) compared a previous 

hospital stay at a metropolitan children’s hospital with the present hospital stay, 

which was at either a regional base hospital or a regional private hospital.  

Previous negative experiences included the treatment by staff.  One parent 

explained how “we had a bad experience with an allergist in metropolitan 

children’s hospital – he didn’t tell us anything about what he was doing and he 

treated us like idiots.  So S was much better” (MYC 34).  Another parent 

highlighted the advantages of visiting a regional hospital close to home: 

We’ve had the experience of one of the kids having a procedure done in 

metropolitan children’s hospital and it was such a hassle to find accommodation 

for all of us and getting from here to there to the hospital and getting home.  It is 

completely different when you can have the procedure done in a place that’s two 

minutes away (MOC 15).  

Similarly, another parent described visiting a local regional hospital as ‘a 

walk in the park’ (MYC 101) compared to a previous experience at a 

metropolitan facility.  Another parent attempted to explain why there was such a 

difference: 

My other son had it done as well – hernia - it was hell at the metropolitan 

children’s hospital.  The volume was very large.  Maybe it was a country versus 

city thing?  But here, they are all S’s patients and things just ran smoothly, but in 

metropolitan children’s hospital there are three paediatric surgeons and things 

are just so hectic (MOC 41).  
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These statements indicate that parents had a more positive experience 

when attending a regional base hospital compared to a metropolitan children’s 

hospital.  The “hectic” atmosphere of a metropolitan children’s hospital can 

bring about a sense of feeling like “... a number” (MYC 110) which can be 

compounded by requiring longer time off work, concerns with transport, and 

accommodation costs.  

Two parents (1.0%) compared a previous negative experience at a 

regional hospital with the present, more positive, experience at another regional 

hospital.  One parent noted that “our previous experiences with regional base 

hospital have been very bad” (MYC 17).  In contrast, another parent preferred 

visiting a regional base hospital describing how “this is the second time my child 

has been hospitalised.  We prefer to come to regional base hospital over and 

above anything else.  We have had bad experiences with regional private 

hospital” (MYC 16).  These statements suggest that having a positive experience 

at a surgical facility increases the likelihood of choosing to access the same 

facility in the future if needed and if given a choice.  Four (2.1%) parents’ made 

neutral statements in relation to their child’s present hospital stay and included: 

“[we] had him done in metropolitan children’s hospital previously, perhaps not 

awake quite as long so longer sleep this time” (MYC 121).  For another parent, a 

previous experience with surgery appeared to assist in forming more accurate 

expectations: “thinking about my own experience with day-surgery, it helped 

with my expectations” (MOC 15).   

Six parents (3.1%) described negative experiences at other services 

without specifying the hospital type.  Two of these parents mentioned longer 

waiting times, saying that “he’s had previous ENT surgery for grommets – I 

made an appointment for that surgery in July last year and waited until March 

this year” (MOC 21).  Another two parents recalled the trouble their child 

experienced with needles.  One parent explains how “grateful we didn’t need 

needles for anaesthetic.  He has had some poor experiences with needles early 

on in life” (FOC 45). 

The above statements demonstrate a strong contrast between parents’ 

experiences of accessing paediatric surgical care at a regional hospital close to 

home in comparison to travelling further to a metropolitan hospital.  A previous 
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negative experience with a service provider can accentuate how positive a 

present experience is perceived with a different service provider.     

 

Facilitators of General Service Access 

Looking back to the broader major concept of Service Access, the second major 

category within this major concept is Facilitators of General Service Access.  This 

major category describes the facilitators of accessing the paediatric surgical service, not 

related to the specific service provider.  This is outlined in the Toward a Better Quality 

of Life category.  

 

Toward a Better Quality of Life 

A better quality of life was mentioned by parents (n = 3, 1.5%) as one of 

the most positive aspects of the surgical experience: “the procedure will improve 

child’s name quality of life” (MYC 1) and “it will be easy for him in the long 

run.  He was quite fine after it.  Better quality of life ... His skin was twisted so he 

had to have it done” (MYC 2).  Another parent mentioned “the best part was that 

he was getting his hernia done” (MYC 59).  Contemplating an improved quality 

of life for their children encourages parents to access a paediatric service 

provider.   

 

Managing the Process of Surgery 

 The second major concept, Managing the Process of Surgery, emerged from the 

data to capture how families dealt with the process of surgery from arrival at the 

hospital on the day of the procedure to several weeks postoperatively.  Two major 

categories emerged from the major concept of Managing the Process of Surgery: 1) 

Managing the Hospital Preoperative Period, and 2) Postoperative Management.     

 

Managing Hospital Preoperative Period 

The first major category, Managing the Hospital Preoperative Period, captured 

the ways in which families experienced and dealt with the hospital preoperative period, 

from arrival to the hospital to immediately prior to the procedure.  The analysis revealed 

five distinct contexts in which managing the hospital preoperative period was described 
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by parents.  These categories are: 1) Parent Anxiety, 2) Events During Preoperative 

Waiting, 3) Anaesthetic Induction, 4) Unexpected Events, and 5) Separation.       

 

Parent Anxiety 

The first category within the Managing the Hospital Preoperative Period 

major category is Parent Anxiety.  Parents made statements expressing concern, 

worry or anxiety regarding their child’s procedure (n = 44, 22.6%).  Statements 

fell into 10 themes: Concern due to the surgical procedure (n = 11), it being the 

child’s first surgical procedure or hospital stay (n = 7), anxiety or nervousness in 

general (n = 7), the procedure bothers parents more than the child (n = 6), 

concern due to the risks and effects of anaesthetic (n = 6), being nervous during 

preoperative waiting time (n = 4), anxiety due to the patient being their only or 

first child (n = 3), the surgical procedure was necessary not desired (n = 2), 

being nervous despite it being minor surgery (n = 2), parent having to deal with 

the surgery alone (n = 1), cautious due to child’s young age (n = 1), child had a 

procedure as a baby, but is different now being older (n = 1), worry due to 

chance of infection (n = 1), agitation due to machinery malfunction (n = 1), and 

nervous due to the child requiring another procedure (n = 1).  In contrast, one 

parent attributed her lack of anxiety as due to the procedure being her choice: 

“we weren’t stressed about the procedure because it was elective and it was our 

choice to have it done” (MYC 38).  This suggests choosing to have a procedure 

gives parents a sense of control and hence decreases parental anxiety in contrast 

to requiring the procedure due to medical necessity. See Table 4.41 for verbatim 

comments.  
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Table 4.41  

Quotes from Parents Illustrating Themes of Parent’s Concerns in the “Parent Anxiety’ 

Category 

______________________________________________________________________ 

Theme    Illustrative Quotes (n = 54) 

______________________________________________________________________ 

Anxiety due to the surgical  

procedure (n = 11) 

The thing I was concerned about was child’s name going into theatre 

(MYC 69) 

Just the anxiety of it and having to go through it (MYC 68) 

It was important that the procedure went well (MYC 7) 

I was nervous.  You are giving your baby over to a stranger (MYC 15) 

The worst thing ... – not being in control – ...  (MOC 3) 

I was a little nervous and thought that I was going to stay for the 

procedure because they dressed me in a gown and cap and I didn’t 

want to stay.  I was relieved to find out that I wasn’t going to stay and 

wasn’t allowed to stay (MOC 5) 

It was a pretty traumatic experience (MYC 28)  

I was nervous because any operation is a risk (MYC 37) 

I was a bit nervous.  I got upset just seeing the whole thing (MYC 40)      

I nearly burst into tears – one of the worst things (MYC 128) 

I was quite nervous, but I knew she was in good hands (MOC 23) 

Child’s first surgical procedure  

or hospital stay (n = 7) 

He [child] has had tests before at a hospital, but no surgery.  He has 

had a lot of ultrasounds and stuff, but never a surgical procedure 

before (MYC 10) 

It was the first time for my child to have an operation (MYC 41) 

It was our first experience at the hospital (MOC 6) 

It was the first time I have ever been to the hospital for an operation 

on my daughter (MYC 13)  

As a mum, I was anxious.  I haven’t had a child have an op before 

(MYC 69) 

It was my first experience with my baby in hospital (MYC 23) 

He has had a number of tests done as an inpatient, but this is the first 

surgical procedure (FOC 45) 
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Anxious or nervous in general 

 (n = 7)  

I was nervous, but confident (MOC 2)  

I was a bit anxious (MYC 6) 

I was very nervous about the operation.  I was very nervous (MYC 35) 

I felt a little bit nervous before the procedure (MYC 3) 

I was anxious, but she was fine (MYC 11) 

I was nervous a bit (MYC 14) 

I was very anxious (MOC 10) 

It bothers the parents more  

than the child (n = 6) 

It’s more stressful for the parent I think (MOC 49) 

It bothers us more than the kids.  We need more comfort, depending 

on the child’s problems (MYC 42) 

I was more scared than he was before the operation (MOC 6) 

I was anxious, but she was fine (MYC 11) 

The parents are more anxious (FOC 43) 

I was nervous, but he wasn’t (MOC 5) 

Concern due to risks and effects  

of anaesthetic (n = 6) 

Being told concerns about anaesthetic.  I know you have to be told the 

risks, but it was a bit daunting (MYC 86) 

We were quite daunted and concerned with the anaesthetic (MYC 93) 

The worst thing...and the anaesthetic (MOC 3) 

Anaesthetic – I’m cautious with the anaesthetic.  He had the cannula 

there in case there was a reaction to the anaesthetic (MYC 67) 

The biggest thing I was worried about was the anaesthetic (MYC 20) 

I was very anxious about allergies to general anaesthetic (FOC 43) 

Nervous due to preoperative  

waiting time (n = 4) 

I’m from town 253km from Melbourne.  The waiting – the nervous 

waiting because we waited for a while at the hospital (MOC 17) 

I was nervous because I had to wait in the waiting room (MYC 38)  

Toward the end of the pre-op wait I was really just wanting to get in 

for the surgery (MYC 20) 

I was very anxious – that was the first part of the waiting.  We 

expected to be out by the time we went in (MYC 62)   
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Anxiety due to the patient being  

their only or first child (n = 3) 

The surgery was a big deal; it’s our first child (MYC 1) 

He is the only child so I was anxious (MYC 9) 

He is our first child so we don’t have much experience with these 

sorts of things (MYC 8) 

Surgical procedure was necessary  

not desired (n = 2) 

The operation – it had to be done.  I was a bit nervous (MYC 40)   

Of course it’s a hard time for him.  You don’t want to have to go 

through it if you don’t need to (MOC 2) 

Nervous despite it being  

minor surgery  (n = 2) 

The mum in me was very stressed even though I know it was minor 

surgery (MYC 78) 

I felt a little bit nervous before the procedure.  If it had been a serious 

procedure, things may have been different, but because it was a 

routine hydrocele, I wasn’t concerned too much about it.  I was still a 

little nervous about it (MYC 3) 

Other (n = 6) 

As a nurse, I felt like I was more aware.  I knew the anaesthetist.  I 

was worried about the chance of infection (MYC 119) 

One nurse – every time she went to test him, the machinery didn’t 

work and he was getting upset and I was getting agitated (MYC 87) 

 [I’m] a little nervous now because she needs another procedure 

(MYC 131) 

Child’s name father passed last year so it was very hard to do this 

alone (MYC 17) 

I wasn’t nervous, but I was cautious about the surgery, considering 

she is only 2 ½ (MYC 13)  

He has had a procedure as a baby, but it’s different to when he is 

older (MYC 75)  

______________________________________________________________________ 

Note.  n = number of statements made by parents in each theme 

A total of 44 parents (22.6%) made statements in this category 

 

 

 

 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       239 

 

Events During Hospital Preoperative Waiting Time 

The second category within the Managing the Hospital Preoperative 

Period major category is Events During Hospital Preoperative Waiting Time.  

Parent’s statements describing events during the hospital preoperative waiting 

period ranged from judgements regarding the length of preoperative waiting 

time, including the subjectivity of preoperative waiting time (n = 9), making 

allowances for the length of the preoperative waiting time (n = 11), positive 

descriptions of the length of preoperative waiting time (n = 9), suggested 

improvements to preoperative waiting time and routine at the hospital (n = 65), 

patient fasting (n = 15), environmental distractions for the child (n = 11), coping 

with preoperative hunger and thirst (n = 83), preoperative hunger (n = 106), 

preoperative thirst (n = 14), and preoperative distress (n = 35).  

 

Subjectivity of Hospital Waiting Time 

Perceptions of waiting time varied between parents and were not 

necessarily determined by the actual length of time (see Table 4.42).  Of 

the nine parents (4.6%) who mentioned the length of waiting time and 

evaluated it, 2 ½ hours “wasn’t long” (MOC 42) for one parent.  Another 

parent described 1 hour and 15 minutes as “lengthy” (MYC 33) and a 

third parent described their 2 hour wait as “ridiculous” (MYC 12).  As 

can be seen by the contrast of statements, the perception of waiting time 

is subjective and the length of waiting time is not necessarily a reflection 

of how parents view that waiting time. 
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Table 4.42  

Selected Quotes from Parents Illustrating Variation in Perceptions of Preoperative 

Waiting Time in Relation to Time of Arrival to the Hospital in the ‘Events During 

Preoperative Waiting’ Category. 

______________________________________________________________________ 

Illustrative Quotes (n = 6) 

______________________________________________________________________ 

It was hard to wait at the hospital.  We arrived at 1:30 p.m. and got into theatre at 6:00 p.m. (MOC 2). 

Fasting from 7:00 a.m. and into theatre at 5:00 p.m.  We gave her an ice block.  It was a long wait (MYC 

110) 

... but on the day the waiting was very long.  We arrived at 7:30 a.m. and he didn’t go in until 11:45 a.m. 

(MYC 7)  

We were asked to get in at 3:00 p.m. and expected to get in at 5:30 p.m. it was 7:00 p.m. or 7:30 p.m. ...   

Fasted from 11:45 a.m. – It was a long time (MYC 93) 

She had to fast from 7:30 a.m.  We arrived at 12:00 p.m. and ended up to be the last patient at 5:00 p.m.  

There was a long wait when we got there.  There was rearrangement of the list we were originally first 

and then we ended up being last (MOC 3) 

I knew there had to be a wait.  It’s only that we had to be there at 7:30 a.m. and didn’t go in until 1:30 

p.m. (MOC 7) 

______________________________________________________________________ 

Note.  n = number of statements made by parents 

A total of nine parents (8.2%) made statements in this theme 

 

Making Allowances for the Length of the Preoperative Waiting Time 

For some parents (n = 11, 5.6%), the preoperative waiting time, 

although lengthy for some, was viewed as understandable considering 

the circumstances.  “I work in a health system.  Even the waiting, who 

cares?  It wasn’t like people weren’t communicating with us.  There was 

always something happening” (MOC 39).  Despite the possibility that 

being a health care worker provided a different perspective to 

preoperative waiting, this statement suggests that in some cases, a high 

level of communication between patients and hospital staff may cushion 

the impact of lengthy waiting times.  For another parent, what is 

described as a “lengthy” waiting time was seen in a positive light, stating 

that “we arrived at 10:00 a.m. and got in at 11:15 a.m.  It was a lengthy 
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wait, but not a hindrance.  It was good because it allowed us to calm 

down and get comfortable on the premises” (MYC 33). 

Other parents (n = 4, 2.1%) expressed how much worse the 

hospital preoperative waiting time could have been if the waiting time 

was longer.  One parent explained that “if we had to wait it would have 

been different” (MYC 36).  One mother felt for another child, explaining 

that “there was another child in the waiting room that was fed up.  If it 

was any longer for child’s name, she would have behaved the same way” 

(MOC 15).  For another parent, the pre-operative waiting time was 

viewed as acceptable due to her child’s ability to cope with the hunger 

and thirst: “he didn’t complain about thirst or hunger.  If he did, it would 

have made it a lot worse” (MYC 7).  These statements suggest that the 

key to parents’ perceptions of preoperative waiting time is determined by 

how much the child is affected by hunger, thirst, and associated distress.  

A previous negative experience with preoperative waiting time 

was compared to the present, more positive experience (n = 5, 2.6%).  

Statements included: “my last child waited longer.  This time was good” 

(MOC 49) and “we didn’t have to wait around as with other child’s stay.  

[Previously] we had to wait around for 12 hours” (MYC 114).  One 

parent reported the distress she felt while witnessing her child struggle 

with hunger during a long preoperative wait for a previous procedure: 

We arrived at 7:30 a.m. and went in at 9:15 a.m.  His hunger was 

alright.  In metropolitan children’s hospital we arrived at 7:00 

a.m. and didn’t get in until 5:00 p.m.  We weren’t pushed to the 

back of the line like we have been in metropolitan children’s 

hospital.  In metropolitan children’s hospital we get so 

distressed.  He would have to go all day without food which is 

the most stressful part of the whole thing because you have to tell 

them no, not now, you can’t eat now (MYC 29).   

Such a statement demonstrates the potential impact that a child’s 

preoperative distress due to hunger and thirst can have on a parent’s 

perception of the entire hospital experience.  This also suggests that 

having a previous negative experience with preoperative waiting times 
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may accentuate parents’ perceptions of the current experience; 

perceiving it as being very good rather than just better.  This polarising 

effect is particularly evident in another case: “I know there was a bit of a 

wait this time, but that’s nothing to what has happened previously (MOC 

18). 

 

Positive descriptions of preoperative waiting time 

Preoperative waiting time at the hospital was described as brief 

by some parents (n = 9, 4.6%).  One parent commented on the short 

waiting time compared to a past experience: “how quick they were – [he 

was] first on the list.  I know when I’ve had surgery; its taken hours of 

me just sitting there” (MYC 127).  In this case, the expectation of a long 

preoperative wait due to a past experience accentuated the sense of 

‘getting in’ quickly.  Other parents (n = 2) expressed surprise at how 

brief the hospital preoperative wait was compared to past experiences.  

One parent explained how “we arrived at 8:30 a.m. and went straight in 

which is very uncommon in my experience to go in strait away without 

waiting” (MYC 55). In summary, past experiences with hospital waiting 

times influence the expectations of and evaluations made by parents 

regarding the hospital waiting time for their child’s present procedure.    

 

Suggested Improvements to Hospital Routines and Implications for 

Policy Change 

 The incidents leading to parents’ suggestions for policy change 

may be viewed as constrainers to managing the process of surgery (and 

therefore, a recommendation should otherwise be part of major concept 

III titled Facilitators and Constrainers to managing the process of 

surgery) rather than a reflection of the major concept Managing the 

Process of Surgery.  However, the great majority of these suggestions for 

policy change are not changes of a general nature, but are related to the 

hospital preoperative waiting period and are therefore conceptually 

embedded within the Events During Preoperative Waiting category.  
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Thus, suggested improvements to hospital routines and implications for 

policy change are presented here.    

On suggestions to improve hospital routines and implications for 

policy change, 65 parents (33.3%) made 80 suggestions to improve the 

hospital preoperative waiting period.  Suggestions included shorter 

preoperative waiting time (n = 47), arriving later on the day of surgery  

(n = 7), younger children to take priority in the surgery queue (n = 12), 

the preference to schedule younger children for morning surgery only  

(n = 6), a preference for afternoon surgery (n = 1), and more consistent 

communication and advice from staff to all parents (n =2), to allow 

children in the parents room (n = 1), and paperwork be sent out to 

parents prior to the day of the procedure (n = 2). Other suggestions for 

changes to hospital policies included issues related to the provision of 

hospital meals (n = 2). 

Of those who described the preoperative waiting time as too long 

(n = 47, 24.1%), the majority (n = 28, 59.6%) noted hunger in their child.  

One child experienced thirst and another child experienced distress.  

Only 10 of the parents who considered the waiting time as too long 

reported no hunger, thirst, or distress in their child.  This finding suggests 

that the extent to which the child coped with hunger during the 

preoperative wait may have influenced parents’ judgements as to 

whether the preoperative waiting time was too long.  One parent 

described her child’s state during the preoperative waiting time as “she 

was relaxed so I was relaxed” (MOC 26).  This supports the notion of a 

direct relationship between the child’s ability to cope with the pre-

operative period and the parent’s judgement of that preoperative waiting 

time.  

A shorter hospital preoperative waiting time was suggested by 

parents (n = 47, 24.1%).  One parent stated that “the waiting time at the 

hospital needed to be improved” (MOC 5).  Another parent described the 

situation as particularly problematic for her child: “waiting at the 

hospital.  You can’t explain to them that they have to wait.  Generally 

pretty good, but a 4-year-old screaming is pretty hard to handle” (MYC 
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82).  The longer travel time (90 minutes each way) compounded the 

impact of preoperative waiting time for one parent: “... very long wait.  

Why put us later on the list when we have so far to drive?”  (MYC 90).  

Of the parents who suggested a shorter preoperative waiting time, 

four mentioned that they would ideally like to have a shorter 

preoperative wait, but were not sure how this could be achieved.  One 

parent explains:  

It was hard to wait at the hospital.  We arrived at 1:30 p.m. and got into 

theatre at 6:00 p.m.  But I don’t know how it could be improved.  It was 

a long wait - we got there at 1:30 p.m. - between when the procedure was 

scheduled and actually going in because we needed to meet with the 

anaesthetist (MOC 2).  

Two parents mentioned waiting too long at the same specific 

point during the preoperative waiting period.  One parent described:  

The waiting from the ward to the theatre - that time in the theatre 

was too long - he started to get agitated – there was nothing there 

for him to play with.  I felt it was too long before being taken into 

the actual operating theatre (MOC 44). 

Four parents suggested a shorter preoperative waiting time due to 

the distress observed in other families.  One parent suggested “less 

waiting time at the hospital.  He was relaxed, but others were agitated” 

(MYC 73).  This suggests that for some parents, evaluating the care 

received is not be limited to the care they experience personally, but 

includes the observed experiences of other families.   

In some cases (n = 6), parents stated that staff gave them an 

approximate preoperative waiting time on arrival to the surgical facility.  

In three of those cases, parents indicated that the time given was well 

under the actual waiting time.  In one case, a mother told how “[waiting 

was] supposed to take 30 minutes, but it took an hour and a half” (MYC 

87).  In another case, “the predicted time was overshot by three hours or 

so.  Very long wait” (MYC 90).  These statements suggest that being 

given an approximate waiting time which is far from the actual waiting 

time can compound the sense of ‘waiting too long’.  This is supported by 
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the comment of one parent whose response when asked what they would 

like to have improved was “the waiting time because we thought we’d be 

in earlier” (MYC 63).  This indicates the power of accurate waiting time 

estimations on parents’ perceptions of that time.  Similarly, being given 

information on a child’s ‘place in the line’ that is different to the child’s 

actual place in the line (i.e., their actual place further down the line), can 

enhance the sense of ‘waiting too long’: 

We were meant to go in before a long procedure baby [who 

would take] two hours, but the staff there made the mistake and 

put that baby in front of us in the queue and that baby was older 

too (MYC 104). 

Parents questioned the need to arrive at the surgical facility ‘so 

early’ (n = 7, 3.6%).  Their child’s boredom and restlessness was 

mentioned and a number of parents suggested such an experience would 

be minimised by arriving closer to the time of the procedure.  One parent 

explained that “I don’t know what the point is of being there for so long 

before the operation.  I understand the need for the fasting, but not 

having to wait there all the time” (MYC 95).  Another parent expressed 

frustration with the arrival time in relation to the fasting and her child’s 

place in the line, saying: 

[the hospital staff] knew she was fourth on the list.  They should 

have said fasting from midday...we know we have to wait and 

that’s ok, but they knew she was last in the line, so we could have 

come in at 1:30 p.m. and it wouldn’t have made much difference 

(MYC 102)  

In contrast, one parent (0.5%) preferred to wait at the hospital 

rather than at home:  

A lot of people question about why we have to be there so early, 

but it would be harder if he was at home.  To try and not eat at 

home would be really hard – I don’t know, but maybe that is why 

they ask you to get to the hospital early (MOC 41). 
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In summary, parents have varied preferences concerning how 

early families should arrive to the hospital before their child’s surgical 

procedure.   

Parents (n = 12, 6.2%) emphasised the importance of minimising 

younger children’s preoperative waiting time and believed it was more 

difficult for them to cope with any associated hunger.  It was reported by 

these parents that younger children should be first in the queue for 

surgery.  This was strongly expressed by one mother who is also a nurse:  

Split the littlies and the big kids rather than doing so many littlies 

in one go.  There’s no way to divert them, their attention ... I 

didn’t look at things with my nursing goggles on.  I was a visitor 

at the hospital ...  (MYC 131).   

Interestingly, this is the second time in the present study’s 

findings that being a health professional has not hindered viewing the 

situation solely as a patient.  Parents of older children also had this 

opinion.  One parent stated that: “I think it’s good that the younger 

children go first.  I know that we had to wait a while, but you want other 

children to be treated the way your child is treated so that’s ok” (MOC 

2).  In two cases, observing older children going in before younger 

children brought about strong opinions from parents of younger children, 

including: “a lot of the older kids went first – I think the younger ones in 

as early as possible because they can’t understand why they can’t eat” 

(MYC 114).  In contrast, one parent believed the preoperative wait was 

more difficult for older children: “he was getting hungry.  He was 

slightly hungry.  If he was a bit older, it would have been worse” (MYC 

26).   

Preference for morning surgery was expressed by some parents  

(n = 6, 3.1%).  One parent felt it was “better to have morning surgery.  

There was a 3-year-old that was beside herself.  Morning surgery should 

be always.  My son was controllable, but the mum of the 3-year-old was 

struggling” (MYC 105).  In contrast, one parent (0.5%) expressed a 

preference for afternoon surgery, stating that “... it’s better to have the 

surgery in the afternoon so that I could give him a big brekkie” (MYC 
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24).  These statements highlight the need for policy change if not 

procedural in relation to scheduling surgery for children.  

Two parents perceived inconsistencies in the communications 

between staff and families based on observations during the preoperative 

waiting period.  One parent described how:  

Another family were waiting.  Five were given the Panadol and 

five were given the gel for the needle.  There was a family that 

travelled for 2 hours to get to there and they were on time.  

Another family got there later, but went in first.  Things were not 

consistent (MYC 18).  

Concern was expressed by another parent regarding an 

inconsistent amount of information given to parents explaining that: 

[We] were more worried about the other kids.  Some of the other 

parents weren’t aware their children could be breastfed until 

11:00 a.m.  We were also worried about the other kids waiting – 

when we left, some of the other kids were still waiting, and they 

were fasting from 7:00 a.m. (MYC 85).  

This demonstrates the strong sense of consistency and fairness 

valued by parents and the consumer need for this type of response by the 

service providers. 

One parent suggested a change to the current parent room policy, 

stating: 

Having a 2-year-old to entertain them for that long, with a long wait, 

there should be a policy that children should be allowed in the parent 

room.  It was hard to have a coffee because you couldn’t take her into the 

toy room because hot drinks are not allowed.  Children weren’t allowed 

in the parent room and you can’t take a coffee into the toy room (MYC 

13).   

Two parents (1.0%) suggested paperwork be sent out to parents 

to complete before the day of the procedure.  One mother explained: 

“when you go in to see the nurse first thing in the morning – better for 

the paperwork to be mailed out and done before the day because that was 

half an hour we didn’t need” (MYC 69).   
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Suggestions for policy change also related to the provision of 

meals (n = 2, 1.0%).  One parent was puzzled over having “to pay $28 

just for a hospital meal even though we didn’t stay for dinner” (MYC 5).  

Another parent perceived a hospital policy to be discriminatory: 

I was going to put a complaint in at the hospital.  They asked me if I was 

breast feeding.  If you breast feed you have a meal for free.  Otherwise 

you have to pay for your meal!  That’s discrimination and some people 

can’t breast feed even if they wanted to.  That’s discrimination (MYC 

71).  The above statements indicate a consumer need for changes to 

current hospital policy concerning surgery schedule times, changing 

restrictions to parent facilities, and changes to administrative processes.   

 

Fasting 

On suggesting improvements, the child’s fasting during the 

preoperative wait was one of the aspects that parents would like to have 

changed (n = 15, 7.7%).  For one parent, “the only thing that was hard 

was the fasting ... I wished she didn’t have to fast.  She was hungry, 

pretty hungry” (MYC 34).  For another parent, fasting caused their child 

much distress: “the fasting for 8 hours.  He was starving, irritated, 

swearing, and light-headed.  He had to fast from 7:00 a.m.  He could 

only have water from 7:00 a.m. to 11:00 a.m.  He skipped the 7:00 a.m. 

cut off for breakfast because he slept in” (MYC 8).  The fasting period 

was quite challenging for a number of parents, one describing it as the 

“hardest thing was having a child fasting him all day; the expectation of 

having to wait all day” (MOC 58) demonstrating the additional cognitive 

challenge parents face when preparing to fast their child for surgery.    

 

Preoperative Environment 

Environmental distractions for the child eased the burden on 

parents (n = 11, 5.6%) and included playing with other children (n = 5): 

“there were other kids there.  There were twelve other boys from six 

months to four-years-old there so he was occupied” (MYC 50); having 

lots to do (n = 2): “I think he was ok – there was heaps to do so he was 
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ok” (FYC 111); the new surroundings (n = 1): “... help distract her and 

the new surroundings” (MYC 46); preoperative preparation (n = 1): 

“they put cream on her hand which gave us something to do” (MOC 12); 

and the novelty of the experience (n = 1): “I wasn’t really surprised – the 

whole novelty of the day – he was excited” (MOC 61). These statements 

demonstrate how a stimulating preoperative environment for the child 

can assist parents with managing their child during the hospital 

preoperative waiting period. 

 

Coping with Preoperative Hunger and Thirst 

When asked about their child’s preoperative hunger and thirst, 

parents (n = 83, 42.6%) coped manageably with the hunger (n = 82) and 

thirst (n = 1).  Parents described their child in a variety of ways (see 

Table 4.43).  Although twelve parents (6.2%) stated that younger 

children should be first in line for surgery due to their inability to cope 

with the preoperative wait, only fifteen of the eighty-three (17.1%) 

coping with hunger statements came from parents of children 5-years-old 

and over, despite children in the older age group comprising  31.3% of 

the interview sample.  It would be reasonably expected that if older 

children are able to cope more easily with fasting compared to younger 

children, then approximately a third of these comments should come 

from parents of older children when the proportion is only 17.1%.  This 

suggests a disproportionately lower rate of coping with hunger in the 

older age group.  Further adding to this disproportionate rate is the 

feedback on fasting issues, where 13 of the 15 comments (86.7%) came 

from parents of younger children.   
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Table 4.43 

Quotes from Parents Illustrating the Coping with Preoperative Hunger and Thirst 

Theme in the Preoperative Waiting Category 

______________________________________________________________________ 

Coping with Preoperative Hunger           n         % 

______________________________________________________________________

   
No Hunger  21  25.3 

Fine      16 19.3    

Pretty good     10  12.0      

Fell asleep while waiting    6  7.2 

Ok      3 3.6 

Alright  1 1.2 

No thirst  1 1.2 

Didn’t complain/Didn’t mention hunger  3  3.6    

No signs of hunger    1  1.2 

No visible hunger/Didn’t seem hungry   2  2.4 

No sense of hunger   2  2.4                              

Really good  3  3.6 

Didn’t ask for food   2    2.4 

Didn’t bother him  1 1.2 

Coped with the hunger well 1  1.2 

Wasn’t fussed about the hunger    1  1.2 

Very relaxed on the day 1  1.2 

She was relaxed so I was relaxed   1  1.2 

Pleasantly surprised  1  1.2 

Surprisingly ok 1   1.2 

Was amazingly good  1  1.2 

Don’t really notice until they see food  1    1.2 

She didn’t care – she isn’t a big eater  1  1.2 

Toys an effective distraction  2    2.4 

______________________________________________________________________ 

Total 83   

______________________________________________________________________ 

Note.  n = number of statements made by parents 

A total of 83 parents (42.6%) made statements in this theme 

 

Seven (3.6%) children fell asleep during the preoperative waiting 

period.  One parent described how “he was so relaxed that he fell asleep 
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before the anaesthesia.  He was comfortable and relaxed” (MYC 7).  

Having a relaxed child eased the burden on one parent to distract their 

child: “she fell asleep in the car.  I didn’t need to try to keep her busy 

because she fell asleep” (MYC 34).  The verbatim statements also 

indicate that seven parents (3.6%) were pleasantly surprised with their 

child’s ability to cope with the preoperative waiting and its associated 

hunger and thirst.  One parent told how her child’s “hunger was fine, she 

didn’t mention it, but I thought it would be an issue” (MYC 30).  In two 

cases (1.0%), previous experience with surgery also had a positive 

impact on the child and parent’s ability to cope: “she has had her tonsils 

out before at the regional private hospital so she knows what to expect 

(MOC 11) and “this is my third child so I was relaxed” (MYC 35).  Such 

statements suggest that previous experience with surgery may alleviate 

the preoperative anxiety children and parents experience due to the 

familiarity of the surgery process.  Also suggested above is the 

association between patient and parent hospital preoperative anxiety 

levels.  

 

Preoperative Hunger  

Patient hunger during the preoperative period was mentioned by a 

total of 106 parent-participant pairs (54.4%).  Severity of hunger ranged 

from mild (e.g., “a little bit hungry” MYC 70), to moderate (e.g., “pretty 

hungry” MOC 41), to severe (e.g., “she had severe hunger to the point of 

crying.  She kept telling me she hated me” MOC 33).  Details of these 

statements can be seen in Table 4.44. Verbatim comments are presented 

in descending order of intensity.  
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Table 4.44 

Quotes Illustrating the Preoperative Hunger Theme in the ‘Preoperative Waiting’ 

Category  

______________________________________________________________________ 

Preoperative hunger (n = 106)               n            % 

______________________________________________________________________ 

Extremely hungry/Severe hunger 2    1.9 

Unbearable hunger/Really bad hunger      2 1.9 

Starving      14   13.2 

A lot of hunger      3   2.8 

Bad hunger                  1  0.9 

Really hungry 2 1.9 

Very hungry      13    12.3 

Pretty hungry   4  3.8 

Quite hungry        1  0.9 

Moderately hungry     2  1.9 

Hungry       22  20.8 

Wasn’t very hungry     1  0.9 

Wasn’t/not too bad     8  7.5 

Not that hungry                     1                                        0.9 

A little hungry/A bit hungry    9  8.5 

Slightly hungry      1    0.9 

Wasn’t much of an issue/Wasn’t a real issue                  2 1.9 

Wasn’t really a problem                    1                                        0.9 

2-3 out of 10 for hunger                    1                                        0.9 

Hunger not much at all/ Not a big eater                  2 1.9 

Fasting was “hard”*      9                                        8.5 

... wanted it [food] because ... couldn’t have it.   1                                    0.9 

... not sick but ... hard to keep ... entertained.    1   0.9 

Grizzly – needed to be distracted the whole time.    1   0.9 

He was getting a bit fussy      1  0.9 

He got a bit upset      1  0.9 

______________________________________________________________________ 

Total 106 

______________________________________________________________________ 

Note: Fasting was described as “hard” by more than nine parents and are included 

elsewhere in the above tally. 

*In six cases, children 5 to10-years-old responded. 

A total of 106 parent-child pairs (54.4%) made statements in this theme 
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n = number of statements made by parents 

 Preoperative Thirst  

Patient thirst during the preoperative period was described by 

parents (n = 14, 7.2%).  Severity of thirst ranged from mild (e.g., “not 

really thirsty” MOC 48), to moderate (e.g., “... kept asking I’m thirsty, 

I’m thirsty” MYC 79), to severe (e.g., “thirst was bad” MYC 88).   

 

Preoperative Distress 

Patient distress during the preoperative period was described by 

parents (n = 36, 18.5%).  Comments are rank-ordered based on the 

intensity of parents’ descriptions of their child’s distress.  As can be seen 

in Table 4.45, the descriptions range in intensity, but are skewed toward 

the moderate to severe range of behaviour.  This is expected, considering 

the preoperative setting.  The majority of the descriptions come from 

parents of children under 5-years-old (n = 31, 86.1%) and higher distress 

is known to be associated with younger-aged children (Davidson et al., 

2006; Kain, Mayes, Weisman and Hofstadter, 2000), thus adding to the 

non-linearity of the descriptions.  The approach to classifying the 

statements was adapted from Holm-Knudsen, Carlin and McKenzie 

(1998).  Holm-Knudsen et al. (1998) classified “crying or resisting”  

(p. 384) as the criteria for the highest level of distress and “anxious and 

non reassurable” (p. 384) as criteria for the second, lower level of 

distress.  The third lower level of distress was termed “anxious but 

reassurable” (p. 384).  Statements in the present study did fit the above 

criteria, but two themes emerged within the “anxious and non 

reassurable” (p. 384) level of distress.  These were ‘anxiety and 

nervousness’ and ‘general irritability and being unsettled’.  ‘Anxiety and 

nervousness’ captured the majority of statements made by parents of 

older children and ‘general irritability and being unsettled’ captured 

statements made by parents of younger children.  Thus, severity of 

distress in the present study’s sample ranged from moderate (n = 1, 

2.8%), to moderately severe (n = 24, 66.7%), to severe (n = 11, 30.1%). 
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Table 4.45 

Quotes Illustrating the Preoperative Distress Theme in the ‘Preoperative Waiting’ 

Category  

______________________________________________________________________ 

Level of Distress  Preoperative distress quotes    (n = 36)   

                         

______________________________________________________________________ 
Severe Distress 

(Crying or Resisting) 

... screaming right up until they put the gas on his face (MYC 114) 

... inconsolable – I couldn’t comfort him (MYC 104) 

It was overwhelming for child’s name (MYC 55) 

he got so upset before the anaesthetic (MYC 75) 

He was very restless – didn’t want to settle.  When we went in and 

waited for the anaesthetist in this little room he was distressed 

because there were heaps of nurses, then he was taken into the 

operating theatre, then he got really distressed (MYC 49) 

She was in tears and wanted to go home (MYC 102) 

He was crying about one hour before we went in (MYC 105) 

He was clinging, crying ...  (MYC 82) 

... to the point of crying (MOC 33) 

He was a bit distressed.  He started to cry just before they took him in 

(MYC 66) 

While waiting he had one tantrum.  He was getting upset.  It was a 

fairly warm day too so thirst was bad too.  Anaesthetic room and then 

he’d had enough (MYC 125) 

Moderately Severe Distress 

(Anxious and Not Reassurable) 

‘Anxiety and Nervousness’ 

He got pretty stressed out.  Child’s name was really worried about the 

op ...  (MOC 41)  

[He was] a little bit fidgety.  It was hunger and nerves.  He asked ‘can 

we go home?’  Then in [the] last hour or so he started to get quite ... 

anxious (MOC 32) 

She kept asking me at the hospital ‘you’ve got to get me out of here 

mum (MYC 117) 

They knew he was anxious ... He wanted to go home while waiting 

(MOC 20) 

Child’s name was nervous (MOC 2) 
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Moderately Severe Distress 

(Anxious and Not Reassurable) 

‘General Irritability and Being  

Unsettled’  

He was a bit sooky, but not too bad (MYC 53) 

He got a bit upset (MYC 65)*  

Got easily upset (MYC 88) 

He started to get upset (MYC 41)  

[He was] tired and being unsettled because other kids were distressed 

... We need to take into consideration for other children (MYC 83) 

Quite irritable (MYC 91) 

He wasn’t very angry (MYC 60) 

Grizzly (MYC 98), (MYC 95)*, (MYC 23), (MYC 107) 

He wasn’t too stressed (MYC 37) 

... got a bit cranky.  (MYC 56), (MYC 129) 

He was getting a bit fussy (MYC 12)*  

... started to get a bit cranky half an hour before (MYC 97) 

... he was a little distressed, but he had a nap just before the op so he 

wasn’t that distressed (MYC 69) 

... she’d have a sook about it then she’d be fine (MYC 103) 

She was not sick, but it was hard to keep her entertained (MYC 93)*  

Moderate Distress 

(Anxious but Reassurable) 

 

She was quite anxious, but her older sister helped her out.  They both 

helped each other’s anxiousness (MYC 132)    

______________________________________________________________________ 

Note.* Responses in answer to the question How was the hunger? 

 n = number of statements made by parents 

A total of 36 parents (18.5%) made statements in this theme 

 

Anaesthetic Induction 

The third category within the major category of Managing the Hospital 

Preoperative Period is Anaesthetic Induction.  Although this category captures 

similar phenomena to the subcategory Distress within the previous category 

Events During Preoperative Waiting, they capture distinct phenomena.  The 

Anaesthetic Induction category captures any reference to the process of 

anaesthetic induction including parent or child anxiety or distress immediately 
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prior to or during anaesthetic induction.  In contrast, the sub-category Distress 

captures descriptions of a child’s distress during the hospital preoperative period 

not including anaesthetic induction.   

Being present during anaesthetic induction was a challenging experience 

for some parents (n = 14, 7.2%).  Statements addressed positive and negative 

experiences during the child’s anaesthetic induction.  For three parents, the 

experience was described positively.  One parent described “... how they looked 

after her as she was going under anaesthetic” (MYC 89).  Two parents recounted 

how their child coped while being induced including: “last time she had the 

mask – but this time the sedation cream on her hand was great.  No dramas” 

(MOC 47).  For other parents (n = 9), the experience was described negatively.  

Parents found it challenging to have their child induced in their arms (n = 3).  

One parent explained that “it is pretty emotional for me when he is being put to 

sleep in my arms” (MYC 26).  For two parents, issues with the anaesthetic gel 

occurred, including: “they gave her an anaesthetic gel, but she had a reaction to 

it so she really didn’t have anything – which distressed her” (MYC 116).  

Another parent described her child’s experience just prior to anaesthetic 

induction: “even though she was very brave, she was panicking just before she 

went under” (MOC 28). In summary, the above statements indicate that parents 

and their children have varied experiences in relation to the anaesthetic 

induction process.   

 

Unexpected events 

The fourth category within the Managing the Hospital Preoperative 

Period major category is Unexpected Events.  An unexpected medical event 

during the preoperative consultation or surgical procedure was mentioned by six 

parents (3.1%).  In one case, a second medical issue was detected during a 

preoperative consultation for another condition: “he had a foreskin issue and 

found a hernia in his belly button by accident [during the preoperative 

consultation].  They did both procedures at once.  We tried the cream for the 

foreskin, but it didn’t work” (MYC 22).  In a similar case, one parent told how 

“... under the skin was another problem” (MOC 21).  In three cases, a second 

medical issue was found during surgery for another condition.  One parent 
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describes how “we’re seeing S for the second time.  Using cream was supposed 

to solve the problem ...” (MOC 21).  In another case, the child’s postoperative 

pain led to an unexpected change in arrangements: “[he was in a] fair bit of pain, 

so it was unexpectedly an overnight stay which I was surprised about because S 

said it would not be a problem” (MOC 40).  In summary, some families 

experience unexpected events relating to their child’s medical issue and 

consequential surgical procedure.    

 

Separation 

The fifth and final category within the Managing the Hospital 

Preoperative Period major category is Separation.  Leaving the child just prior to 

the surgical procedure was described by three (1.5%) parents as challenging and 

difficult.  One parent described in detail: “once he got wheeled into the 

children’s ward, we were not allowed to go any further.  The next time we saw 

him was in recovery.  It was hard to leave him” (MYC 5).  Another parent 

explained how the child coped with the point of separation: “as soon as I came 

to the last door, he cried” (MYC 15).  A third parent mentioned how challenging 

it was when “walking away from him in the operating suite was the worst thing I 

have ever had to do” (MYC 26).  In summary, the point of separation just prior 

to the surgical procedure is emotionally difficult for some parents.  

 

Postoperative Management 

 Stepping back to the broader major concept of Managing the Process of Surgery, 

the second major category within this major concept is Postoperative Management.  

This major category describes the experience of families including how they managed 

the child’s post-operative events from waking in recovery to several weeks post-

operatively.  This was captured via one category: Home and Hospital Postoperative 

Events.    

 

Hospital and Home Post-operative Events 

Post-operative physiological, medical, or behavioural symptoms in the 

patient were described by all parents (n = 195, 100%).  Parents’ statements 

included pain on waking (n = 55), pain at home (n = 42), pain management  
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(n = 147), length of time on analgesics (n = 147), appetite disruption and period 

of appetite disruption (n = 48), nausea and vomiting (n = 41), post-operative 

distress and disorientation (n = 79), sleep disruption (n = 66), drowsiness  

(n = 22), medical-related issues (n = 13) and child memories of the event (n = 5). 

 

Pain 

Parents (n = 55, 28.2%) reported that their child experienced pain 

on waking from the surgical procedure.  For convenience, comments are 

grouped based on the approximate intensity of parent’s descriptions of 

their child’s pain.  The difficulties in assessing pain intensity with 

children is well documented in the literature and includes low reliability 

between different pain scales, varied correlations between patient and 

parent ratings of pain, and difficulty in distinguishing a child’s pain from 

their distress (Chambers, Giesbrecht, Craig, Bennett & Huntsman, 1999; 

Stinson, Kavanagh, Yamada, Gill & Stevens, 2006).  Considering these 

issues, parents’ pain-related comments are presented here for the sake of 

completeness of data presentation.  The range of responses by pain 

intensity can be seen in Table 4.46.  The vocabulary of parents was used 

to create the groupings.  The most frequent level of pain intensity 

reported was moderate, followed by mild pain, severe pain and minimal 

pain.   
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Table 4.46 

Statements by Parents Illustrating Child’s Pain on Waking from Surgery by Pain 

Intensity in the ‘Postoperative Events’ Category  

______________________________________________________________________ 

Pain Intensity                n   %  

______________________________________________________________________ 
 

Minimal  (5)              (9.1) 

Not much pain  2 3.6 

Hardly any pain  1 1.8 

Very little pain        1  1.8 

Some sensitivity rather than pain  1 1.8  

Mild  (18)             (32.7) 

A bit of pain  11 20.0 

A bit sore        1  1.8 

A little bit of pain  2 3.6 

A bit of pain as expected      1  1.8 

Pain better than expected      1  1.8 

Pain less than expected       1  1.8 

He had trouble sitting up so it was a bit tender 1 1.8            

Moderate             (22)            (40.0) 

Some pain 2 3.6 

Fair bit of pain       1  1.8 

Had pain 2 3.6 

Some sort of pain      1  1.8 

Was in pain 3 5.5 

In pain for a few hours 1 1.8 

Moderate pain 3 5.5 

He knew it was sore 1 1.8 

Whimpering about the pain 1 1.8 

She had a sore ear 1 1.8 

Cried because of the pain 1 1.8 

She did whinge with pain 1 1.8 

It was three-quarters pain 1 1.8 

Crying half from pain 1 1.8 

Pain as expected 2 3.6 

Severe  (10)  (18.2) 

Really bad pain  1  1.8 

Pretty strong pain 1 1.8 

Quite a lot of pain 1 1.8 

Pain more than expected 2 3.6 
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A lot of pain more than expected 2 3.6 

Much worse than expected 1 1.8 

Pain was constant even with medication 1 1.8 

In unbearable pain much more than expected 1 1.8         

______________________________________________________________________ 

Total 55 

______________________________________________________________________ 
 

Note.  n = number of statements made by parents 

A total of 55 parents (28.2%) made statements in this theme 

 

Parents reported that their child experienced discomfort on 

waking from surgery (n = 9, 4.6%).  In cases where no pain was reported 

on waking (n = 5, 2.6%), pain before leaving hospital was experienced.  

One parent described the impact of the postoperative pain on their child’s 

overall thoughts about the surgery saying, if she “knew it would hurt that 

bad, she wouldn’t have had it done” (MOC 1).  For other children, the 

anticipation of pain created a sense of fear.  Four (2.1%) parents 

mentioned this, including: “it was more the expectation that it would hurt 

– even today she said ‘don’t pick me up’” (MYC 14).  

Parents reported that their child experienced pain at home  

(n = 42, 21.5%).  Most descriptions regarding the child’s pain at home 

were of a general nature (n = 28, 14.4%), followed by tenderness at the 

surgical site only (n = 8, 4.1%) and pain on urination (n = 6, 3.1%).  One 

parent identified their child’s teething as a source of pain accompanying 

the postoperative pain experienced at home and thus “... can’t separate 

the two pain sources” (MYC 37). 

The majority of parents described the use of analgesics at home 

following their child’s procedure.  Pain management at home by 

analgesic type can be found in Table 4.47.  The most popular form of 

analgesic given was Panadol followed by Panadiene or Painstop (both 

paracetamol and codeine combinations of equal strength), which was 

closely followed by using a combination of analgesics to manage the 

child’s pain.  There was some variation in the length of time analgesics 

were given, with the majority of parents discontinuing analgesics within 
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two and a half days after returning home from the surgical facility (See 

Table 4.48).   

 

Table 4.47 

Statements by Parents Illustrating Pain Management at Home by Analgesic Type in the 

‘Postoperative Events’ Category 

______________________________________________________________________ 

Analgesic type              n    % 

______________________________________________________________________ 

Panadol 90 61.2 

Panadiene or Pain-stop   21 14.3 

Combination      19  12.9 

Cream only        2        1.4 

Nurofen  8   5.4 

Unspecified         7  4.8  
______________________________________________________________________ 

Total  147   

______________________________________________________________________ 
 

Note.  n = number of statements made by parents 

A total of 147 parents (75.4%) made statements in this theme 

 

Table 4.48 

Statements by Parents Describing Length of Time (Days) on Analgesic at Home in the 

‘Postoperative Events’ Category  

______________________________________________________________________ 

Days              n             % 

______________________________________________________________________
  

1- 2.5 87 59.2 

3 - 4.5  22   15.0 

5 - 7  5 3.4 

+ 7.5    4     2.7 

Not specified*  29     19.7 

______________________________________________________________________ 

Total 147   

______________________________________________________________________ 

Note.  * Not specified category includes 14 respondents describing the amount of 

analgesic in ‘doses’ rather than length of time.  Doses ranged from 1 to 3-4 doses. 

n = number of statements made by parents 

A total of 147 parents (75.4%) made statements in this theme 
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Attitudes towards giving pain medication 

Interestingly, there were varying approaches taken by parents 

regarding whether or not to administer pain medication to their child  

(n = 4, 2.1%).  While a higher number of conservative approaches were 

voiced (n = 3, e.g., “he’s like his mum.  He doesn’t really need them 

[pain medication]” MYC 4), this is in contrast to one parent who had a 

more liberal approach: “I made a lot of painkillers available ... I believe 

in taking the edge off the pain” (MOC 26)   

 

Appetite Disruption 

Appetite disruption following the surgical procedure was reported 

by 48 parents (24.6%).  The number of children with a decrease in 

general appetite (n = 33, 16.9%) was more than double those whose 

appetite increased (n = 15, 7.7%).  In terms of length of appetite 

disruption, there was some variation which can be seen in Table 4.49.  

The majority of children who experienced a decrease in appetite regained 

it by the following day.  Also seen is the large proportion of non-

specified time in which appetite was increased.  Other statements relating 

to appetite included 19 (9.7%) children who experienced hunger on 

waking and 9 (4.6%) children having no desire to eat when food was 

offered to them at the surgical facility. 
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Table 4.49 

Statements by Parents Describing Period (Days) of Postoperative Appetite Disruption 

in the ‘Postoperative Events’ Category  

______________________________________________________________________ 

Appetite disruption (days)       n       % 

______________________________________________________________________ 

Decreased Appetite       

Same day back to normal 6     18.2 

Next day back to normal   12  36.4 

1.5 – 3 days back to normal  6  18.2 

3.5 – 7 days back to normal  5  15.2 

Not specified  4  12.1 

______________________________________________________________________ 

Total    33  

______________________________________________________________________ 

 Increased Appetite              

 Same day back to normal    1      6.7 

 Next day back to normal     1  6.7 

 Not specified   13   86.7 

______________________________________________________________________ 

Total 15   

______________________________________________________________________ 

Note.  n = number of statements made by parents 

A total of 48 parents (24.6%) made statements in this theme 

 

Nausea and Vomiting  

Postoperative nausea or vomiting was reported by parents.  

Nausea and vomiting grouped by context can be seen in Table 4.50.  The 

most common issue experienced was vomiting at the hospital and for the 

majority of these children, nausea or vomiting occurred predominantly 

during the hospital stay (n = 35).   
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Table 4.50 

Statements by Parents Describing Postoperative Nausea and Vomiting in the 

‘Postoperative Events’ Category 

______________________________________________________________________ 

Postoperative nausea and vomiting          n                  % 

______________________________________________________________________

   
Vomiting at hospital    21  51.2     

Vomiting at home    4  9.8 

Vomiting at hospital and at home     4    9.8 

Vomiting and nausea at hospital     3  7.3 

Nausea at hospital         7  17.1 

Nausea at home  1  2.4 

Nausea not specified      1    2.4 

______________________________________________________________________ 

Total    41   

______________________________________________________________________ 
 

Note.  n = number of statements made by parents 

A total of 41 parents (21.0%) made statements in this theme 

 

 Post-operative Distress and Disorientation  

Postoperative distress or disorientation was noted by 79 parents 

(40.5%).  The most common point at which distress and disorientation 

occurred was on waking from surgery (n = 72).  Four parents (2.1%) 

mentioned that awareness of the drip was a source of distress for their 

child on waking.  Waking up without a parent present (n = 3, 1.5%), 

waking up in an unfamiliar environment (n = 4, 2.1%), and wanting to go 

home (n = 3, 1.5%) were other contributing factors mentioned by 

parents.    

 

Sleep Disruption 

Postoperative sleep disruption was noted by parents (n = 66, 

33.8%) and can be seen in Table 4.51.  Sleep disruption at home only on 

the first night was most commonly reported followed by 2 days after the 

procedure.  Three parents (1.5%) mentioned sleep disruption only during 

their child’s overnight hospital stay.  An overnight stay occurred in five 

(2.6%) cases.  Five (2.6%) parents indicated an increase in their child’s 
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sleeping with two of those indicating that their child was back to normal 

sleeping patterns after 2 days; one child after 1 day (and two 

unspecified).  Teething as a contributing factor to sleep disruption was 

mentioned by five (2.6%) parents, while six parents in total (3.1%) 

mentioned that their child was teething.  Three (1.5%) parents also 

believed their child’s sleep disruption may have been partially due to 

contracting a cold, flu, or virus shortly after the surgical procedure.  One 

parent (0.5%) also believed moving house may have contributed to her 

child’s disrupted sleeping patterns. 

 

Table 4.51 

Statements by Parents Describing Duration of Postoperative Sleep Disruption at Home 

(Days) in the ‘Postoperative Events’ Category 

______________________________________________________________________ 

Postoperative sleep disruption (days)        n     % 

______________________________________________________________________

  
First night only  23   34.8 

2 days      14      21.2 

3 - 5 days      5     7.6                                                                

 6 - 8 days            4                6.1 

9 + days                 6       9.1 

Not specified time       14  21.2                     

______________________________________________________________________ 

Total        66 

______________________________________________________________________ 
 

Note.  n = number of statements made by parents 

A total of 66 parents (33.8%) made statements in this theme 

 

 Drowsiness    

Drowsiness was mentioned by 22 parents (11.3%) and in nine 

(4.6%) of those cases, postoperative sleeping at the surgical facility was 

noted.  Feeling weak postoperatively at the hospital was noted by one 

parent: “He could hardly walk and had a wheelchair” (MOC 6).  Four 

(2.1%) parents mentioned their child’s tiredness or lethargy after leaving 

hospital.  In contrast, two parents (1.0%) observed an increase in their 
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child’s activity level postoperatively, including: “he wouldn’t lie down – 

he was full of jelly beans” (MOC 38).  

 

Postoperative Medical-Related Issues 

Six postoperative medical issues were noted by thirteen parents 

(6.7%).  This included a temperature (n = 2) and rapid heart rate (n = 1), 

both of which occurred during the hospital stay.  Medical issues 

occurring at home included the bandage at the surgical site falling off  

(n = 5), itching at the wound site (n = 2), bleeding (n = 1) and diarrhoea 

(n = 2).  

 

Child’s Memories of the Surgical Procedure 

Five parents (2.6%) described their child’s memories of the 

surgical procedure.  In one case, the child remembered one of the nurses: 

“he asked about the nurse who looked after him” (MYC 21).  Another 

child remembered the anaesthetic induction: “he remembers the gas” 

(MYC 20).  In a third case, the child asked questions about the 

equipment used in the procedure: “we didn’t explain to child’s name that 

the camera got taken out – he was asking if it was still in there when he 

woke up” (MOC 60).  Another two parents observed a sense of self 

consciousness in their child’s postoperative behaviour, including: “a day 

later he had a bath.  Because of the swelling he wanted another operation 

to ‘fix it’” (MOC 61).  These statements demonstrate the extent to which 

young children remember their surgical experience.  

 

Facilitators and Constrainers to Managing the Process of Surgery 

The third major concept, Facilitators and Constrainers to Managing the Process 

of Surgery, emerged from the data capturing the intervening conditions that assisted 

families in the management of the process of surgery.  The intervening conditions 

which impaired families in their ability to manage the process of surgery also emerged 

within this major concept.  This major concept comprised six major categories:  

1) Interaction with Service Providers, 2) Facilities and Resources, 3) Getting There and 

Staying There, 4) Safety and Security, 5) Hospital Structure and Environment, and  
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6) Support.  Within some of these major categories are categories that emerged as 

containing both facilitating and constraining influences on managing the process of 

surgery.     

 

Interaction with Service Providers 

The first major category, Interaction with Service Providers, captured the ways 

in which communication with service providers from the preoperative consultation to 

discharge enhanced and impaired families in their ability to manage the process of 

surgery.  The analysis revealed 10 distinct contexts in which interaction with service 

providers was described by parents.  These categories are: 1) Appreciation for Non-

specified Service Providers, 2) Appreciation for the Surgeon, 3) Appreciation for the 

Nurses, 4) Appreciation for the Anaesthetist, 5) Appreciation for Theatre Staff,  

6) Appreciation for Orderly, 7) Feeling Uninformed, 8) Impersonal Care, 9) Lack of 

Respect for Decisions Made, and 10) Administrative Issues. 

Categories 1 – 4 include multiple sub-categories.  However these sub-categories 

did not hold up to intercoder reliability testing due to some of the parents’ statements 

being mixed-themed.  For example, the following statement classified in the 

Appreciation for Unspecified Staff category included the themes of feeling informed 

and care and helpfulness: “The explanations and care.  They took the time to keep us 

informed.  We knew what was going on all the time” (MYC 43).  The mixed-themed 

statements led to lower levels of intercoder reliability as the statements were classified 

into different categories by different coders.  Subcategories such as the caring approach 

of service providers and patients feeling informed by service providers have been found 

to be mentioned together by patients in previous research on patient satisfaction with 

general practitioner care.  In a study by Meakin and Weinman (2002), ‘communication 

comfort’ (p. 259) was one subscale of the Medical Interview Satisfaction Scale (MISS-

21).  Similar results were found by Miceli & Clark (2005) in a parent satisfaction scale 

study of paediatric hospital care.  Factor analysed subscales included “Nursing care” 

and “Your child’s physician” (Miceli & Clark, p. 47).  Both aspects included items that 

captured the interpersonal skill of the nurses or doctor (e.g., “friendliness/courtesy of 

nurse” and “doctor’s friendliness/caring to child” p. 47) and the communication and 

information given by the nurses or doctor (e.g., “Nurses inform using clear language” 

and “Doctor informed using clear language” p. 47).  Qualitative interview research by 
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Hallstrom, Runesson, and Elander (2002) on parents’ needs during their child’s 

hospitalisation has also found communication and information to overlap.  In a similar 

study with adult hospital patients, Cortis and Lacey (1996) found that “kindness and 

helpfulness were much appreciated in the context of information giving.” (p. 679).  

Although not separate in a statistically supported sense, the various subcategories within 

the Appreciation of Service Provider categories (categories 1 – 4) are presented 

separately to provide structure to the findings.   

Categories 1 – 6 are ordered based on the point of time during the surgery 

process in which contact was made with the particular service provider.   

 

Appreciation for Non-specified Service Providers  

The first category within the Interaction with Service Providers major 

category is Appreciation for Non-specified Service Providers.  A total of 98 

statements made by 73 parents (37.4%) described in detail the appreciation of 

different aspects of care provided by non-specified service providers.  

Statements emerged within the following subcategories: 1) Care and helpfulness 

shown to parent(s) and child (25 parents, 26 statements), 2) Feeling informed, 

that is, parent(s) and child being given adequate (and for the child, age 

appropriate) information and clear explanations from service providers regarding 

the surgical procedure, hospital routine on the day of the procedure, and what to 

expect postoperatively (33 parents, 33 statements), 3) The chid-centred care 

given by staff  (23 parents, 27 statements), 4) Hospital staff providing parent(s) 

with comfort and support during the hospital stay (9 parents, 9 statements) and 

5) The professionalism of staff (3 parents, 3 statements).  

 

Care and helpfulness shown to parent(s) and child  

Descriptions of the caring approach of service providers were 

mentioned by parents (n = 25, 12.8%).  One parent described her child as 

being treated like “... a person not a number.  In comparison with 

metropolitan children’s hospital you are a number.  Here you are a 

person they care for” (MYC 110).  Such a statement reflects the value 

given to a personal approach to care.  Other parents described being 

“wrapped with [the care provided] ...” (MYC 58) and “... impressed with 
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the level of care provided” (MYC 16).  Other descriptions of the staff 

included “... openness ... really warm” (MYC 105), “... genuine in their 

care ...” (MYC 49), “... very caring” (MOC 20) and “... really nice ...” 

(MOC 37).  

Within the caring statements mentioned, the helpful nature of the 

staff was the focus of seven of those statements (3.6%).  Staff were 

described as being helpful to both parent and child, including “nothing 

seemed too much trouble” (MOC 30), “... plenty of people there to help 

him” (MYC 109), and “when he wanted something, they gave it to him” 

(MOC 55).  Such statements illustrate not only the value parents place on 

being helped by staff, but also the importance parents place on knowing 

that their child is being helped as well.  

Constant communication with staff was also noted by some 

parents (n = 4) as being one of the most positive aspects of the 

experience.  Being “... constantly talked to” (MYC 16), and “... staff 

always willing to listen to me and ask if I had any questions” (MYC 

133).  Other parents focused on the interpersonal contact staff gave their 

children, including “... staff had a chat with child’s name” (MOC 42), 

and “... the staff asked him what he was having done” (MOC 5).  Such 

statements highlight the importance parents place on constant 

communication with staff.    

 

Feeling Informed 

Parents (n = 33, 16.9%) appreciated the explanations and 

information given by (unspecified) service providers.  Clear and detailed 

explanations given by service providers were mentioned by parents  

(n = 17, 8.7%).  A high level of detail in explanations given was valued, 

including “I was quite impressed.  The staff explained everything to me” 

(MYC 3).  The ease in understanding the explanations given to parents 

was also mentioned: “very personal – feeling very comfortable in all the 

doctors and nurses talking at my level” (MYC 98).  A high degree of 

detail in the explanations given was reassuring for one parent: 

“everything was organised, information, how and what was going to 
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happen.  No surprises; nothing to worry about” (MOC 39).  Similarly, 

another parent believed that there were “no improvements – because I 

was told about the procedure and everything” (MYC 112).  This 

indicates the all-encompassing importance of explanations to some 

parents.  Another valued aspect of care for one parent was “messages 

[were] consistent across the staff” (MYC 83).  

Information given by (unspecified) staff was appreciated by 

parents (n = 18, 9.2%).  Feeling informed about the experience in general 

was mentioned by 11 of those parents.  One parent described “getting a 

lot more information than expected; I thought I wouldn’t get so much 

information” (MYC 57).  Another parent pointed out the balanced 

approach staff used when talking to her child, describing how “they 

spoke a lot to her in fun ways so that it was like a game, but they did not 

hide the truth” (MYC 38).  Another two parents expressed the 

importance of giving their child age-appropriate information to decrease 

preoperative fear and distress.  One parent noted “the way they explained 

things; focussed on the child - to take away the fear factor; everything 

coming down at her level so that she wasn’t fearful at all” (MYC 79).  

Information on specific aspects of the care received was 

mentioned by six parents (3.1%) and included: “hospital rang before the 

procedure – so that was great” (MYC 84), “at the hospital – informing 

you when your time is” (MYC 19), being “informed of child’s name 

progress ...” (MOC 3), being given “... a list of things to expect when 

your child wakes up from the anaesthesia ...”  (MYC 10), and “they gave 

me an information sheet about post op care” (MOC 10). These 

statements demonstrate that clear explanations and adequate information 

from staff gave families a sense of reassurance which assisted families in 

managing the process of surgery.   

 

The Child-centred Care given by Service Providers. 

The child-centred approach to care taken by staff was another 

valued aspect mentioned by parents (n = 23, 11.8%).  Statements (n= 27) 

addressed a number of different aspects of child-centred care, including 
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comforting and focussing on the child (n = 18), catering to the child’s 

needs (n = 2), and providing age-appropriate souvenirs and food (n = 7).  

Parents voiced their appreciation of the staff that provided a comfort to 

their child: “the whole experience at the hospital made child’s name feel 

comfortable” (MOC 12), and “child’s name was made to feel 

comfortable.  She was able to run around” (MYC 30).  The importance 

of putting their child’s needs first was made clear by some parents: 

“including child’s name in the process of decision making – all staff 

included him” (MOC 61) and “it was about child’s name and it stayed 

that way.  He as the patient – personalised and individualised” (MYC 

33).  Attending a facility with child-oriented staff was a relief for one 

parent, explaining that there were “lots of child-oriented staff.  It put him 

at ease and us at ease at the regional private hospital” (MYC 21).  

Catering to their child’s needs was a valued aspect for two 

parents, including “the hospital staff ... very attentive to child’s name’s 

needs” (MOC 31) and “all the staff looked after her needs ...” (MYC 38).  

Parents (n = 5) described age-appropriate souvenirs and food that their 

child was given during their hospital stay.  These included “... the kid’s 

gas mask ...” (MOC 20), “... a certificate to take home for being brave ... 

wrist band as well” (MOC 25), and “ice-cream and jelly ...” (MYC 29).  

The importance placed on these things was described by one parent as 

“... it’s important to be able to take that kind of stuff home – it’s that 

show-and-tell element” (MOC 20).  These statements illustrate the 

appreciation and importance parents place on child-centred staff.  

Perceiving the staff as child-centred put patients at ease which in turn, 

put their parents at ease.  

 

Hospital Staff giving Parent Comfort and Support during the 

Hospital Stay 

Parents (n = 9, 4.6%) reported the comfort and support provided 

by hospital staff on the day of their child’s procedure.  Being put at ease 

by staff was reported by two parents and included: “they really eased my 

worry about it” (MYC 9).  Three parents reported feeling comforted by 
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staff, including “the way everyone always made me feel comfortable” 

(MYC 133).  Another three parents described the support given to them 

by staff.  One parent described how “the staff and S were there for me” 

(MYC 51).  One parent outlined the physical support received from 

hospital staff: “the staff gave me a bed because I had a migraine.  They 

put me in a room for parents who stay” (MYC 37).  The above 

statements demonstrate that for some parents, their ability to cope with 

their concern about their child’s procedure was linked to the extent they 

were supported and comforted by the staff at the surgical facility.  It is 

also notable that eight of the nine (88.9%) statements describing the 

comfort and support provided by staff were made by parents of children 

under 5-years-old.  This suggests that in the present sample, staff support 

was seen as something of greater importance by parents of children less 

than 5-years-old compared to parents of children 5 to 10-years-old.     

 

The Professionalism of Service Providers 

Three parents appreciated the general level of professionalism 

demonstrated by staff during their child’s hospital stay: “most of the staff 

were pretty professional” (MYC 95), “professionalism – how straight 

forward it was” (MYC 90), and “the level of professionalism was great” 

(MYC 134).  These statements suggest that for some parents, 

professionalism of staff is highly prioritised.  

 

Appreciation for the Surgeon   

The second category within the Interaction with Service Providers major 

category is Appreciation for the Surgeon.  A total of 144 statements made by 

124 parents (63.6%) described in detail the appreciation of different aspects of 

care provided by the surgeon.  Statements emerged within the following 

subcategories: 1) The caring, comforting, child-centred, and the professional 

approach of the Surgeon demonstrated to both parent(s) and child (65 parents, 

79 statements), 2) Feeling informed, that is, parent(s) and child being given 

adequate (and for the child, age appropriate) information and clear explanations 

from the surgeon regarding the surgical procedure and what to expect 
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postoperatively (88 parents, 91 statements), 3) Expressing faith and confidence 

in the surgeon (5 parents, 5 statements), and 4) Would travel to access this 

particular surgeon regardless of distance (3 parents, 3 statements). 

As with the previous category Appreciation of Unspecified Staff, 

participants made mixed-themed statements in the Appreciation of the Surgeon 

category.  For example, the following statement included feeling informed and 

child-centred care themes: “S is always amazing.  But the way S explains things 

to him – S calmed him down” (MOC 54).  This and similar multi-themed 

statements yielded less than acceptable intercoder agreement.  Although not 

separate in a statistically-supported sense, the various subcategories of the 

Appreciation of the Surgeon category are presented separately to provide 

structure to the findings.   

 

The Caring, Comforting, Child-centred and Professional Approach 

of the Surgeon Demonstrated to both Parent(s) and Child.  

Parents (n = 65, 33.3%) made statements (n = 79) on the 

surgeon’s caring, comforting, child-centred and professional approach.  

Parents (n = 19, 9.7%) described the care given by the surgeon.  One 

parent described how “S treats patients and parents with dignity.  Their 

foremost interest is in the patient.  Their care and concern” (MOC 2).  

Another parent describes the surgeon’s “care factor -how S came out 

after the operation” (MOC 11).  This demonstrates the importance some 

parents placed on the surgeon coming out of theatre to inform them of 

their child’s progress.   

Nineteen parents (9.7%) described the comfort and reassurance 

given by the surgeon.  One parent told how “I left child’s name and S 

walked me from the operating theatre to the waiting room.  It was a 

comforting distraction to have S escort me back to the waiting room.  I 

remember this specifically” (MYC 23).  The surgeon’s confident manner 

gave one parent assurance which gave her confidence to go ahead with 

her child’s procedure: “S with their confidence which gave me the 

confidence to go ahead with it” (MYC 128).  Another parent appreciated 

the approach taken by the surgeon when considering whether or not to go 
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through with her child’s surgery: “I asked S if this was your child, what 

would you do?  S was honest.  S was genuine” (MOC 21).  This parent 

did go through with her child’s procedure based on the surgeon’s advice.  

Parents (n = 34, 17.4%) appreciated the child-centred approach 

taken by the surgeon.  Statements described the surgeon’s positive 

rapport with children, putting children at ease and making the experience 

fun.  The surgeon’s positive rapport with children was reported by 

twelve parents (6.2%).  One parent noted: “S’s rapport with the kids is 

incredible ... S spoke to her at a level appropriate to her age” (MOC 12).  

Having confidence in the surgeon’s ability to communicate positively 

with children was comforting for one parent rather than disempowering: 

“S is always brilliant, child-friendly.  I don’t feel disempowered, but I 

feel comfortable handing child’s name over to S.  I don’t have to be 

concerned about how S communicates with child’s name” (MYC 55).  

These statements highlight the comfort and ease parents experience when 

the surgeon communicates well with their child.  This can be quite 

powerful; giving parents a sense of empowerment in the preoperative 

situation where they must place their trust in the surgeon’s ability to 

communicate and care for their child.  Such an impact facilitates the 

ability of families to manage the process of surgery.   

The surgeon’s ability to put children at ease prior to the 

procedure was noted by six parents (3.1%).  One parent described how 

“S sat down with child’s name with kindness, graciousness; S was 

sympathetic with great empathy from go to woe, not like a child, but like 

a person” (MOC 26).  The surgeon’s ability to make the preoperative 

experience fun for children was mentioned by three parents (1.5%).  One 

parent explained: “while getting ready for the anaesthetic, him and S 

were joking.  I thought it was great.  You should be joking, not serious 

with kids” (MOC 56).  Another parent described how the surgeon’s fun 

approach alleviated her child’s worry: “S’s sense of humour; their ability 

to make child’s name smile in a difficult situation” (MOC 31).  These 

statements demonstrate that the ‘fun’ approach of the surgeon eases the 
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patient’s worry and concern about the impending procedure thus 

facilitating the ability to manage the process of surgery.  

Parents (n = 4, 2.1%) reported the professionalism of the surgeon.  

However, the concept of professionalism was seen differently by 

different parents.  One parent described the surgeon’s manner as “when 

we saw S, they were kind and caring, yet professional” (MYC 101).  This 

suggests ‘professional’ in this context to be synonymous with a level of 

formality; counter to kind and caring.  For another parent, the surgeon 

was described as “... very personable, easy to talk to, extremely 

professional, doesn’t treat you condescendingly” (MYC 47).  In the latter 

case, ‘professional’ could be taken to mean something comparable to 

respect.  One parent (0.5%) described the surgeon’s efficiency as one of 

the most positive aspects of the care received: “S is just very efficient – 

went very smoothly – from talking about it in the beginning to going 

through it” (MOC 58).  These statements suggest that the term 

‘professionalism’ has different meanings to different parents.  

 

Feeling Informed 

Parents appreciated the information (n = 39, 20.0%) and 

explanations (n = 59, 30.2%) given by the surgeon.  The information and 

explanations given were described as thorough (n = 4, 2.1%), clear  

(n = 4, 2.1%), simple (n = 2, 1.0%), and detailed (n = 4, 2.1%).  The 

understandable manner of the surgeon was explained in more detail by a 

further eight parents (4.1%).  One parent described how “I know a lot of 

doctors waffle off in ‘doctor’s’ speak, but S explained it very well” 

(MYC 60).  Age-appropriate and understandable explanations and 

information given to the child were also noted by parents (n = 10, 5.1%).  

Descriptions given by parents included explaining things in a way their 

child could understand (n = 5), bringing the explanation down to the 

child’s level (n = 2), and “age appropriate, relaxed, comfortable yet 

honest” (MOC 53).  These statements indicate that understandable and 

detailed information and explanations are valued by families.  

Parents (n = 8, 4.1%) reported the information given by the 

surgeon in general terms.  One parent tells how “S was open and honest 
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about the information (MYC 19).  Specific information given by the 

surgeon included information on the child’s condition (n = 1, 0.5%), 

recovery and after surgery care (n = 4, 2.1%), details of the procedure 

(n= 3, 1.5%), and the appearance of the surgical site after the procedure 

(n = 3, 1.5%).  Parents (n = 4) also described the depth of information 

and explanations given by the surgeon in terms of having no or few 

questions to ask.  One parent explains: “S – how S explained everything.  

I didn’t have any questions because S explained things very well” (MOC 

32).  Another parent felt no need to explain anything to her child since 

the surgeon already gave a through explanation:  

S, when we first met them.  S was thorough in their explanations 

to child’s name’s level.  S put a positive spin to going into 

hospital; putting magic cream on his hands, smelly mask.  Really 

positive for him and I didn’t have to explain anything to him 

(MOC 49). 

The above statements demonstrate the importance of giving 

parents detailed, comprehensive information and communicating that 

information to patients in an age-appropriate manner.    

Parents (n = 21, 10.8%) noted the explanations given by the 

surgeon in general terms.  One parent described “the way S explained 

everything before and after the operation” (MYC 64).  Specific 

explanations given included the condition (n = 3), location of the 

problem (n = 1), how the condition will be corrected (n = 2), the 

appearance of the surgical site after surgery (n = 1), details of the 

procedure (n = 8) and the anaesthetic (n = 1).  For one parent, having the 

procedure explained was a pleasant surprise: “S sat down and explained 

it because normally surgeons don’t do that” (MYC 66).  In contrast, 

another parent expected a high standard of communication: “S directed 

me to get coffee.  S communicated with the parents which was great, but 

that’s S’s speciality” (MYC 119).  These statements demonstrate the 

varied expectations that parents have regarding the thoroughness of 

explanations given by the surgeon.   
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Explanations given to the child by the surgeon were reported by 

parents (n = 24, 12.3%).  Most of these explanations (n = 14) were 

described in general terms such as: “S explained the procedure to the 

child well ...” (MYC 7).  Specific explanations given to the child by the 

surgeon were seen as positive aspects of care and were noted by parents 

(n = 10, 5.1%).  Most of those explanations (n = 9) focussed on the 

anaesthetic induction process, including describing the gas mask, 

anaesthetic needle and choice of fragrance for the anaesthetic induction 

gas.  One parent described how the surgeon was “... good at explaining 

everything.  S takes time to explain it to child’s name like saying: in your 

‘blue line’ and ‘straw’ rather than needle and vein” (MYC 86).  Another 

parent appreciated the surgeon’s advice to the child regarding “... 

keeping the bandages on which was really good” (MYC 117). 

A high level of information and detailed explanations were linked 

to feelings of reassurance and decreased worry for 16 parents (8.2%).  Of 

those parents, 10 outlined the comfort and reassurance they experienced, 

including: “S’s explanations put me at peace.  S told you what it would 

look like as far as the operation was concerned.  How the body part 

would look like after the procedure.  S prepared you well for the 

operation” (MYC 2).  Another parent described “the time spent by S 

explaining what would be happening; making me feel comfortable ...  I 

got to see photos of before and after.  Being able to visualise the end 

result was good for me” (MOC 15).  Such statements demonstrate how 

powerful an open and honest approach to information-giving can be in 

providing an effective strategy for preparing parents for their child’s 

surgery.   

Parents (n = 9, 4.6%) described how a high level of information 

and detailed explanations from the surgeon regarding the procedure put 

their child at ease and decreased their worry.  One parent told how “S 

introduced [child] to the mask so she got used to the smell of the mask.  

She was at ease” (MYC 11).  Another parent described how “S spoke to 

him – and explained to him as well as the parents.  He has a right to 

know.  It made him feel a bit better” (MOC 9).  This statement highlights 
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an additional important reason why informing the child with 

transparency and openness was so important for some parents – besides 

an alleviation of worry and concern, a child has a right to know what is 

involved in having a procedure done in hospital.  Easing their child’s 

concern in turn eased one parent’s worry: “the way S explained to 

[child]; gives him an opportunity to ask questions; minimises our worry” 

(MOC 51).  Another parent emphasised the positive impact made by the 

surgeon when giving her child a choice: “S explained everything to 

child’s name.  S gave child’s name a decision to make about the 

anaesthetic which gave her a sense of control” (MOC 12).  This 

statement highlights the importance of giving children choices in their 

treatment where possible, since it assists in putting the child at ease.  

Being informed by the surgeon directly after their child’s 

procedure was highly valued by parents (n = 16, 8.2%).  Three parents 

described this action by the surgeon as reassuring.  One parent explains: 

“... and then S came out to reassure us ... but S tried to put my mind at 

ease and S came out and told me how it went” (MYC 20).  For such 

parents, being informed by the surgeon directly after their child’s 

procedure alleviated parental worry and increased their feelings of 

reassurance that the procedure went well.  One parent perceived this act 

as uncommon: “S was wonderful ... they were very understanding.  S 

came out of the operating room after the operation which was very good.  

Other surgeons might get the registrar to come out and see the family, 

but S came out themselves” (MYC 3).  This parent particularly valued the 

act in light of their previous experience. 

The surgeon’s manner with parents and children was described as 

“... very easy going” (MYC 53), and “... relaxed ...” (MOC 53) which 

eased two parent’s concerns about choosing to have their child’s 

procedure done: “S was very informative.  S answers everything.  S made 

you feel like it was an everyday thing” (MYC 102) and “[S] informed us 

that it was no big deal.  But it was good that at the end of it, it actually 

turned out not to be a big deal” (FYC 1).  The surgeon’s approach to 

advising parents whether or not to go ahead with the procedure was also 
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highly valued for some parents (n = 3, 1.5%).  One parent explains how 

“S – their communication and explanation and openness.  I had 

reservations and S gave me other options I was comfortable with”  

(MYC 67).  Other parents (n = 3, 1.5%) appreciated the surgeon’s open 

approach to answering their questions and concerns.  One parent recalled 

how “S explained things, even answered my stupid questions at the time” 

(MYC 13).  Another parent explained how the surgeon’s open approach 

had a positive impact on her child: “the way S explained to him gives 

him an opportunity to ask questions; minimises our worry” (MOC 51). 

These statements demonstrate how an open and honest approach from 

the surgeon encourages parents to ask questions, therefore easing 

parental worry regarding unknown aspects of their child’s surgical 

procedure.    

 

Confidence and Faith in the Surgeon  

Confidence and faith in the surgeon were positive aspects of the 

experience mentioned by five parents (2.6%).  For one parent, the 

surgeon’s interest in the patient and caring approach instilled faith: S’s 

foremost interest is in the patient.  Their care and concern ... we had faith 

in them.  S was very lovely” (MOC 2).  For another parent, their child’s 

affection for the surgeon brought about confidence; a highly valued 

aspect of the process: “we had full confidence in S – very positive ... 

child’s name loved her ... it was important to have confidence in S” 

(MYC 18).  The surgeon’s personable nature and informative approach 

prior to the procedure brought about confidence in another parent, stating 

that “we were very impressed with S.  S was very personable.  When I 

left her office I knew what was going to happen ... S was recommended 

by a local friend ... I had a lot of confidence and faith in her” (MYC 35).  

These statements highlight the power of a personable, caring approach 

taken by the surgeon.  Such an approach instils faith and confidence in 

parents and patients which in turn, eases worry and facilitates managing 

the process of surgery.     
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Would travel to the Surgeon Regardless of Distance 

Parents (n = 3, 1.5%) emphasised the importance of accessing 

this particular surgeon’s services, stating that they would use this 

surgeon’s services regardless of the distance they would need to travel.  

One parent stated that despite living 1 ½ hours away from the surgeon by 

car, they “would come to S regardless ...”  (MYC 47).  Another parent 

who lived nearby to the surgeon stated that even if they “lived in  

location 4.5 hours away from S by car I’d still travel here to see S and 

their staff” (MYC 118).  For another parent, they were given the choice 

to access services between “A facility 1,531 kilometres from parent’s 

home, a facility 2,259 kilometres from parent’s home, and a facility 2,774 

kilometres from parent’s home” (MYC 35) in addition to the present 

surgeon and chose to access this particular surgeon’s services located  

2, 373 kilometres from the parent’s home: I “would choose S” (MYC 

35).  These statements highlight the lengths families will go to access a 

preferred surgical service provider.    

 

Appreciation for the Nurses  

The third category within the Interaction with Service Providers major 

category is Appreciation for the Nurses.  A total of 32 statements made by 28 

parents (14.4%) described in detail the appreciation of different aspects of care 

provided by the nurses.  Statements emerged within the following subcategories: 

1) The caring and child-centred approach of the nurses demonstrated to both 

parent(s) and child (21 parents, 23 statements), 2) Feeling informed, that is, 

parent(s) and child being given adequate (and for the child, age appropriate) 

information and clear explanations from the nurses regarding the hospital 

routine on the day of the procedure and what to expect post-operatively  

(9 parents, 9 statements).   

As with the previous category Appreciation of the Surgeon, participants 

made mixed-themed statements in the Appreciation of the Nurses category.  For 

example, the following statement included feeling informed and child-centred 

care themes: “They gave him an information pack for kids with a certificate, 

laminated and signed” (MOC 17).  Statements with multiple themes such as this 
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did not hold up to intercoder reliability testing.  Although not separate in a 

statistically-supported sense, the various themes of the Appreciation of the 

Surgeon category are presented separately to provide structure to the findings.   

 

The caring and child-centred approach of the nurses demonstrated 

to both parent(s) and child 

Parents (n = 28, 14.4%) appreciated the care and information 

given by the nurses.  The caring and child-centred approach of the nurses 

was reported by 21 parents (10.8%) and the communication and 

information given by the nurses was reported by nine parents (4.6%).  

The caring manner of the nurses was mentioned in general terms like: 

“the nurses were efficient and caring” (MOC 11).  Specific 

characteristics of the nurses’ caring approach included “genuine and 

always listening (MOC 28), “wonderful and patient” (MYC 83), and 

“treated us as equals” (MYC 16).  The attentiveness of the nurses was 

reported by four parents (2.1%).  One parent told how “the nurses always 

came in to check on him” (MYC 25).  Another parent described the 

support provided by the nurses: “they told me what was going to happen 

and I burst into tears and the nurses dealt with it well.  They took me out 

and made me a coffee and the nurse told me my reaction was normal” 

(MYC 69).  These statements highlight the importance parents place on 

the caring and supportive approach of the nurses.  This approach assisted 

parents in managing their worry regarding their child’s surgery.     

Parents (n = 9, 4.6%) also described the child-centred approach to 

care taken by the nurses.  One mother explained: “when I saw him after - 

in recovery - he was getting cuddles from the nurse” (MYC 133).  Two 

parents described the care given by the nurses as comforting to both 

child and parent.  One parent described how “they were calming on me 

and child’s name ... they had really good interactions with him child’s 

name ... the nurses were so attentive and caring ... ”  (MYC 4).  A mother 

with two children scheduled for procedures on the same day was very 

impressed with the nurses’ child-centred approach and initiative:  
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She was booked in second, but they arranged to have her done first.  The 

nurses picked up that she was distressed.  It was a great juggling act.  

Child’s name gets particularly affected by blood sugar since she was 

fasting from 12:00 a.m.  She was exhausted and teary.  Without me 

having to discuss with the nurses, child’s name was taken first instead of 

second child’s name (MYC 84).   

Another parent commented on the high standard of paediatric 

nursing care provided.  She explained how “the paediatric anaesthetic 

nurse in the day-surgery unit of regional base hospital gave child’s name 

the same service as at the metropolitan children’s hospital” (MYC 55).  

These statements highlight how the caring, child-centred approach of the 

nurses can have a soothing impact on the patient.  Observing this 

soothing impact can have a flow-on effect on parents by calming them 

since their child is calm.    

 

Feeling Informed  

Parents (n = 9, 4.6%) described the information and explanations 

from the nurses as being positive aspects of their experience.  Generally 

being kept informed throughout the day of surgery was noted by three 

parents (1.5%).  One mother explains how “some nurses don’t 

communicate with you, but the nurses at the regional base hospital were 

great ... The nurses kept us informed about what was going on” (MYC 

4).  Another parent expressed how important it was to be informed in 

such a situation: “the nursing staff kept me informed.  As long as you’re 

informed, that is the most important thing (MYC 8).  Another two 

parents (1.0%) appreciated being informed of their position in the line 

for surgery, including: “really good – while we were waiting, the nurses 

were really good, telling us where we were in the queue for surgery” 

(FYC 111).  One parent describes how “they gave him an information 

pack for kids with a certificate, laminated and signed” (MOC 17) 

demonstrating the importance of souvenirs for children to remember the 

surgical experience in a positive light.    
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Explanations given by the nurses were noted by two parents 

(1.0%).  One parent commented saying: “[the] nurses at the hospital – I 

was impressed with their level of explanation to both of us ...” (MYC 

25).  Another parent described a specific incident where explanation was 

particularly appreciated: “the nurses explained what they were doing ... 

The nurses were telling me his obs” (MYC 3).  Advice regarding after-

discharge care by nurses was also reported: ... and the nurses said what to 

look out for too” (MYC 83).  These statements indicate that parents 

appreciate the open approach taken by nurses when providing 

explanations about their child’s hospital care and in their ability to 

participate in the process.   

 

Appreciation for the Anaesthetist 

The fourth category within the Interaction with Service Providers major 

category is Appreciation for the Anaesthetist.  As with the previous category, 

participants made mixed-themed statements in the Appreciation of the 

Anaesthetist category.  For example, the following statement included care and 

attentiveness and child-centred care themes: “the way the anaesthetist was - 

fantastic with me and child’s name” (MYC 128).  Such statements with multiple 

themes yielded below acceptable levels of intercoder agreement.  A relatively 

small number of comments occurred in this category and therefore all themes are 

presented together.   

The care given by the anaesthetist was one of the most positive aspects 

of their surgical experience (n = 11, 5.6%).  Comments occurred in four main 

themes: the care and attentiveness of the anaesthetist (n = 5), the child-centred 

care provided (n = 4), the information given to parents by the anaesthetist (n = 1) 

and the professionalism of the anaesthetist (n = 1).  Care and attentiveness 

comments included general descriptions like: “the manner of the anaesthetist.  

They treated us as equals” (MYC 16).  Parents (n = 4, 2.1%) appreciated the 

child-centred care: “the anaesthetist ... treated child’s name very well” (MYC 

47).  One parent described the information given, stating how “even the 

anaesthetist told us everything was fine after the operation and told us about 

what to do about after-surgery care” (MYC 110) as was “the professionalism of 
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the anaesthetist” (MYC 19).  These statements indicate the importance parents 

place on the care given by the anaesthetist.    

 

Appreciation for the Theatre Staff 

The fifth category within the Interaction with Service Providers major 

category is Appreciation for the Theatre Staff.  Care given by the theatre staff 

was seen as one of the most positive aspects of their surgical experience (n = 7, 

3.6%).  Statements regarding theatre staff centred around two main themes.  The 

first main theme was minimising the child’s anxiety on entering theatre via 

distraction techniques (n = 3, 1.5%).  This included engaging the child in light-

hearted conversation: “there was a big burly bloke in theatre with a big beard.  

As we were going in, he came out with a cat mask and was meowing” (MYC 

13), giving the child toys or books to play with: “the nurse in theatre gave her a 

cannula and mask for her dolly and a book on princesses that she liked.  It was 

great” (MYC 132), and giving the child a hand held video game “even the 

theatre staff were great.  He got to take in the game boy which was a good 

distraction” (MOC 7).  These statements demonstrate the importance parents 

place on the use of effective distraction techniques with their child just prior to 

surgery.  Effective distractions for patients enhance the ability of parents and 

patients to manage the process of surgery.       

The second main theme was providing emotional support and comfort 

for both parent and child (n = 4, 2.1%).  One mother describes how her child 

was treated by the “theatre staff – He fell asleep.  I was freaked out about the 

anaesthetic.  They took their masks off, the tubing, lifted machines.  It was like I 

was bringing in their child.  I expected child’s name to be awake and crying” 

(MYC 78).  Another parent tells of the support given to both her and her child: 

“the theatre staff were fantastic.  They were there for him and I right up until the 

operation was finished” (MYC 51).  In these cases, a high level of care and 

concern shown by the theatre staff provides comfort and support to parents and 

patients.  This comfort and support facilitates the ability to manage the process 

of surgery.     
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Appreciation for the Orderly 

 The orderly staff was also considered as one of the most positive aspects 

of their surgical experience (n = 1, 0.5%).  “Even the orderly was lovely.  She 

wheeled me and child’s name on the bed which was great” (MYC 3).  For this 

parent, the approach taken by the orderly was appreciated.   

 

Feeling Uninformed 

The seventh category within the Interaction with Service Providers major 

category is Feeling Uninformed.  More information or clearer information about 

various aspects of the care received was requested by parents (n = 38, 19.5%).  

Common themes included more age-appropriate information for the patient 

regarding the procedure (n = 1), more information for parents regarding the 

medical condition (n = 1), more information regarding anaesthetic induction  

(n = 2), more information on the one parent policy during induction and on 

waking in recovery (n = 2), more information on what to expect regarding their 

child on waking in recovery (n = 1), more information on what to expect 

postoperatively regarding the surgical site, more nurse to patient information  

(n = 7), inconsistent nurse-to-parent information (n = 3), more information on 

length of waiting time for child just prior to the procedure (n = 1), more 

information regarding discharge (n = 1),  short notice of procedure date (n = 3), 

conflicting information regarding the date of the procedure (n = 2), conflicting 

information on time to arrive at hospital and fasting cut-off times (n = 7), more 

information on what to bring to hospital (n = 3) and more information on the 

food provided at the hospital (n = 1).  

 

Provision of Information to the Paediatric Patient   

The lack of age-appropriate information given to the paediatric 

patient was described by one (0.5%) parent:  

He was asking a lot of questions.  The way he was spoken to was 

the same as how the staff talked to the babies.  They were trying 

to distract him, but he wanted to be informed about what was 

happening.  The staff tended to treat all the kids the same, but my 

child likes to know what is going on.  Because they didn’t tell 
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him, he got a little distressed (MYC 8).  This statement highlights 

the necessity for provision of age-appropriate patient information 

if preoperative distress is to be minimised.    

 

Information regarding the Medical Condition  

More information regarding their child’s medical condition was 

desired by one (0.5%) parent: 

I haven’t been given any information on what his condition was.  

They just told me the basics.  I knew it was something to do with 

his chest, but no website or pamphlet information.  His 

oesophagus is not joined.  If you don’t have the information, what 

are you meant to do?  It’s about where to go for information.  We 

were given a pamphlet on what he can eat, but that’s about it 

(MYC 48).   

  This statement highlights the need for a holistic approach to 

informing parents.  While information on postoperative care is important 

for parents, so is information on the condition that warranted the surgery.   

 

Information on Anaesthetic Induction, One Parent Policy, and 

Recovery 

Parents (n = 2, 1.0%) preferred to be given more information 

regarding anaesthetic induction: “it would have been nice if the 

anaesthetist asked me if I had any questions.  Bubby’s breathing was 

gasping, but it was normal.  It would have been better to be informed 

about it” (MYC 22) and “just exactly what they were doing with ‘local 

anaesthetic’ – I didn’t know that they needed to inject [it] into the spine, 

more info about that would be good” (MYC 90).  These statements 

highlight the need to provide parents with reassurance regarding their 

child’s progress and information on the anaesthetic induction process.   

Parents (n = 2, 1.0%) preferred to be told in advance that only 

one parent is allowed in with the child during anaesthetic induction and 

recovery.  One parent emphasised the importance of being told this 

verbally as opposed to being notified in writing:  
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During post-op only one parent is allowed in, but during recovery 

after post-op, both parents are allowed to be there.  We weren’t 

told that only one parent was permitted to accompany the child 

during pre-op anaesthesia.  We only read it on the pamphlet that 

both parents can accompany the child in recovery.  We were not 

told verbally (MYC 15).  

It should be noted that although only two parents explicitly 

mentioned a desire to be informed of the one-parent policy before the 

day of the procedure, eight (4.1%) parents suggested that both parents be 

allowed to accompany the child during anaesthetic induction and on 

waking in recovery (see the ‘Parental Presence’ category). 

Another parent (0.5%) would have appreciated “maybe to be a 

little bit more prepared for what to find in the recovery; maybe just to be 

told that such a reaction could occur” (MYC 128) highlighting the 

necessity to inform parents in advance regarding the possible reactions 

their child may have on waking.  This in turn minimises parental distress 

on seeing their child in recovery.   

 

Information on Postoperative Appearance of Surgical Site  

A desire for more information regarding the postoperative 

appearance of the surgical site was mentioned by parents (n = 3, 1.5%).  

Statements included: “it was bruised more than expected.  It was bruised 

all over which scared me.  It would have been better if he was reassured 

that it would be fine” (MOC 17) and “a bit more information about 

afterwards – what it should look like, it was a circumcision, what you 

expect it to look like.  There isn’t even enough information on the web or 

anything” (MYC 96).  These statements highlight the need for parents 

and patients to be given information (or at least directed to the 

appropriate information) on how the surgical site will appear 

postoperatively.  Such information would alleviate any parent or patient 

concerns regarding the healing process.   

 

 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       288 

 

Lack of Nurse-to-Parent Information 

A lack of information given by nurses was described by a number 

of parents (n = 7, 3.6%).  This occurred in varying contexts, including 

position in the preoperative queue (n = 2, e.g., “the waiting time.  Letting 

parents know what the possible delays and times that we might get in 

which is the main thing” MOC 33), improvements to child-friendly 

facilities available on the ward (n = 1, e.g., “we didn’t know kids were 

allowed to watch DVD’s etc ... just to be told by the nurse they could 

watch a DVD.  It was a long day, but that’s how it goes” MOC 41), 

notification of ability to feed their child prior to the procedure (n = 1, 

e.g., “at the end, just before we went in he’d had enough.  Because he 

was breast fed, one of the nurses in recovery said he could have had 

another feed.  It would have been good to know that” MYC 125), being 

updated on their child’s progress (n = 2, e.g., “but at one point we 

actually had to ask about her progress” MOC 3), and more information 

during admission (n = 1, e.g., “staff explained things more to other 

parents and then the other parents explained things to us ... I wasn’t 

entirely informed by nursing staff ...” MYC 39).  These statements 

highlight the need for an attentive approach to be taken by nurses 

concerning patients and parents.    

 

Inconsistent Nurse-to-Parent Information 

Being given conflicting instructions from nurses on the day of the 

procedure was reported by parents (n = 3, 1.5%).  Inconsistencies in 

information given included at what point the child should be fed 

postoperatively (e.g., “the ward nurses said he wouldn’t need the bottle 

straight away, but the theatre nurse said the bottle should be ready for 

him straight away.  That was a slight misunderstanding” MYC 26), when 

mobile phone use was permitted (e.g., “the regional base hospital nurse 

said yes, you can use your mobile then the second nurse said no.  They 

need to work that policy out; better communication is needed between 

the nurses” MYC 55), and the necessity of parents wearing gowns into 

the surgical theatre: 
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We had to gown up and the theatre staff were commenting – even 

the anaesthetist said ‘What are the gowns for?’  I thought well it’s 

not like he was going to catch germs from his mother and it didn’t 

help child’s name to see us in the gowns either.  I don’t know if it 

was a new thing that we needed gowns or that they were a new 

type of gown (MYC 49).   

 These statements highlight the importance of giving parents 

consistent information regarding hospital policy and procedures.  This 

prevents confusion and frustration at an already anxiety-provoking time.  

 

Length of Waiting Time for Child Just Prior to Procedure  

One parent (0.5%) would have preferred more information 

regarding the length of time their child would be waiting just prior to the 

procedure:  

Better knowledge of what’s going to happen.  I don’t like going 

all in.  I didn’t know he would have to sit on a gurney by himself.  

He was happy, but he was nervous.  But if I knew he was sitting 

outside waiting, I would have stayed with him.  But that’s being 

super picky.  I wouldn’t complain about it or anything (MOC 54). 

In this case, what brought the parent concern was their child 

waiting by themselves just prior to anaesthetic induction.  Being 

informed about this wait would have allowed the parent the opportunity 

to stay with her child during this time, thus alleviating the child’s 

anxiety.  

 

Notification of Discharge 

One parent (0.5%) described waiting for an unnecessarily long 

period of time before being discharged: 

At the hospital he should have been allowed to go earlier.  They 

didn’t tell us when we could leave.  It would have been better to 

be informed that it was ok to leave rather than spending 

unnecessary time in the hospital when we could have left  

(MYC 8).   
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In this case, more prompt notification of discharge was desired by 

the parent.   

 

Lack of Timely Information on Procedure Date 

A sense of not being given adequate notice to prepare for the 

procedure was noted by parents (n = 3, 1.5%).  In one case, this involved 

notification of the impending procedure 4 days prior: “given extra time 

to prepare.  We were only notified 4 days before.  We were given a letter 

saying to go to regional base hospital, but where exactly and other 

details would have been nice.  We weren’t given much detail” (MYC 

113).  One suggestion for improvement was a letter outlining the 

upcoming surgery date: “maybe a letter to tell us that his day for [the] 

procedure is coming soon” (MYC 65).  These statements highlight the 

importance of informing families well in advance about the scheduled 

day of their child’s procedure.  This would alleviate parent and patient 

anxiety that can occur when short notice of the surgery date is given.   

  

Inconsistent Information on Date for Procedure, Time of Arrival, 

and Fasting Cut-off Time 

Receiving conflicting surgery dates was reported by parents  

(n = 2, 1.0%).  In these cases, receiving the accurate information well in 

advance was important:  

There was some confusion about when the operation could be 

done.  We were told by the hospital that the procedure couldn’t 

be done until 12 months.  But at 6 months we came into the 

surgery and we were not prepared to be told that in 2 to 3 weeks 

they could operate on him.  It was good in a way, because it 

meant that it could be done quickly, but it was bad in a way 

because it meant that we were not mentally prepared for it to 

happen so fast (MYC 1).  

While feeling prepared was the main reason for this parent 

desiring notification well in advance, preparing for a procedure that was 
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then delayed for 2 weeks was the issue for another parent: 

“administration - he was meant to be operated on, and then there was a  

2-week delay so they shouldn’t have sent out a letter saying he could 

have the operation two weeks before” (MYC 31). 

The largest proportion of statements in the Feeling Uninformed 

category addressed conflict of arrival time and fasting times (n = 7, 

3.6%).  In most cases (n = 5), parents were given different information 

from the hospital compared to the surgeon’s consultation rooms, 

including: “S said get there at 12:30 p.m. but the two letters from the 

hospital said at 11:30 a.m. and that she was allowed orange juice in the 

morning” (MOC 39).  In another case, the surgical facility had given the 

parent two conflicting times to arrive: “the hospital rang us the night 

before and said [to arrive at] 3:00 p.m. when they had originally said 

12:30 p.m. before which was the only bad bit.  And I had prepared for 

12:30 p.m.” (MYC 110).  One parent expressed concern for other parents 

regarding the fasting cut-off times: 

We had rung the anaesthetist to make sure fluids were allowed up 

until the specific time of 11:00 a.m.  The other parents weren’t 

aware or didn’t know that breast milk was allowed until  

11:00 a.m.  That info should have been provided in the written 

information (MYC 85). 

These statements highlight the necessity of giving families 

consistent and adequate information regarding arrival times and fasting 

cut-off times.  Such confusion can cause undue frustration and anxiety 

for parents, which can compound pre-existing concerns about their 

child’s imminent surgical procedure.  

 

Information on What to Bring to Hospital 

Parents (n = 3, 1.5%) reported not being informed regarding the 

required items to bring to hospital.  This included a dressing gown for 

the patient (n= 2, e.g., “I didn’t know that I needed [to bring him] 

slippers and a gown” MOC 56) and a change of clothes for the parent  
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(n = 1, e.g., “we could have been told to get a change of clothes for me 

because of his vomiting all over me” MYC 78).  These statements 

demonstrate the necessity for giving parents detailed information 

regarding what to bring to the hospital which highlights the need for 

policy change.    

 

Information on Food Provided by the Hospital  

One parent (0.5%) desired more information in advance 

regarding the food that would be provided by the hospital: “we waited a 

long time after the operation.  We were there until 1:00 p.m. or 2:00 p.m.  

When we got there they didn’t tell us they would provide us the food.  

We took all our food without knowing” (MYC 40).  In this case, being 

given information in advance would have prevented this parent from 

having to pack food from home.   

 

Impersonal care 

The eighth category within the Interaction with Service Providers major 

category is Impersonal Care.  Receiving impersonal care from staff was 

described by 27 (13.8%) parents.  Statements (n = 31) included a lack of 

attentiveness (n = 5), a lack of child-centred care (n = 9), incorrect or 

unnecessary correspondence from the surgical facility (n = 3), lacking the 

personal touch (n = 7), a lack of ‘taking the time’ by staff (n = 4), and missed 

contact with the doctor or surgeon before discharge (n = 3). 

 

Lack of Attentiveness 

A lack of attentiveness from staff was described by parents  

(n = 4, 2.1%).  Three of these cases involved a delay in their child being 

given food postoperatively which resulted in one parent searching and 

locating food themselves: “I had to go looking for a sandwich for one of 

them – they were in the fridge across from your room” (MYC 84).  

Another parent supplied her child with food while waiting for the child 

to be served a meal: “and two I had to feed him at the hospital.  I had to 

pull an apple out of my bag to start him off with food” (MOC 53).  In a 
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third case, a lack of attentiveness by staff occurred concerning the 

following of instructions from the surgeon: “during discharge S came to 

see us.  S said you could take the drip out, then the staff left us alone” 

(MOC 26).  These statements highlight the need for an attentive 

approach to care by staff.  Lack of attentiveness with aspects such as the 

postoperative provision of food to paediatric patients causes frustration 

to families and impairs their ability to manage the process of surgery.    

   

Lack of Child-centred Care 

Parents (n = 9, 4.6%) reported a specific incident between their 

child and a nurse (n = 7) or anaesthetist (n = 2) in which a lack of child-

centred care was shown.  These cases referred to the approach taken by 

staff in dealing with their child’s distress.  One parent explained how “I 

was a little bit disappointed in recovery when he was crying and 

screaming.  I felt as though the staff thought that he was disrupting them 

... they didn’t try to comfort him” (MYC 29).  Similarly, another parent 

explained: 

The regional private hospital nurses don’t have the child-centred 

care ...  When he woke up distressed, the nurses just saw him as 

an inconvenience and delay to them being able to knock-off ...  I 

would never take my kids to the regional private hospital again 

(MYC 70).  

Such a statement suggests that a lack of child-centred care can be 

a contributor to attending a different surgical facility if such services are 

needed again.   

Two parents described a lack of child-centred care by the 

anaesthetist, including: “the anaesthetist – he got frustrated with child’s 

name when he couldn’t find the vein in her hand.  He actually seemed to 

get angry with her” (MYC 55).  These statements highlight the need for 

child-centred care by anaesthetists.  Communicating frustration to the 

patient and parent may add to their preoperative anxiety and impair their 

ability to manage the process of surgery.    
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Incorrect or Unnecessary Correspondence 

Parents (n = 3, 1.5%) mentioned being contacted by phone or 

receiving correspondence from the surgical facility that was either 

incorrect or unnecessary.  One mother described how “... the nurses had 

called prior to admission and then again on arrival asking me the same 

questions like what kind of sandwiches he wants and again on the day” 

(MYC 21).  In another case, a parent mentioned that she “got a call and 

they called my husband by the wrong name and said he needed a workers 

certificate, but he didn’t need one, they gave us the wrong information.  

They rang back and said sorry wrong number” (MYC 50).  In these 

cases, incorrect and unnecessary calls were viewed as events requiring 

improvement.   

 

Lacking the Personal Touch 

Parents (n = 7, 3.5%) described a lack of the personal touch 

which would have otherwise made the care received more personal.  In 

one case, a parent described the approach to care as a “call us if you need 

us approach” (MYC 36).  In another case, the choice of food provided to 

the child by the hospital was viewed as impractical, considering that “he 

had a tongue tie and the hospital staff brought him sandwiches.  They 

could have brought him yoghurt which would have been more 

appropriate than the sandwich, considering he had a tongue tie” (MYC 

7).  In a third case, a parent told how: “when we were leaving, I said 

thanks, but they didn’t say bye” (MYC 50).  In these cases, the 

importance of receiving care with a personal touch was highlighted by 

parents.  

 

Lack of ‘Taking the Time’ by Staff 

Parents (n = 4, 2.1%) described situations where staff failed “to 

take the time to talk to us” (MYC 48).  For some parents (n = 3), they 

experienced a sense of being rushed out by staff at the end of the hospital 

stay.  One mother described how she “felt that they just wanted you to 

leave.  We were kept there until 6:30 p.m.  He vomited after every time 

he had something to drink.  He was very distressed” (MOC 6).  The 
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reason for this rushed manner of being addressed was described by one 

father as being “...because staff had a tendency to talk in a way to keep 

the factory rolling” (FOC 35).  These statements highlight the impact 

that a rushed approach taken by hospital staff can have on a parent’s 

perception of care.  

 

Missed Contact with Doctor or Surgeon Before Discharge 

Parents (n = 3, 1.5%) preferred to have seen the hospital doctor or 

surgeon before their child was discharged.  Statements included: “the 

morning after the operation I was able to have a shower, but the doctor 

came in when I was in the shower.  I would have liked to see the doctor 

when he came in” (MOC 1) and “we didn’t get to see S because they 

were away or the intern who wasn’t around before we left” (MYC 56).  

In these cases, being unable to see a hospital doctor or surgeon before 

discharge was viewed as an aspect of care requiring improvement.    

 

Lack of Respect for Decisions Made 

The ninth category within the Interaction with Service Providers major 

category is Lack of Respect for Decisions Made.  Parents (n = 7, 3.6%) reported 

that their decisions were not respected by medical or hospital staff which 

occurred in two main forms: staff passing judgement on the parent for choosing 

to have the child’s procedure done (n = 3, 1.5%) and medical staff ignoring 

parent’s requests or preferences (n = 4, 2.1%).  Three incidents of passing 

judgement on the parent were reported.  In one case, the referring paediatrician 

was described as “giving their personal opinion rather than the facts – the pros 

and cons of the procedure” (MYC 19).  In a second case, the parent was a nurse 

at the hospital where the child had the procedure.  Discussion between the ward 

staff was noted: “while I was on the ward that afternoon and the staff that I work 

with were calling me barbaric.  ‘Only Arabs and Catholics have it done’ – they 

said” (MYC 58).  These statements capture a non-objective, unprofessional 

approach to health care delivery by health care providers.  Taking such an 

approach will undoubtedly cause parents offence and may hinder their ability to 

manage the process of care which is an already challenging process.      
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Four occasions of disregarding a parent’s request were reported.  In one 

case, request for a wheelchair on discharge did not result in receiving one: “I 

was less impressed with the discharge.  We wanted a wheelchair and we didn’t 

get one.  The lady that discharged us was young and inexperienced” (MOC 6).  

In three cases, parents’ preference for method of child anaesthetic induction was 

disregarded by the anaesthetist.  One parent explains:  

The anaesthetist was an idiot; the one who did the pre-surgery consult.  

He contradicted what S said.  He said it was going to be his decision to 

give child’s name gas or needle in [the] hand.  S said we could have the 

gas.  He said it was his decision.  The more senior anaesthetist said give 

her the gas.  [The junior anaesthetist had] no bedside manner.  He was 

the junior anaesthetist.  The senior one came and corrected him saying 

she would rather the gas and that will be the option that will be used 

(MYC 97). 

 The above responses to parents’ decisions and preferences were 

vehement and hostile, and resulted in strong negative evaluations of the care 

provided.  Such parent experiences would undoubtedly impair their ability to 

cope with the process of surgery.       

 

Administrative Issues 

The tenth and final category within the Interaction with Service 

Providers major category is Administrative Issues.  Parents commented on an 

administrative issue that could be improved (n = 2, 1.0%): “when he went for 

the MRI, a nurse lost his referral.  We had to wait for 45 minutes on the same 

day.  We were there until 9:00 p.m. until she faxed the referral through” (MYC 

31).  Another parent commented on an issue that occurred at discharge: 

“discharge – when we left I forgot to pick up the script.  I suggested that they 

fax the script to the closest pharmacy.  The girl on the front desk forgot to give 

me the script, but it was easily fixed” (MYC 33).  In these cases, administrative 

issues resulted in parents providing recommendations for improvements.     
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Facilities and Resources 

 Going back to the broader major concept of Facilitators and Constrainers to 

Managing the Process of Surgery, the second major category within this major concept 

is Facilities and Resources.  This major category examines the ways in which hospital 

facilities and resources (and the absence of such) either supported or impaired the 

ability of families to manage the process of surgery.  The analysis revealed five distinct 

contexts in which access to (or lack of access to) hospital facilities and resources were 

described by parents.  These categories are: 1) Parent Facilities, 2) Child-friendly 

Facilities, 3) Limited Hospital Facilities, 4) Limited Hospital Resources, and 5) Limited 

Surgeon Car Park.   

 

Parent Facilities 

The first category within the Facilities and Resources major category is 

Parent Facilities.  Parent facilities at the place of surgery were positively 

described by a number of parents (n = 10, 5.1%).  Of the 11 statements made, 

six parents noted the food and drink provided by the hospital (e.g., “I was given 

a hot meal which was great” MOC 15).  The food was particularly appreciated 

by one parent: “just the little things.  They told us that we could help ourselves 

to drinks and sandwiches – made us feel like we were no trouble and very 

accommodating to sibling’s name as well” (MYC 68).  Other facilities 

mentioned were accommodation (n = 1, e.g., “the accommodation was fantastic” 

MOC 26), television (n = 1, e.g., “they put the TV on for you” MYC 46), “easy 

nappy change facilities” (MYC 69, n = 1), “... a recliner chair” (MOC 8, n = 1), 

and the facilities in general (n= 1, e.g., “the parent’s facilities are good” MYC 

31).  These statements demonstrate the appreciation parents have for the 

additional facilities provided by the surgical facility.   

 

Child-friendly Facilities  

The second category within the Facilities and Resources major category 

is Child-friendly Facilities.  One of the most appreciated aspects of the care 

provided, as described by parents, emphasised the importance of providing 

distractions for their child, including age-appropriate, interactive, and absorbing 

toys, games and other facilities during the pre-operative wait at the hospital.  
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Nine parents (4.6%) brought their own toys to the hospital.  One parent 

describes how she “... bought some books for him, but we weren’t asked to.  He 

and one other boy who was a friend from school chatted together while in the 

waiting room” (MOC 42).  Another parent “... bought a whole stack of toys and 

he shared them with the other kids - younger ones” (MOC 46).  In contrast, 

many more parents (n =48, 24.6%) mentioned toys and games provided by the 

surgical facility.  These were commonly described by parents as effective 

preoperative distractions for their children (n = 17).  One parent mentioned that 

“the toys really did distract him” (MYC 20).  Another parent valued the post-

operative facilities available at the hospital explaining that “after the op, child’s 

name and another three [children] watched a DVD” (MOC 42). 

Preoperative distractions seen as effective and comforting to the child 

included a toy room (n = 12), toys (n= 26), games (n = 2), DVDs (n = 4), TV  

(n = 1), video games (n = 5), books (n = 2), colouring-in activities (n = 2), and a 

white board (n = 1).  As described by one parent, the “toys – toys helped.  At the 

hospital they gave her a doll house and a mask to play with” (MYC 38).  These 

facilities also provided a distraction from preoperative hunger (n = 5) as stated 

by one parent: “the video and television were a good distraction from the 

fasting.  They had a movie on when she was being anaesthetised” (MYC 11).   

One parent intended to access the same hospital in the future (if needed) 

based on the wide range of child-friendly facilities available: “facilities – the 

regional base hospital has games, toys, makes children feel more at home.  The 

regional base hospital is great.  I will be going to the regional base hospital 

from now on” (MYC 70).  These statements highlight the power of providing 

children with age-appropriate, interactive and absorbing toys and games during 

their time in hospital.  These facilities provide effective preoperative and 

postoperative distractions for patients, which in turn decreases preoperative 

anxiety and postoperative distress all round.      

   

Limited Hospital Facilities 

The third category within the Facilities and Resources major category is 

Limited Hospital Facilities.  Suggestions for improvement to hospital facilities 

were made by a number of parents (n = 26, 13.3%) and emerged within the 
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subcategories of limited food facilities (n = 11), limited parent facilities (n = 5), 

limited child facilities (n = 11), limited bed facilities (n = 1), limited hospital 

parking (n = 2) and limited hospital phone facilities (n = 1).  Statements in 

multiple subcategories were made by three parents.   

 

Limited Food Facilities 

On suggestions for improvement, food provided by the hospital 

was described by 11 parents (5.6%).  Food provided was not to the 

child’s taste (n = 3, 1.5%) and two of those statements mentioned 

vegemite, including: “the food is something she wouldn’t eat normally – 

vegemite and cheese.  We tried to find a sandwich that would be most 

suitable” (MOC 12).  Parents commented on not being supplied with a 

meal or no snacks being available for them (n = 6, 3.1%).  In three of 

those cases, parents stated they were happy to pay for food provided.  

One mother mentioned how she “... was starving.  Maybe they should 

ask if I would like a meal.  It was 8 p.m. before we left.  I was happy to 

pay for it” (MYC 60).  Parents also commented on the lack of food 

available for their child (n = 2, 1.0%).  One parent was surprised that “... 

the hospital do not supply full-cream cow’s milk ... I had to go buy it 

during her time in theatre ... if I knew the regional private hospital didn’t 

supply full cream cow’s milk, I would have brought the milk from home 

...” (MYC 45).  Another parent stated that “they didn’t offer him [child] 

any food.  I provided it” (MYC 91).  These statements highlight the 

importance parents place on the provision of food for them and the 

patient during their hospital stay.  For parents not provided with food, 

this is particularly pertinent.  In such cases, being provided with a meal 

would prevent parents from having to leave the hospital to purchase food 

elsewhere.  No food supplied to the patient postoperatively and after 

fasting for a long period of time is clearly an aspect of care requiring 

improvement.    
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Limited Parent Facilities 

On suggestions for improvement, parents (n = 5, 2.6%) made 

statements (n = 6) regarding limited parent facilities available at the 

hospital.  Four of those statements (2.1%) focussed on improving the 

available reading materials for parents.  One father describes the “crappy 

magazines – some gardening and National Geographic [was wanted] not 

that stars crap” (FYC 132).  Other suggested improvements included “a 

television in the waiting room ...” (MOC 13) and “maybe a statements 

book where other mums record their experience for mums to read in the 

waiting room” (MYC 78).  These statements highlight the need for 

improved parent facilities which would assist in distracting parents 

during their child’s surgical procedure.  Effective distractions such as a 

wide range of current reading materials would alleviate parent anxiety 

therefore enhancing their ability to manage the process of surgery.   

 

Limited Child Facilities 

Parents suggested improvements to the child facilities available at 

the hospital (n = 12, 6.2%).  The central issue was a lack of toys and 

games and therefore nothing to distract the children during the 

preoperative waiting period (n = 10).  Parents commented on a general 

lack of toys at the hospital (n = 5, 2.6%), including: “no toys or anything 

to distract from hunger.  It was bad” (MOC 13) as well as a lack of age 

appropriate toys (n = 5, 2.6%), including: “a lot of the toys were not age 

appropriate.  She is six” (MOC 31).  Another parent compared the lack 

of age appropriate toys at the present facility with a previous paediatric 

experience at another hospital in which souvenirs such as a “bravest 

patient of the day” (MOC 61) certificate was provided.  The parent 

explained how: “it’s very positive reinforcement for your child – it was a 

nice little touch.  Only your child would care” (MOC 61).   

As was stated in the Child-friendly Facilities category, providing 

children with age appropriate child-friendly facilities act as a distraction, 

therefore decreasing patient preoperative anxiety and postoperative 

distress.  The implication of not having such facilities is increased patient 
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preoperative anxiety which would impair the patient’s ability to manage 

the process of care.  Nine of the ten statements mentioning no 

appropriate toys available at the hospital originated from parents of 

children aged between 5 and 10-years-old.  This suggests a lack of toys 

that cater for the 5 to 10-year-old age group at the surgical facilities 

visited.  

One parent (0.5%) also mentioned the design of the hospital 

gown which could be improved to minimise the child’s exposure while 

wearing it: “he [child] was a bit traumatised by the gown [holes in the 

back]” (MYC 75).  Another parent (0.5%) commented that her child “... 

was too big for the bed.  A bigger surgical bed; she was too big for the 

bed – you can put a new born on a big bed, but you can’t vice versa” 

(MOC 31).  In these cases, hospital facilities require improvement.  

 

Hospital Parking 

Increasing the two hour parking limit at the facility they visited 

was mentioned by two parents (1.0%):  “parking – I needed to move the 

car every 2 hours” (MOC 46) and “regional private hospital parking is 

two hourly so my husband had to move both cars every two hours.  He 

turned up just as we needed to move them” (MOC 28).  In these cases,  

2-hour hospital parking limits resulted in recommendations for 

improvement to hospital car park facilities.  Timed parking can be 

particularly problematic when only one family member accompanies the 

child to hospital.  Parents are required to be present with their child at 

particular points during the day of surgery, thus making it difficult to 

leave their child’s side to move a car within the designated car park time 

limit.        

 

Hospital Phone 

One parent (0.5%) suggested a more user-friendly hospital phone 

system:  

Hospital phone system – you need to have a phone card to use it.  You 

need to type 22 numbers into the phone so the kids couldn’t call me [two 
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other children had the same procedure done on two separate occasions].  

I had to call them because I needed to leave the hospital for a bit (MOC 

14).   

 In this case, a more user-friendly phone is recommended to 

enable children to communicate with family members if needed. 

 

 Limited Hospital Resources 

  The fourth category within the Facilities and Resources major category is 

Limited Hospital Resources.  The ‘understaffed’ nature of the surgical facility 

was mentioned by a number of parents (n = 7, 3.6%) who suggested more staff 

to compensate for the heavy workload.  One parent described understaffing at a 

metropolitan children’s hospital:  “very busy at the children’s hospital, but that’s 

a reflection of the workload – the staff were rushed off their feet ... They helped 

once I had recognised the issues, but they didn’t have time to initiate or 

recognise the issues” (MYC 45).  Statements also included understaffing in the 

administrative area of the facility (e.g., “the receptionist is completely 

overwhelmed with her job.  People coming in and calls coming in; she looked 

like she needed some help” MYC 95) and in regards to doctors and nurses  

(e.g., “more doctors and nurses.  Nurses were run off their feet – you could tell 

that they were spread too thin” MOC 37).  Another parent highlighted the 

understaffing of doctors and nurses during the weekend: “weekends at the 

hospital are bad – low levels of staff, including the pain management teams.  

The doctor was on call, which is a bad idea” (MOC 4).  These statements reflect 

a need for larger hospital budgets so that adequate staff numbers can be provided 

at the relevant facilities.  

 

Surgeon’s Consultation Rooms Car Park   

The fifth and final category within the Facilities and Resources major 

category is Surgeon’s Consultation Rooms Car Park.  In one parent’s case 

(0.5%), improvement was suggested regarding the “parking here at S’s surgery.  

Need more parking” (MYC 99).  In this case, a larger number of parking spaces 

at the surgeon’s consultation rooms is recommended, which may involve 

amending Council policy.      
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Safety and Security 

 Looking back to the broader major concept of Facilitators and Constrainers to 

Managing the Process of Surgery, the third major category within this major concept is 

Safety and Security.  This major category examines the safety and security aspects of 

care provided by the surgical facility.  Safety and security aspects either supported or 

impaired the ability of families to manage the process of surgery.  The analysis revealed 

two distinct contexts in which safety and security at the hospital was described by 

parents.  These categories are: 1) Privacy and Security, and 2) Health and Safety 

Concerns.  

 

Privacy and Security 

The first category within the Safety and Security major category is 

Privacy and Security.  Positive aspects of and improvements to the facility’s 

privacy and security were reported by 16 parents (8.2%).  Themes included not 

being given a private area with their child (n = 11), being given a private area 

with their child (n = 2), concern with a lack of confidentiality (n = 3) and 

security concerns (n = 1).  Being given a private area with their child emerged as 

a separate category that held-up to intercoder reliability testing.  However, it is 

presented here with privacy and security concerns to create a combined category 

containing positive statements and suggestions for improvement.  

 

Desire for private area with their child 

A desire for a private area during their child’s hospital stay was 

described by 11 parents (5.6%).  Three main reasons for a private area 

were given: 1) to protect their child from noise created by other patients 

(n = 3, e.g., “It would be nice to have a room on my own.  We were in a 

room with a distressed baby and the parents weren’t doing anything 

about it” MYC 35); 2) to provide their child with a safe private area  

(n = 5, e.g., “the hospital needs a safe area – a separate room for the 

small children so the parents can be alone with their child.  There was 

just a curtain which kept getting opened and closed” MYC 15); and 3) to 

keep their child from disturbing other patients (n = 3, e.g., “because he 

was in with five other adults in recovery, it made me distressed with the 
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way he was behaving” MYC 47).  These statements demonstrate how 

important privacy in hospital is for some families.  In these cases, 

privacy would assist families in managing the process of surgery.        

In contrast, two positive statements were made by two parents 

(1.0%) describing access to privacy provided at the hospital: “we had our 

own little area down at kids ward” MYC 67 and “one [room] was 

upstairs, one was downstairs.  We had a private room.  [Had the 

procedure at] regional base hospital” MYC 84).  For these parents, being 

provided with a private area was one of the most positive aspects of the 

care received.    

 

Confidentiality concerns 

Concerns regarding confidentiality were raised by three (1.5%) 

parents.  The predominant concern was the confidentiality of medical 

discussions.  One parent explained how “... discussions in the waiting 

room were a bit sensitive in terms of other children’s outcomes ...  It was 

less personal because S came out to talk to parents in the waiting room in 

earshot of other parents” (MYC 132).  For these parents, lack of 

confidentiality was a concern.  This highlights the need to provide 

parents with a confidential means by which to discuss their child’s 

surgical outcomes with hospital staff.   

 

Security concerns 

One parent (0.5%) expressed concern over hospital security: “I 

hated the hospital.  There was nothing for me to sign out, which I 

thought was odd” (MOC 6).  For this parent, security concerns were a 

source of anxiety.  This demonstrates the need for revisions to current 

hospital procedures by policy makers.     

 

Health and Safety Concerns 

The second and final category within the Safety and Security major 

category is Health and Safety Concerns.  These concerns (n = 6, 3.1%) focussed 

on cleanliness  
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(n = 3), child safety (n = 2), and unprofessional behaviour (n = 1).  Parents  

(n = 3, 1.5%) commented on cleanliness issues at the hospital visited.  Two of 

the three statements involved inadequate washing of hands.  One parent 

explained that “in the op room just before he [anaesthetist] was eating a pie.  He 

was eating a pie and then checked child’s name out without even washing his 

hands.  My husband was going to throttle him” (MYC 97).  As seen here, issues 

with cleanliness can be of considerable concern for parents.   

Parents (n = 2, 1.0%) commented on child safety issues at the hospital.  

This included a procedure related issue (i.e., “... there was something stuck in his 

throat.  Two and a half hours later ... the paediatrician should have been paged, 

but the staff didn’t page him” MYC 48) and no warning sign on a wet floor  

(i.e., “... he slipped on the floor and hit his head on the couch.  That’s when it all 

came out.  They didn’t put a sign up - the floor being slippery” FYC 111).  

Another parent (0.5%) expressed her frustration with distracted nursing staff and 

showed concern for her child’s wellbeing, saying that “there were many staff 

standing around gossiping – like, doing no work.  It didn’t look 100 percent 

professional.  I just thought to myself ‘Just look after my baby’” (MYC 95).  For 

these parents, safety issues brought about strong concern, particularly in regards 

to observing what were perceived as distracted staff.   

 

Hospital Structure and Environment 

  Stepping back to the broader major concept of Facilitators and Constrainers to 

Managing the Process of Surgery, the fourth major category within this major concept is 

Hospital Structure and Environment.  This major category examines the structure, 

layout, environment and atmosphere related aspects of the care provided by the surgical 

facility.  Hospital Structure and Environment aspects impaired the ability of families to 

manage the process of surgery.  The analysis revealed two distinct contexts in which 

safety and security at the hospital was described by parents.  These categories are:  

1) Hospital Structure and Layout Issues, and 2) Hospital Environment and Atmosphere 

Issues.  
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Hospital Structure and Layout Issues 

The first category within the Hospital Structure and Environment major 

category is Hospital Structure and Layout Issues.  Parents made suggestions for 

improving the hospital structure and layout (n = 9, 4.6%), including clearer 

directions and signposting (n = 2), hospital layout (n = 3), patient placement  

(n = 3), and a separate child preoperative waiting area (n = 1). 

 

Clearer directions and signposting 

Clearer directions and signposting at the hospital was requested 

by two parents (1.0%).  One parent described how “the toilets for parents 

were difficult to find ... The toilets really need to be marked clearly ... 

We had to try and find the cafeteria which was hard to find” (FYC 5).  

Another parent suggested “arrows to point back where I came from.  

Directions around the hospital needed to be clear.  [The hospital] needed 

to be more clearly signed.  I forgot the name of his room.  Everything 

looks the same” (MOC 5).  As seen here, a lack of clear directions and 

signposting was a concern for some parents.  

 

Hospital layout 

Parents made suggestions to improve the layout of the hospital  

(n = 3, 1.5%).  For one mother, it was “too small an area for day-surgery; 

a bigger area to wait” (MOC 59).  Another mother recommended that 

“seating should be more user-friendly” (MOC 26).  A third parent 

suggested more décor: 

There’s a waiting section – there is a big purple concave – it was 

a bare wall – it needs pictures.  It felt overwhelming ... Right 

outside the theatre it’s a very solemn spot that makes you feel 

quite empty, but I guess for some it’s good for some to collect 

your thoughts (MOC 31). 

For these parents, improvement to the hospital layout would 

enhance the experience of the process of surgery.  

 

 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       307 

 

 

Patient placement 

Parents made suggestions regarding where patients are placed 

and with whom (n = 3, 1.5%).  This included placing children with 

infectious diseases in a separate area to those having minor surgery  

(n = 2).  Statements included: “organisation – she had a minor operation 

and she was next to a boy with a bug who was really sick” (MYC 71) 

and “one girl had an ear infection.  I thought it was a bit dodgy that they 

put surgical patients with non-surgical ones.  It was an overnight 

procedure.  Everything else was great” (MYC 72).  Another parent 

recommended placing all the children together: 

It’s just the placement of the children.  It would be nice if all the 

children could be placed together.  There was an old lady nearby 

that was up all night.  She was disrupting his sleep a little, but 

when I mentioned it, the staff did say that all the kids would 

eventually be put together in the one section in the future  

(MOC 25). 

These statements highlight the concerns over patient placement 

and the need for policy makers to reconsider the placement of paediatric 

surgical patients.      

 

Separate child preoperative waiting area 

One parent (0.5%) expressed her preference for children to have a 

dedicated preoperative waiting area: 

I felt self-conscious that it was day-surgery; that he was running 

around and screaming.  It would be better if the kids had a 

separate section to wait.  They need a separate room for kids in 

day-surgery, but I understand the money isn’t always there  

(MYC 47). 

In this case, a shared preoperative waiting area was a source of 

self-consciousness for one parent.  A separate preoperative waiting area 

for paediatric patients would alleviate concerns over preoperative 

disruption to other patients.       
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Hospital Environment and Atmosphere Issues 

The second and final category within the Hospital Structure and 

Environment major category is Hospital Environment and Atmosphere Issues.  

Parents commented on issues relating to the hospital environment and 

atmosphere (n = 13, 6.7%), including the smell of food (n = 5), general hospital 

smell (n = 1), equipment and machinery (n = 4) and behaviour of other parents 

and patients (n = 3).  Parents commented on the smell of food at the hospital  

(n = 5, 2.6%).  One parent told how “the smell of cooking when you’re starving 

is quite hard” (MYC 78).  Another parent (0.5%) explained how her child 

“didn’t like the smell of the place” (MOC 18).  Parents also commented on the 

equipment and machinery in the anaesthetic induction room (n = 4, 2.1%).  For 

one parent, her child “was petrified of needles ...  He was lying there looking at 

all the baskets of needles ...  I know that it still needs to be sterile, but it did need 

to be in a room with a television without needles” (MOC 13).  One mother made 

the suggestion that children be put “to sleep in a more child-friendly room and 

then take them into the operating theatre” (MYC 49).  In two cases (1.0%), 

parents commented on the behaviour of other distressed children.  One parent 

stated that “the fasting was fine, but the noise of hearing the other kids cry was a 

bit upsetting to her” (MYC 18).  As seen here, elements of the hospital 

environment and atmosphere were a source of concern to some parents.   

 

Getting There and Staying There 

Going back to the broader major concept of Facilitators and Constrainers to 

Managing the Process of Surgery, the fifth major category within this major concept is 

Getting There and Staying There.  This major category examines the impact that 

visiting hospital for surgery has on the lives of families and their routines.  This impact 

either supported or impaired the ability of families to manage the process of surgery.  

The analysis revealed two distinct contexts in which the impact of visiting hospital for 

surgery was described by parents.  These categories are: 1) Availability of Services, and 

2) Life Disruption.      
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Availability of services 

The first category within the major category of Getting There and 

Staying There is Availability of Services.  This was mentioned by parents (n = 5, 

2.6%) as one of the most important aspects of the surgical experience.  For one 

parent, this was viewed as positive: “distance is an issue.  It’s important to get 

care locally.  I’m from town 283km from Melbourne – if I couldn’t have the 

procedure done here, we would have had to go to Melbourne for the procedure” 

(MYC 7).  Minimising the distance and travel time to the surgical facility was 

emphasised by one parent (0.5%): “it would be good if we didn’t need to travel 

...” (MYC 25).  As a suggestion for service improvement, the desire for 

accessing care closer to home was mentioned by three (1.5%) parents, including: 

“it would be good if the service could be closer to our house” (MYC 25).  

Another parent (0.5%) expressed concern about receiving care far from home 

“[we live in] town 129km from S.  If something goes wrong, who do I go to in 

town 129km from surgeon? (FYC 107).  As seen here, the availability of a 

service provider close to home was important for parents, regardless of whether 

the actual distance to the service provider used was close or far from families’ 

homes.    

 

Life Disruption 

The second and final category within the major category of Getting 

There and Staying There is Life Disruption.  Various social, financial, travel, 

accommodation, and family issues involved in accessing surgical treatment for 

their child were seen as disrupting family life (n = 16, 8.2%).  Issues included 

travel cost (n = 1): “town 2,372 km from S had to arrange the travel for my son 

and then I had to arrange a flight for myself” (MYC 35); “time off work” (MOC 

4) for parents either to accompany their child to the hospital or to care for other 

children in the family (n = 6); help from friends to provide child care for other 

children (n = 1): “lucky we had friends that could pick them up from preschool” 

(MYC 90); time off work for other family members caring for other children  

(n = 1): “I had to get my mum to take time off work to look after the other kids” 

(MYC 113); child care costs (n= 2): “impact of travel - family commitments, 

need to organise child care for two other children ...” (MOC 4); accommodation 
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costs for those accessing surgical care far from home (n = 2): “... travelling to 

Melbourne, mainly finding accommodation - that was a problem” (MYC 130); 

time off school for the patient (n = 4): “three days off school.  He was scared to 

go to school because it might hurt too much at school and gave him lots of Ural 

[a water soluble treatment for urinary tract infection] in his water” (MOC 54); 

general expenses (n = 2): “days off work, babysitters, time for the whole day 

trip, cost of the surgery, it all adds up” (MYC 25); and travel time (n = 4): “we 

live in town 301km from Melbourne – so 2 and a half hours away” (MYC 118).  

As seen here, life disruption due to accessing paediatric surgical care is a 

concern for some parents.    

Travel time was described by some as “tiring” (MYC 3), “a pain” (MYC 

130), and “a drama” (MOC 9).  One parent expressed the impact as “going home 

– the journey home is the hardest part ... the bumps in the road; knowing that he 

was in pain” (MOC 9).  Perception of travel time varied.  While one parent 

described travelling 50 minutes each way to the surgical facility as “we are used 

to the travelling.  We have a DVD in the car so he was fine” (MYC 73), another 

parent described travelling 50 minutes each way to the surgical facility as “tiring 

for me” (MYC 3).  Similarly, while one parent described travelling 120 minutes 

each way to the surgical facility as “not really” (MYC 12) impacting on their 

experience, another parent who travelled 135 minutes each way to the surgical 

facility described it as “travelling for a day procedure turns into a drama ... ”  

(MOC 9).  In summary, the length of travel time is not necessarily an indication 

of the parents’ travel experience.    

 

Support 

 Looking back to the broader major concept of Facilitators and Constrainers to 

Managing the Process of Surgery, the sixth major category within this major concept is 

Support.  This major category examines the availability of support for families (and lack 

of support) during their visit to hospital and its impact on families.  This impact either 

supported or impaired the ability of families to manage the process of surgery.  The 

analysis revealed three distinct contexts in which the impact of availably support was 

described by parents.  These categories are: 1) Availability of Parent Support, 2) Extent 

of Parental Presence, and 3) After-discharge Care.      
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Availability of Parent Support 

The first category within the Support major category is Availability of 

Parent Support.  Positive aspects of and improvements to the availability of 

parent support regarding their child’s surgery were described by parents.  The 

positive statements and suggestions for improvement held-up to intercoder 

reliability testing as separate subcategories (i.e., Parent Support as a facilitator of 

the process of surgery and Needing Support as a constrainer to the process of 

surgery).  However, they are presented together here to create a combined 

category.  

 Parents (n = 7, 3.6%) described a sense of feeling supported during their 

child’s hospital stay.  One parent described being supported by the hospital staff 

which was greatly valued: “they never made me feel like it was an 

inconvenience to them” (MYC 83).  Three parents explained how their 

husbands’ presence on the day of surgery was very important.  One mother 

commented that “my husband took the day off work too because mummy is a 

worry wart; I couldn’t have gone and sat there all by myself at the hospital 

waiting” (MYC 113).  Three parents travelled out of town for their child’s 

surgery and made contact with family living close by to the surgical facility.  

One parent explained how “we did have relations close by that came to visit us 

in the hospital.  I would have felt so isolated if my sisters didn’t come to visit” 

(MOC 4).  Meeting other parents with children who have the same or a similar 

condition was also a means of support for two parents.  One mother tells how 

“There was a group of mums in the waiting room which really helped.  We 

supported each other” (MYC 6).  These statements highlight the importance that 

parents place on being provided with support during their child’s hospital stay.  

This support helps manage the process of surgery.  

In contrast, the desire for support during their child’s time in hospital 

was described by some parents (n = 5, 2.6%).  In two cases, parents expressed 

the desire for support from hospital staff.  One mother explained: 

I was unable to leave child’s name to go and ring my husband and he literally 

turned grey overnight.  We were expected to leave the hospital at 4:00 p.m., but 

because of child’s name vomiting, we were there until it was 6:00 p.m. when I 

could ring him and tell him everything is ok ... We certainly could have avoided 
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that stress if one of the nurses just offered to ring my husband and let him know 

everything is ok ...  (MYC 78).  

For another mother, there was no choice but to leave the child in hospital 

unaccompanied: “getting the medication from the pharmacy – I had to leave 

child’s name in the room” (MOC 26).  In two other cases, parents were unable to 

leave their child due to having no one else to support the child in their absence.  

One parent explains that “I couldn’t leave him to get some food” (MYC 20).  As 

seen here, experiencing a lack of support was quite concerning for some parents 

and impaired their ability to manage the process of surgery.  

 

Extent of Parental Presence 

The second category within the Support major category is Parental 

Presence.  Positive aspects of and improvements to the extent to which parents 

were able to be present with their child during the process of surgery were 

described.  The positive statements and suggestions for improvement held up to 

intercoder reliability testing as separate subcategories (i.e., Parent Presence as a 

facilitator of the process of surgery and Limited Parental Presence as a 

constrainer to the process of surgery).  However, they are presented together 

here to create a combined category.  

Parents (n = 23, 11.8%) placed great importance on being present with 

their child at particular points during the hospital stay.  Statements (n = 26) of 

appreciation were made and this included being present during the child’s 

anaesthetic induction (n = 10, e.g., “Letting the parents come in to keep them 

settled” MYC 122), being continually present with the child (n = 4, e.g., “as long 

as one of us is with him everything is ok” MYC 1), being present with the child 

on waking in recovery (n = 4, e.g., “They took me straight into recovery” MYC 

20), and staying overnight with the child if an overnight stay is required (n = 8, 

e.g., “I was able to stay the night which was really good.  It was good more for 

me than him” MOC 25).   

Although the importance of parental presence was a recurring theme in 

this category, the reasons for its importance varied.  Some parents believed that 

being present during anaesthetic induction primarily helped their child (e.g., “the 

overall being able to go into theatre with her.  Otherwise, she wouldn’t have 
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coped” MYC 92); while others believed it was comforting for them as the parent 

more than for the child (e.g., “also that I could stay with child’s name before the 

operation and into the theatre with him until the anaesthetic was given.  For me 

as a parent, it was good for me probably more than child’s name” MOC 25).  As 

seen here, being present with their child is very important to parents and assists 

in managing the process of surgery for both parent and patient.     

Preferences of parents also varied.  Some preferred their partner to 

accompany their child during anaesthetic induction (e.g., “hubby went in and I 

stayed out.  Those serious things are his department” MYC 14); whereas others 

viewed accompanying their child as a positive (e.g., “it was great that they let 

me in while child’s name was being put under the anaesthetic” MOC 1).  The 

parents’ general view on being present with their child through the surgery also 

varied.  For some parents, it was challenging to watch their child go through the 

whole process of the surgery day (e.g., “it was hard, but I was with her the 

whole time” MYC 117); while others described it more positively (e.g., “the fact 

that I was with him all the time was brilliant” MOC 7).  These statements 

highlight the varying preferences of parents in regards to being present with 

their child during the process of surgery, and the need for attention by the staff 

because of the variation in parent preferences.      

In contrast, on suggestions for improvements, parents (n = 13, 6.7%) 

expressed a desire to be present with their child at various points during the 

hospital stay in which they were absent.  Most statements made reference to the 

desire for both parents to be present at either anaesthetic induction (n = 2) or in 

recovery (n = 7).  Other parents desired to be present in recovery before the 

child wakes (n = 1), with the preference for no separation from the child during 

the hospital stay (n = 3).  

  

Both parents at anaesthetic induction 

The preference for both parents to be present during the child’s 

anaesthetic induction was reported by two parents (1.0%).  As one parent 

explained:   

The negative is that only one parent is allowed to see him being 

inducted (sic. induced) so it was my husband only and when he 
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recovered I went in.  I think that both parents should go into 

theatre while the child is being anaesthetised (MOC 27).  

As seen here, the one-parent policy during induction was an 

aspect of care that parents would like to have changed to allow both 

parents to be present.   

 

Both parents in recovery 

The preference for both parents to be present after the child 

wakes in recovery was stated by seven parents (3.6%).  For families in 

which both parents attended hospital with the child, having one parent 

miss out on seeing the child in recovery was a challenge.  One mother 

tells how “I was distressed because I couldn’t come into recovery – only 

one parent was allowed and my husband went in.  Her father went in 

with her, but I stayed in the waiting room.  It was hard” (MYC 38).  

Having both parents present in recovery seemed to serve two purposes: 

not only to support the child, but for parents to have each other’s support.  

A mother highlighted her desire to have her husband in recovery with her 

for emotional support: “that both parents should go into the recovery 

room; husband’s name to come in to help me” (MYC 81).  As stated 

here, the one-parent policy in recovery was an aspect of care that parents 

would like to have changed to allow both parents to be present.   

 

Present before child wakes in recovery 

One parent (0.5%) stated their preference to be present in 

recovery before the child wakes which was accompanied by an 

apprehension about seeing the child unconscious: 

I think I should have been there before he woke up, but I don’t 

know how I would have reacted to seeing him unconscious, but 

for his sake, it would have been better if I was there before he 

woke up; also to see him as he was waking up (MYC 96).   

For this parent, being present in recovery before the child wakes 

was preferred; despite the possibility that seeing the child unconscious 

may have caused her distress. This reinforces the point regarding 

attentiveness of staff in relation to parent responses.    
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Desire for no separation from the child 

The preference to be present with the child at all times during the 

hospital visit was mentioned by three parents (1.5%).  One parent had 

two children scheduled for surgery at the same time at different 

hospitals, which made it impossible to be present with both children: 

The worst thing about it was that I had to stay at regional private 

hospital with our other twin while he [father] stayed at regional 

base hospital where the hernia was completed.  It would be better 

if both of us could have stayed at the same hospital with the 

twins.  It might have been better if he [child] came home during 

that day rather than to stay in overnight.  It was very hard to leave 

him [child] there.  It was the first time that we were unable to stay 

with the twins throughout the time they have been hospitalised 

(MYC 5).  

For two parents, their preference was to be present with their 

child during the surgical procedure.  One mother explained that “I’m 

from a nursing background.  It would have been good if I could have 

watched the procedure” (MYC 33).  These statements highlight the 

preference of parents to be present with their child at various points in 

the surgery process which need to be taken into account by policy 

makers.    

 

After-discharge care 

The third and final category within the Support major category is After-

discharge Care.  Positive aspects of and improvements to after-discharge care 

were described.  The positive statements and suggestions for improvement held-

up to intercoder reliability testing as separate subcategories (i.e., After-discharge 

Care as a facilitator of the process of surgery and Limited After-discharge Care 

as a constrainer to the process of surgery).  However, they are presented together 

here to create a combined category.  

Parents (n = 10, 5.1%) made positive statements regarding the after-

discharge care received.  A number of parents (n = 6, 3.1%) commented on 

after-discharge care as one of the most positive aspects of the surgical 
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experience.  Receiving a follow-up call from the surgical facility was mentioned 

by four of those parents (2.1%).  One parent stated that “it’s nice that the nurses 

ring you the next day” (MOC 2).  Another parent described her surprise at 

receiving a follow-up call from the surgical facility: “the next morning I got a 

call from the nurses just to see how things are going which was good.  I didn’t 

expect it” (MYC 14).  The ease of accessibility of medical advice after discharge 

was mentioned by one parent: “also, the aftercare, they were very accessible – 

quite easy to get answers” (MYC 96).  “Documentation on the after-care was 

good and S’s mobile phone number” (MYC 23) was also valued by one parent.  

For these parents, being given support in the form or after-discharge care was 

viewed positively.   

Other parents (n = 4) contacted the surgeon or hospital for post-discharge 

medical advice (2.1%).  Specific reasons for contacting medical staff were 

mentioned by three of those parents and included the bandage falling off (n = 2, 

e.g., “the dressing came off the 1st day in the shower so I contacted S and they 

allowed us to go in as outpatients to get the dressing done again” MYC 21) and 

unexpected pain experienced by the child (n = 1, e.g., “I thought he wouldn’t 

have any pain.  I called S about it – they said maybe to run him a bath.  S said to 

ring them and let them know when he has weed” MOC 17).  As seen here, being 

able to access medical advice regarding care after discharge was important for 

parents.    

In contrast, parents commented on improvements that could be made to 

the after-discharge care provided (n = 2, 1.0%).  One parent wished for a “24 

hour help line; someone to ring if something goes wrong; we had an issue so we 

needed a line to ring, but there wasn’t any” (FYC 107).  Easier access to a 

hospital registrar was suggested by another parent:  

Unfortunately it was done late Thursday and S went away the next week 

so I had to go to the GP and he said to do a follow-up at the hospital by 

the surgical registrar.  The GP said the registrar was expecting us.  We 

sat there for 2 hours and the registrar - he not a she, as the GP said she 

was.  After giving her [the registrar] the letter from the GP explaining the 

procedure, she didn’t know what the procedure was.  Excessive swelling 

and I was concerned about infection so we wanted an earlier follow-up.  
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We’d rather be safe than sorry.  S said to ring the regional base hospital 

if they can’t be reached, but the regional base hospital seems to be the 

hardest place to reach!  (MOC 34). 

As seen here, issues with accessing after-discharge care was a concern 

for some parents.   

 

Reflections on the Surgical Service Provided 

 The last major concept, Reflections on the Surgical Care Provided, emerged 

from the data to capture the evaluations of families regarding how they managed the 

process of surgery in light of their general experience and the care received.  This major 

concept was comprised of two major categories: 1) General Evaluations of Service 

Providers, and 2) Other Evaluations.   

 

General Evaluations of Service Providers 

The first major category, General Evaluations of Service Providers, captures the 

general evaluations by parents of the service providers encountered during the process 

of their child’s surgery.  The analysis revealed five distinct contexts in which these 

evaluations were described by parents.  These categories are: 1) General Evaluations of 

Unspecified Service Providers, 2) General Evaluations of the Surgeon, 3) General 

Evaluations of the Nurses, 4) General Evaluations of the Anaesthetist, and 5) General 

Evaluations of the Theatre Staff.   These categories are ordered based on the point of 

time during the surgery process in which contact was made with the particular service 

provider.   

 

General Evaluations of Unspecified Service Providers 

The first category is General Evaluations of Unspecified Service 

Providers.  Parents made general positive statements regarding unspecified 

service providers (n = 31, 15.9%).  Parents made reference to staff in general  

(n = 17) or specifically to hospital staff (n = 17).  As can be seen in Table 4.52, 

staff were described in a variety of positive ways.  
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Table 4.52 

 Quotes from Parents Illustrating the ‘General Evaluations of Unspecified Service 

Providers’ Category 

______________________________________________________________________ 

Quotes               n             % 

______________________________________________________________________ 

Staff were described as: 

good  5 16.1 

quite good       1    3.2 

so good 1 3.2 

very good        4  12.9 

great        4  12.9 

fantastic        4      12.9 

exceptional  1    3.2 

wonderful  1  3.2 

very friendly, very organised  1  3.2 

beautiful  1   3.2 

amazing  1    3.2 

terrific  1      3.2 

all were fantastic, consistently good 1      3.2 

Other statements included:  

The whole thing ...  1 3.2 

 ... nurses and S 1     3.2 

The staff at the day-surgery   1   3.2 

[The hospital] staff ...  1    3.2 

The care at the hospital ...  1   3.2 

______________________________________________________________________ 

 Total  31 

______________________________________________________________________ 

Note.  n = number of statements made by parents 

A total of 31 parents (15.9%) made statements in this category 

 

General Evaluations of the Surgeon 

The second category within the General Evaluations of Service Providers 

major category is General Evaluations of the Surgeon.  General positive 
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statements regarding the surgeon were made by parents (n = 15, 7.7%).  As seen 

below in Table 4.53, the surgeon was described in a variety of positive ways.  

 

Table 4.53 

 Quotes from Parents Illustrating the ‘General Evaluations of the Surgeon’ Category 

______________________________________________________________________ 

Quotes       n             %  

______________________________________________________________________ 

The surgeon was described as: 

Good   2 13.3 

Very lovely   1  6.7 

Very good       1  6.7 

Wonderful  1  6.7 

Great       1  6.7 

Fantastic        1  6.7 

Awesome       1      6.7 

God send   1     6.7 

Guardian angel   1     6.7 

Did a fantastic job   1      6.7 

Other statements included:  

S   3        20.2 

 S’s surgery    1 6.7 

______________________________________________________________________ 

Total  15 

______________________________________________________________________ 

Note.  n = number of statements made by parents 

A total of 15 parents (7.7%) made statements in this category 

 

General Evaluations of the Nurses  

The third category within the General Evaluations of Service Providers 

major category is General Evaluations of the Nurses.  General positive 

evaluations of the nurses at the surgical facility were made by parents (n = 23, 

11.8%).  As seen below in Table 4.54, nurses were also described in a variety of 

positive ways. 
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Table 4.54 

Quotes from Parents Illustrating the ‘General Evaluations of the Nurses’ Category 

______________________________________________________________________ 

Quotes                    n             %  

______________________________________________________________________ 

Nursing staff were described as: 

Good   2 8.7 

Quite good     1  4.3 

Pretty good       1      4.3 

Really good  1  4.3 

Really good, really lovely  1   4.3 

Very good        1     4.3 

Great        9     39.1 

Fantastic       1    4.3 

Excellent   1  4.3 

Awesome   1    4.3 

Brilliant  1     4.3 

Other statements included:  

... nurses at the hospital 1  4.3 

 ... nurses at the [metropolitan children’s] hospital 1     4.3 

  ... I was happy with the nurses ...  1    4.3 

______________________________________________________________________ 

Total             23 

______________________________________________________________________ 

Note.  n = number of statements made by parents 

A total of 23 parents (11.8%) made statements in this category 

 

General Evaluations of the Anaesthetist 

The forth category within the General Evaluations of Service Providers 

major category is General Evaluations of the Anaesthetist.  The anaesthetist was 

described in general terms (n = 2, 1.0%) as “very good” (MOC 11) and 

“awesome” (MYC 118).  

  

General Evaluation of the Theatre Staff 

The last category within the General Evaluations of Service Providers 

major category is General Evaluations of the Theatre Staff.  The theatre staff 
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were described in general terms (n = 2, 1.0%) as “fantastic” (MYC 18), “great” 

(MYC 13) and “really good” (MYC 13). 

 

Other Evaluations 

 The last major category, Other Evaluations, captures general evaluations, not 

specific to any service provider, by parents of the care received during the process of 

their child’s surgery.  The analysis revealed two distinct contexts in which general 

evaluations were described by parents: 1) Public-Private Health Care Comparisons, and 

2) General Evaluations of the Care Provided.    

 

Public-Private Health Care Comparisons 

The first category within the Other Evaluations major category is Public 

and Private Health Care Comparisons.  Parents (n = 3, 1.5%) made comparisons 

between care received from public and private facilities and two of those parents 

mentioned no difference in the quality between public and private health care: 

“we were impressed with the same level of care in both the public and the 

private hospitals” (MYC 35).  Similarly, another parent explained how they 

“[went to] regional base hospital as a private patient – only ever dealt with the 

regional private hospital, but could not fault [it compared] with private 

hospitals.  It was really good” (MYC 93).  In contrast, one parent made a 

differentiation between private and public health care in hospitals and believed 

that private health care was superior in quality.  She described how: 

We have had bad experiences in the past with the public system and 

being in the private system has shown me how important it is to have 

private health care.  I can’t say enough good things about private health 

care (MYC 10).  

As seen here, comparisons made by parents between public and private 

health care are varied.  

 

General Evaluations of the Care Provided 

The last category within the Other Evaluations major category is General 

Evaluations of the Care Provided.  Positive statements (n = 41) were made by 

parents (n = 40, 20.5%) regarding the family’s general experience with the 
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surgery.  Statements addressed parents’ generally ‘good’ experience (n = 17), 

hospital experience  

(n = 6), the running of the day (n = 4), their experience being better than 

expected (n = 2), the timely nature of the care provided (n = 6), happiness with 

the care provided (n = 1), having a generally ordinary experience (n = 4), and 

regret due to not having the procedure done earlier (n = 1).   

Having a generally ‘good’ experience with the care provided was noted 

by parents (n = 17, 8.7%).  Statements included “the whole experience was 

good” (MYC 45), and “all good across the board” (MYC 104).  Only one parent 

specifically mentioned the importance of their child’s perspective, commenting 

“that child’s name comes away with a good experience” (MYC 38).  All other 

statements were of a more general nature.  Parents (n= 6, 3.1%) mentioned the 

experience with care at the hospital, including the “stay at the hospital was 

good” (MYC 117), and “I could not fault the hospital care.  They were great” 

(MOC 8).  Parents described the flowing nature of events at the hospital on the 

day of their child’s procedure (n = 4, 2.1%).  Statements included “everything 

just ran smoothly” (MYC 103) and “it was really well handled” (MOC 25).  In 

two cases (1.0%), the experience was described as better than expected, namely 

“it was 1000 times more positive than expected”  (MYC 78) and “the service 

was better than expected.  Nothing needs improvement” (MYC 42).  

The timeliness of the day’s events was mentioned by some parents  

(n = 6, 3.1%).  Two of the statements covered the pace of the day: “I was quite 

surprised how quick the operation went on the day.  He was out within half an 

hour” (MYC 37), and “[we were] in and out earlier than we anticipated” (FOC 

45).  One parent (0.5%) outlined the reason for her level of happiness with the 

care provided: “we aren’t people who have gone to hospitals too often so we 

were very happy with the experience” (MYC 110).  In contrast, other parents  

(n = 4, 2.1%) responded that their experience was ordinary.  One parent 

described how “nothing really stood out.  I couldn’t fault the care though” 

(MYC 112) suggesting that nothing negative occurred although nothing 

exceptional could be noted either.  A second parent viewed the experience less 

positively: “generally it could have been a worse experience” (MYC 47).  
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Another parent (0.5%) expressed regret by explaining that it is “better to have 

him circumcised at birth” (MOC 46).   

Overall, a generally good experience was the most commonly noted 

general comment followed by the timeliness of the care provided on the day of 

the procedure.  No negative statements were made regarding the general 

experience of the care received, although some parents described their 

experience as ordinary.   

 

Child Feedback 

Child feedback was received from 5 to 10-year-old children who chose to 

answer the questions directed at each parent-child pair.  Children’s participation was not 

a requirement.  Rather, children 5 to 10-years-old were invited to answer any of the 

questions if they liked.  Otherwise, interview questions were answered by parents only.  

Of the 61 parent-older child pairs interviewed, 27 (44.3%) of the children desired to 

answer the interview questions along with their parents.  Of the 27 children who 

responded to the interview questions, 20 were male (74.1%) and seven were female 

(25.9%).  The proportion of male to female children interviewed is comparable to the 

total number of older children who were invited to participate; although the proportion 

of females in the total sample was slightly higher (68.8% males: 31.1% females).  

Identification numbers beginning with “FC” indicate responses from female children 

and identification numbers beginning with “MC” indicate responses from male children.   

Children were asked two open-ended questions:  

3. What were the best things about going to hospital? 

4. What would you like to have improved? 

    

Facilitators to Managing the Process of Surgery 

 The first major concept, Facilitators to Managing the Process of Surgery, 

emerged from the data to capture the phenomena which assisted patients in the 

management of the process of surgery.  This major concept was comprised of three 

major categories: 1) Care, 2) Hospital Facilities and Services, and 3) Having Family 

Support.  
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Care  

 The first major category, Care, captures the ways in which the care provided to 

the patient helped them manage the process of surgery.  The analysis revealed one 

context in which care provided was described by patients.  This category is Care from 

Service Providers.    

 

Care from Service Providers 

In the category Care from Service Providers, children mentioned the care 

they received as one of the best aspects of care (n = 9, 33.3%).  This included 

general care from service providers (n = 4), care from the surgeon (n = 3), care 

from the anaesthetist (n = 1) and care from the nurses (n = 1).  Children (n = 4, 

14.8%) commented on the general care from service providers.  One child 

described “how they looked after me in the hospital – they were nice” (MC 8).  

Another child emphasised the explanations given by the staff, stating that “the 

staff were nice.  They explained what they were going to do” (MC 4).  The care 

given by the surgeon was mentioned by children (n = 3, 11.1%) and in two of 

those cases, statements highlighted the jokes made by the surgeon, including: “I 

liked S the best because of their jokes at the hospital” (MC 34).  One child 

emphasised the surgeon’s explanations stating that “S said I’d have pain.  It was 

good to tell me how much pain I’d be in” (MC 20).  Another child (3.7%) 

mentioned the care given by the anaesthetist stating that “the sleep Doctor’s 

[anaesthetist] jokes – What do you call a cow with no legs?  Ground beef” (FC 

31).  Another child (3.7%) mentioned the manner of the nurses, saying that “I 

really liked all the nurses, they were great.  They were easy to talk to.  The 

nurses were very soothing.  They made me not so nervous about the operation.  

They were very comforting” (FC 1).  As seen here, the care provided was 

viewed positively by patients. 

 

Hospital Services and Facilities 

 Looking back to the broader, major concept of Facilitators to Managing the 

Process of Surgery, the second major category is Hospital Services and Facilities.  This 

major category captured the ways in which hospital services and facilities enhanced the 

ability of patients to manage the process of surgery.  The analysis revealed three distinct 
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contexts in which hospital services and facilities were described by patients.  These 

categories are: 1) Food, 2) Child-friendly Facilities, and 3) Pain Management.    

 

Food 

The first category within the Hospital Services and Facilities major 

category is Food.  Children mentioned the food provided by the hospital as one 

of the best aspects of care (n = 7, 25.9%).  Five (18.5%) children enjoyed the 

food provided at the hospital and comments included: “I liked the food” (FC 1).  

Two children (7.4%) were most pleased to be provided with food (in general) 

after the procedure, including: “I got to eat after – the food was good...”  (MC 

20).  In these cases, the food provided by the hospital was viewed positively by 

patients. 

 

Child-friendly Facilities 

The second category within the Hospital Services and Facilities major 

category is Child-friendly Facilities.  Child-friendly facilities available at the 

hospital were one of the best aspects of care reported by children (n = 11, 

40.7%).  This included “the Starlight game” (MC 22), “the play station” (FC 3), 

and “blocks, toys, wooden horse, television and books” (FC 28).  As seen here, 

the child-friendly facilities available at the hospital were viewed positively by 

patients. 

  

Pain Management 

The third and final category within the Hospital Services and Facilities 

major category is Pain Management.  Pain Management (n = 1, e.g., “when I had 

the tablets – the pain tablets” MC 58) was one of the best aspects of care 

reported by children.  For this patient, the alleviation of pain with analgesics was 

viewed positively. 

 

Support from Family 

Stepping back to the broader, major concept of Facilitators to Managing the 

Process of Surgery, the third major category is Support of Family.  This major category 

captured the ways in which support from family enhanced the ability of patients to 
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manage the process of surgery.  The analysis revealed on distinct context in which 

support from family was described by patients.  This category is Being with Mum.    

 

Being with Mum 

In the category Being with Mum, one child (3.7%) mentioned parental 

presence as one of the best aspects of care: “that mum could stay in the room 

with me” (FC 1).  In this case, the presence of their mother was positively 

viewed by the patient.    

 

Constrainers to Managing the Process of Surgery 

 The second major concept, Constrainers to Managing the Process of Surgery, 

emerged from the data to capture the phenomena which hindered patients in their ability 

to manage the process of surgery.  This major concept comprised one major category, 

During the Hospital Stay.   

 

During the Hospital Stay 

 The major category of Perioperative Issues captures the ways in which issues 

encountered during the hospital stay hindered the ability of the patient to manage the 

process of surgery.  The analysis revealed six distinct contexts in which issues during 

the hospital stay were described by patients.  These categories are: 1) Preoperative 

Period, 2) Intrusive Events, 3) Physical Symptoms, 4) Fear, 5) Emotional Distress, and 

6) Hospital Equipment and Machinery.     

 

Preoperative Period 

The first category within the During the Hospital Stay major category is 

the Preoperative Period.  Children made suggestions for improvement that 

related to the preoperative period (n = 12, 44.4%) including hunger (n = 9), a 

long preoperative wait at the hospital (n = 2) and improvement to the hospital 

gown worn (n = 1).  A high level of hunger before the procedure was mentioned 

(n = 3, 11.1%), including: “I was very hungry” (MC 2) and “bad hunger” (FC 

31).  Other children chose to reply when their parent was asked about their 

preoperative hunger (n = 6, 22.2%).  In these cases, level of hunger intensity 

ranged from “I had a big dinner the night before” (MC 45) to “I was a bit 
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hungry” (MC 34).  Two children (7.4%) mentioned the long preoperative wait at 

the hospital.  One child stated that “the wait at the hospital [before the 

procedure] was boring” (FC 1).  Another child (3.7%) suggested an 

improvement to “the gown – I feel so uncovered” (MC 56).  As seen here, issues 

during the preoperative period impaired the ability of patients to manage the 

process of surgery.   

 

Intrusive Events 

The second category within the During Hospital Stay major category is 

Intrusive Events.  Children made suggestions for improvement that related to 

intrusive events experienced as part of the surgical procedure (n = 5, 18.5%), 

including the smell or physical impact of the anaesthetic gas (n = 3), the taste of 

the medication taken (n = 1) and needles administered (n = 1).  The smell or 

physical impact of the anaesthetic gas was mentioned by three children (11.1%).  

One child stated that “the worst part was the gas ... smelt like off banana and 

texta” (MC 56).  Another child (3.7%) described how he “didn’t like the taste of 

the medicine – it was a syrup.  I had to have two big syringes full of syrup; 

better tasting medicine” (MC 14).  Another child (3.7%) mentioned being 

“worried about the needles” (MC 6).  In these cases, intrusive events 

experienced as part of the surgical procedure were seen by patients as needing 

improvement.     

 

Physical Symptoms 

The third category within the During Hospital Stay major category is 

Physical Symptoms.  Children made suggestions for improvement that related to 

physical symptoms experienced after the procedure were mentioned by children 

(n = 10, 37.0%), including nausea or vomiting (n = 3), pain (n = 5), and 

numbness (n = 2).  One child directly reported vomiting, stating that “... even 

though I vomited it back up” (MC 20).  Other children chose to reply when their 

parent was asked about their nausea or vomiting (n = 2), stating that “it wasn’t 

chunky” (MC 10) and “I went queasy when I woke up, but no vomiting or 

nausea” (FC 37).  Children also reported pain (n = 5, 18.5%).  Four children 

reported the pain unprompted, stating that “it hurt afterwards” (MC 7) and 
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“really bad pain” (MC 32).  Another child chose to reply when their parent was 

asked about their pain, and replied by saying it was “a little bit sore” (MC 57).  

Numbness was also reported after the procedure (n = 2, 7.4%), one child 

describing it as “no pain, just my finger being numb” (MC 56). As seen here, 

physical symptoms experienced after the procedure were seen by patients as 

needing improvement.     

 

Fear 

The fourth category within the During Hospital Stay major category is 

Fear.  On suggestions for improvement, fear was mentioned by children (n = 2, 

7.4%), saying that “I was frightened before going in” (MC 14) and “I was scared 

after” (MC 6).  In these cases, fear impaired the ability of patients to manage the 

process of surgery.     

 

Emotional Distress 

The fifth category within the During Hospital Stay major category is 

Emotional Distress.  On suggestions for improvement, nervousness or distress 

after the procedure was mentioned by children (n = 5, 18.5%).  One child 

described his experience, saying “after the anaesthetic - they were holding me 

down, but I wanted to get up.  I was angry.  I just wanted to go home.  When I 

saw my finger - I cried because I saw a bit of blood” (MC 56).  As seen here, 

emotional distress impaired the ability of patients to manage the process of 

surgery.      

 

Hospital Equipment and Machinery 

The sixth and final category within the During Hospital Stay major 

category is Hospital Equipment and Machinery.  One child (3.7%) mentioned 

the hospital machinery as an aspect he would like to have improved, stating that 

“... I didn’t like the blood pressure machine in hospital” (MC 34).  In this case, 

the hospital equipment and machinery experienced was seen as needing 

improvement.    
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Managing the Process of Surgery 

 The third major concept, Managing the Process of Surgery, emerged from the 

data to capture the postoperative experience of patients prior to and after discharge from 

hospital.  This major concept was comprised of one major category, Managing 

Postoperatively.      

 

Managing Postoperatively 

 The major category Managing Postoperatively, captures the ways in which 

patients managed the postoperative period during the hospital stay and after discharge.  

The analysis revealed two distinct contexts in which managing the postoperative period 

was described by patients.  These categories are: 1) At Home, and 2) Wanting Normal 

Routines.    

 

At Home 

The first category within the Managing Postoperatively major category is 

At Home.  Events that occurred at home after the procedure were reported by 

children as one of the best things about the care received (n = 3, 11.1%).  One 

child (3.7%) mentioned how he “improved my skills for swallowing tablets.  I 

was happy it [finger] wasn’t numb” (MC 56).  Two children (7.4%) chose to 

reply when their parent was asked about their sleeping pattern after surgery, 

saying “I think I slept normal” (MC 56) and “I slept well, but it hurt when I 

turned over” (MC 20).  As seen here, the experience of managing the 

postoperative period varied for patients.     

 

Wanting Normal Routines 

The last category within the Managing Postoperatively major category is 

Wanting Normal Routines.  On suggestions for improvement, disruption to 

normal routines associated with the hospital stay and post-discharge was 

mentioned by children (n = 2, 3.7%).  One child described how “I would have 

liked to go on Thursday.  I had 3 days off and I wanted to go to school the day 

we were asked to have the post-op at the hospital” (MC 24).  In these cases, 

disruption to normal routines was viewed negatively.   
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Reflections on the Surgical Experience 

The last major concept, Reflections on the Surgical Experience, emerged from 

the data to capture the resulting thoughts and evaluations of patients regarding their visit 

to hospital for surgery.  This major concept comprised one major category, Looking 

Back.   

 

Looking Back 

The major category of Looking Back captures the ways in which patients 

reflected positively on their time in hospital for surgery.  The analysis revealed one 

context in which reflecting on their time in hospital was described by patients.  This 

category is Getting it Done.    

 

Getting it Done  

In the category Getting it Done, having the procedure done (n = 2, 7.4%) 

was one of the aspects of care reported by children: “It was good that I got fixed 

up” (MC 8).  In these cases, looking back on the experience of surgery was 

viewed positively.       
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Qualitative Results: Phase 2 

This second qualitative phase of the study addressed the following three research 

questions:  

1. Based on the categories that emerged from phase 1, what are the 

relationships between the emergent categories? 

2. Based on the theoretical structure that emerged from phase 1, what is the 

central category to which all other categories are related? 

3. Based on the analysis in phase 1 and questions 1 and 2 in phase 2, what is 

the emerging theoretical structure? 

 

Relationships Between Categories 

 Identifying the paths of association between generated categories is termed a 

“storyline memo” (Strauss and Corbin, 1998) and is presented here to illustrate the 

relationships established between the categories generated in phase 1 of the qualitative 

results.    

Parents were generally satisfied with the surgical care that they and their 

children received.  Interviews consisted of describing experiences, evaluating the care 

received, and describing expectations and preferences.  Parents generally gave two 

types of responses when asked how the service could be improved; they described in 

detail negative experiences that occurred and they gave suggestions for how the service 

could be improved.  These negative experiences and suggestions for improvement were 

based on parents’ preferences and expectations of the service that were not met. 

 

Experience at Other Services and Reflections on the (current) Surgical Care 

Provided 

In some cases, there was a large difference in the level of satisfaction between a 

previous (less positive) hospital stay and the present (more positive) visit.  In these 

cases, this difference tended to accentuate the more positive experience which was 

perceived much more positively.  Having a negative previous experience at a surgical 

facility increased the likelihood that parents commented that they would not access that 

service again if given a choice.  
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Public and Private Health Care and Reflections on the Surgical Care Provided 

Of those who had experience in both the public and private health care systems, 

very few parents made public versus private health care comparisons.  The majority of 

those parents perceived the level of care as equal in both types of surgical facilities.  

Parents made positive-negative comparisons between past and present experiences at 

surgical facilities, but this occurred in a variety of contexts and most commonly 

occurred between a previous (less positive) metropolitan service and a (more positive) 

present regional service, suggesting that parents attributed the more positive present 

experience with it occurring in a regional facility. 

 

Experiences of Others, Parent Anxiety, Cost Effectiveness, and Toward a Better 

Quality of Life 

For some parents, the surgeon came highly recommended by friends and family 

which decreased parent anxiety about having their child’s procedure done.  Such a 

recommendation was also a contributing factor in selecting this surgeon to conduct the 

child’s surgery.  Other causal conditions for having surgery included the cost 

effectiveness of the service provided and a desire for a better quality of life for their 

child.  

 

Availability of Services, Life Disruption, Parent Support, Parent Anxiety, and 

After-discharge Care  

Higher levels of life disruption associated with having the surgical procedure 

such as arranging childcare for other children, time off work for parents and arranging 

accommodation and transport for the trip to hospital were linked to more negative views 

of the availability of services (i.e., longer distance and travel time).  Parents wished for 

a shorter distance to travel for surgical care and for more specialists to be closer to 

home.  Higher levels of life disruption and lower levels of service availability were also 

more likely to be accompanied by a need for more emotional and practical support for 

the parent on the day of surgery.  Common sources of effective parent support included 

being accompanied by their partner on the day of surgery and for travelling families, 

contact with extended family who live close to the surgical facility.  Meeting mothers of 

children with similar conditions and being assisted by hospital staff were also sources of 

parent support.  Needing practical support (which was not provided) was described by 
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several parents and was predominantly associated with requiring someone to sit with the 

child while the parent obtains a meal, picks-up medicine before the hospital pharmacy 

closes, or informs their partner that the child’s procedure went well.     

After-discharge care was one of the most positive aspects of care for some 

parents.  Receiving a follow-up call from hospital staff and being given high quality 

post-discharge care advice after calling the surgeon or hospital were the main aspects of 

after-discharge care appreciated by parents.  In contrast, concern over a lack of 

availability of after-discharge care for those travelling a long distance for surgery was 

also voiced. 

 

Appreciation for Service Providers, Parent Anxiety, Child Distress, and 

Availability of Parent Support 

Appreciation for service providers was most responsible for the parent’s level of 

ease felt regarding their child’s surgical procedure.  The higher the quality of care 

provided by staff, the higher the level of ease and the lower the level of anxiety 

experienced by parents and their children.  There was however, a limit to the level of 

ease parents experienced.  For some parents, anxiety occurred regardless of the quality 

of care delivered by staff.  Parent anxiety was most often due to the occasion being the 

child’s first surgical procedure, anxiety due to the surgical procedure involved, and 

concerns regarding the risks and effects of the anaesthetic.  

Parents described the care given by unspecified staff predominantly by the high 

level of information and clear explanations (and for the child, age appropriate) 

regarding the surgical procedure, hospital routine on surgery day, and what to expect 

postoperatively; as well as care and helpfulness, and the child-centred approach to care.  

Feeling informed gave families a sense of being prepared for surgery which in turn 

decreased parent anxiety and child distress.  The personalised approach to care and 

attentiveness by staff was also greatly valued by families, giving them a sense of feeling 

special.  The child-centred approach to care was a source of parent’s satisfaction with 

the care provided.  Staff focussed on the child as a person which comforted the child 

and increased their level of confidence in coping with the procedure.  A comfortable 

distress-free child decreased parent anxiety in general and specifically in relation to 

their concern about how the child would cope with the procedure.  
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The positive aspects of interactions with service providers varied depending on 

the type of staff member.  Of all staff members, the surgeon was viewed most positively 

(and with most frequency) by parents suggesting that a greater continuity of care with 

staff may be a contributing factor to the level of satisfaction with those staff members.  

Parents most commonly described the care given by the surgeon in two themes.  The 

most appreciated aspect of the surgeon’s care was the high level of information and 

clear explanations (and for the child, age appropriate) regarding the surgical procedure 

and what to expect postoperatively.  The caring, comforting, child-centred and 

professional approach of the surgeon was also very highly valued.  These descriptors, 

although having different meanings, were present together when parents described the 

surgeon.  

The preoperative consultation with the surgeon provided an opportunity for 

parents and older children to obtain specific and understandable explanations and 

information regarding their upcoming surgery experience.  This also gave parents and 

older children an opportunity to ask questions or voice any concerns.  This included 

descriptions of the possible methods of anaesthetic induction, needles, and the surgical 

procedure including precise location, surgical risks, before and after photos of previous 

procedures, level of expected pain, after-discharge care including pain management, and 

equipment used.  A number of parents explicitly stated how this type of information 

assisted them and their child in decreasing parent and patient preoperative anxiety. 

Feeling informed by the surgeon commonly gave parents and children a sense of 

empowerment and reassurance and eased their worry about the procedure and aftercare.  

A particularly empowering aspect for the child was being introduced to the gas mask 

and being given a choice of gas fragrance that would be used for anaesthetic induction.  

This choice was given by the surgeon during the preoperative consultation.  Being given 

a choice was also important to parents when deciding on the method of their child’s 

anaesthetic induction (either being a needle or gas).  This choice was a particularly high 

priority for parents whose child (or another of their children) had previous surgery and 

coped well (or not so well) with a particular mode of anaesthetic induction.  Giving 

older children choices eased their concern and made them feel comfortable about the 

procedure.  Parents greatly valued this and in turn, this eased their concerns.  Post-

discharge care information discussed during the pre-operative consultation with the 

surgeon was also a common positive aspect noted.  This included recommended 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       335 

 

medication for pain management, wound care, and contact numbers for any questions or 

concerns.  This information was greatly valued by parents and was associated with 

parents’ confidence in dealing with their child’s discharge and recovery at home.  

Feeling informed by the surgeon was much more frequently described in terms 

of explanations rather than information.  Care and comfort by the surgeon was 

reassuring to parents and gave them confidence in having the procedure conducted.  The 

surgeon’s positive rapport with older children put them at ease and made the experience 

fun.  The independent relationship that the surgeon had established with their child was 

generally very highly valued by parents.  

The child-centred approach to care by the surgeon was linked to a high level of 

age-appropriate information given to the child, which parents commonly stated eased 

their child’s concerns about the procedure which in turn eased their concerns.  For 

parents, the most important predictor of feeling informed by the surgeon was clear, 

understandable explanations rather than information or communication.  A number of 

parents expressed a level of surprise at the detail of the surgeon’s explanations, some 

believing this to be an uncommon occurrence based on their past experiences with 

medical specialists.  

Updates given to parents about their child’s progress on the day of the procedure 

was one of the most frequently mentioned positively described behaviours of the 

surgeon.  Parents commonly described how they were put “at ease” when the surgeon 

themselves “came out” after the procedure to reassure them that the procedure went 

well.  This was seen as special and surprising in comparison to past experiences with 

medical practitioners, where more junior medical staff would inform parents of their 

child’s progress.  Parents also appreciated the surgeon’s level of professionalism while 

still being caring and child-centred in their approach.  A number of parents also reported 

a deep sense of faith, respect, and praise for the surgeon’s character and competence.  

Several parents expressed such a strong preference for accessing a particular surgeon 

that they would travel any distance to access their services again if needed.   

The caring and child-centred approach of the nurses was the most positive aspect 

of nursing care received.  The nurses’ supportive approach to parents and warm 

approach with the children gave parents a sense of feeling supported and soothed 

children’s worries about the procedure.  Feeling informed by the nurses was also 

frequently mentioned by parents.  While descriptions of feeling informed by the surgeon 
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were predominantly described in terms of explanations, feeling informed by the nurses 

was predominantly described in terms of information.  Being kept informed about 

events on the surgery day was highly valued by parents as was post-discharge care 

advice.   

Anaesthetists’ care and attentiveness and the child-centred approach were 

common positive aspects of care stated by parents.  This played a unique role in easing 

parents and older children’s concerns about the procedure since the anaesthetic was a 

source of parent anxiety.  Having a positive anaesthetist-child rapport also decreased the 

level of distress experienced by the child as they were being anaesthetised.  Commonly 

stated positive aspects of theatre staff care were giving emotional support to parent(s) 

and child, and minimising the child’s anxiety prior to anaesthetic induction via 

distraction techniques.  These aspects of care decreased the child’s anxiety just prior to 

the procedure and gave parents a sense of feeling supported at one of the most anxiety-

provoking points of the surgery day.   

Different aspects of care from service providers were valued by parents in 

varying degrees based on type of service provider.  From non-specified service 

providers and the surgeon, explanations (and to a lesser extent information) were the 

most valued aspects of care to parents.  From the nurses and the anaesthetist, the caring 

and child-centred approach was the most valued aspect of care.  The most valued 

aspects of care from theatre staff were giving emotional support to the parent(s) and the 

child, and minimising the child’s anxiety via distraction techniques. 

 

Feeling Uninformed, Parent Anxiety, Availability of Parent Support and Limited 

Hospital Resources 

A lack of clear and consistent information on various aspects of the surgery 

experience was the most frequently mentioned source of dissatisfaction by parents after 

preoperative waiting time.  One source of dissatisfaction was a lack of information 

given to prepare parents for the day of surgery.  This included a lack of information on 

what to bring with them on the day such as toys for the child and a change of clothes for 

the parent in case their child vomits.  Policies regarding parental presence during 

anaesthetic induction and in recovery varied.  Where one parent was allowed in during 

these times and both parents attended the hospital, a number of parents voiced their lack 

of awareness that only one parent was able to be present and wished they had been 
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clearly informed about this.  Even if provided in print, parents preferred to have this 

information presented to them verbally.  The one-parent policy was a source of some 

anxiety to the child who was commonly described as wanting both parents present, 

particularly in recovery.  This was also a source of anxiety for both the parent present 

with the child, who preferred to have the other parent present for emotional support; and 

for the absent parent who desired to participate and be present to support the child and 

other parent.   

Another source of dissatisfaction was the lack of information regarding food 

availability for parents at the hospital.  The level of food provided to parents across 

facilities varied and parents expressed their desire to be informed about the food 

facilities that would be provided to them on the day of the surgery.  Some parents were 

unaware that they would be required to supply their own food while other parents 

packed food from home only to be informed after arriving at the hospital that food 

would be provided.  A lack of choice of food for the child was also a source of 

dissatisfaction.  

More consistent pre-operative communication was also suggested by parents.  

Another source of dissatisfaction occurred due to inconsistencies between instructions 

given by the hospital and surgeon’s consultation rooms regarding the advised time of 

arrival to the hospital and fasting cut-off times on the day of the procedure.  Several 

parents desired more information on what to expect with their child post-operatively.  

This included more information on the appearance of the surgical site, possible 

reactions of the child during the recovery period, more provision of information to the 

paediatric patient, and information regarding the medical condition.  A common 

information-related aspect of care requiring improvement was the desire for more  

nurse-to-parent communication about various aspects of the service provided including 

more information on preoperative waiting time on the day of the procedure, information 

on the available child-friendly facilities to distract their child, and more information on 

their child’s progress during the procedure.  Parents described how such information 

would have decreased their anxiety.  Heavy hospital workload and a lack of staff was 

mentioned by several parents, which contributed to the sense of feeling uninformed if 

staff were overwhelmed with the workload.  To remedy this, parents suggested more 

government funding for more hospital staff.   
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Child Facilities, Preoperative Waiting, Child distress, and Preoperative Anxiety 

The most common source of dissatisfaction with the care received was the 

length of preoperative waiting time at the hospital.  For parents, an age appropriate 

variety of child-friendly facilities (such as toys and hand held games) at the hospital 

played a central role in distracting their child from preoperative hunger, thirst, and 

anxiety.  A high availability of these facilities led to more positive evaluations of the 

length of waiting time and a more positive view of the overall preoperative waiting 

period.  In several cases, a wide and age-appropriate variety of child-friendly facilities 

was linked with an intention by parents to access the same surgical facility again if 

needed.  Conversely, the central source of dissatisfaction with the child facilities 

provided by the hospital was a lack of age-appropriate toys and games.  Having no 

distractions from hunger and thirst increased the likelihood of child preoperative 

distress and therefore it became more likely that parents would experience anxiety.  This 

in turn would have an impact on parents’ perceptions of the preoperative waiting time.      

Linked to parent’s perceptions of preoperative waiting time was feeling 

informed by staff as to their position in the surgery line.  Being given a more accurately 

projected waiting time resulted in higher levels of satisfaction with that waiting time.  

The child’s ability to cope with preoperative hunger and thirst directly influenced 

parent’s perceptions of that waiting time.  Parents of children who experienced more 

severe hunger, thirst, and distress were more likely to perceive the preoperative waiting 

period negatively and to recommend a shorter preoperative waiting time.  A source of 

dissatisfaction occurred when parents perceived a lack of equity in treatment of patients 

by staff during the preoperative waiting time.  This was predominantly related to staff 

giving inconsistent or varying levels of information to parents and observing older 

children going into surgery before younger children.  The great majority of parents 

believed that the order of children going into surgery should be youngest first due to 

their inability to understand and therefore cope with their preoperative hunger and thirst.  

Several parents were highly impressed with the child-friendly facilities at the hospital 

and concluded that they would choose this facility again if needed. 

 

Extent of Parental Presence, Parent Anxiety, and Availability of Parent Support 

A common positive aspect mentioned was being present with the child during 

anaesthetic induction.  In some cases, policy at the surgical facility permits one parent to 
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accompany their child during anaesthetic induction.  Despite some parents’ concerns 

about seeing their child unconscious, presence with the child at this time (if permitted) 

was essential and decreased parent anxiety and child distress.  Although being present 

with the child was very important to parents, only one parent (who was a nurse) 

explicitly stated their preference to be present during the procedure.  While there were 

several parents interviewed who were nurses, only this one nurse expressed their desire 

to watch their child’s procedure.   

The most important aspect for improvement regarding parental presence was to 

be present with the child in recovery.  Depending on the hospital policy, one parent may 

be allowed into recovery once their child is fully conscious.  Some preferred both 

parents to be present in recovery for emotional support; while other parents desired to 

be present in recovery before the child wakes to minimise their distress despite several 

parents recognising the potentially distressing nature of seeing their child unconscious. 

Separation from the child just after anaesthetic induction and unexpected medical events 

occurring during surgery were a source of distress for some parents.  In some cases, the 

process of anaesthetic induction and the associated parent anxiety and distress was 

accompanied by appreciation for being supported by the surgeon, theatre staff and 

nurses.  Staying overnight with the child (if an overnight stay was necessary) was also a 

common source of satisfaction for parents.   

 

Decisions Respected, Lack of Respect for Decisions Made, and Accessing Services 

Being respected by the surgeon in relation to their decision to have their child’s 

surgery was an appreciated aspect of care noted by several parents.  In contrast, some of 

the strongest reactions and sources of dissatisfaction occurred due to nurses not 

respecting the parent’s decision to have their child’s procedure done.  Strong reactions 

also occurred when parents had their preferences disregarded by the anaesthetist 

concerning their preferred mode of anaesthetic induction (i.e., needle or gas mask) for 

their child.  This created much anxiety and distress for both parent(s) and child.  A lack 

of respecting decisions also occurred in the accessing services category where referring 

specialists apparently blocked parents efforts to have the procedure done.  Other aspects 

of accessing services that were a source of dissatisfaction included length of waiting 

time from booking the procedure to the procedure date, delay of surgery after the 
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preoperative consultation, and desiring more flexibility in the schedule to access the 

surgeon for the postoperative consultation.     

 

Hospital Facilities and Parent Anxiety 

The most commonly reported parent facility appreciated by parents was being 

supplied with food from the hospital during their child’s hospital stay.  Conversely, the 

most frequent parent facility described as needing improvement was the quality and 

availability of food provided.  A lack of availability and range of food for the child was 

also an aspect of care requiring improvement.  A source of dissatisfaction for several 

parents was the lack of quality and limited choice of reading materials available for 

parents at the hospital.  Improved reading materials would serve as an effective 

distraction for parents while waiting during their child’s procedure.    

 

Privacy and Security and Parent Anxiety 

Access to Privacy was rarely stated but was one of the most positive aspects of 

care received for some parents.  Conversely and more frequently, parents were 

concerned with the lack of privacy during the postoperative period.  Parents wished for 

privacy to protect their child from noise, for their child to feel safe, and to keep their 

child from disturbing others.  Parents also had confidentiality concerns, describing how 

sensitive medical discussions with the surgeon occurred within earshot of other parents.     

 

Parent Anxiety, Health and Safety 

Parents expressed dissatisfaction due to lack of hygiene practices by staff.  This 

included concerns regarding a lack of washing hands by the anaesthetist after eating 

food just prior to the surgical procedure.  Concerns were also expressed regarding a 

perceived lack of hygiene by nurses (i.e., not enough emphasis on washing hands after 

taking children to the toilet), but the latter were milder concerns possibly attributable to 

the context because nurses were not present in the operating theatre unlike the 

anaesthetist.  
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Policy Change 

A source of dissatisfaction occurred due to a perception of a discriminatory 

hospital policy regarding the criteria for receiving a free meal from the hospital only if 

breast feeding.    

 

Impersonal Care    

After the sense of feeling uninformed, the most common source of 

dissatisfaction by parents was perceived impersonal care by hospital staff.  The most 

commonly stated issue was a lack of child-centred care by the nurses, which led several 

parents to conclude that they would not access the same surgical facility again if 

needed.  A lack of the personal touch was also commonly mentioned and 

recommendations included being more inclusive to the child’s father, better food choice 

considering the child’s surgical procedure, and being more considerate of patients and 

parents who are trying to sleep.  A lack of attentiveness particularly in relation to the 

provision of food for their child was also a commonly stated source of dissatisfaction by 

parents.  In these cases, a number of parents either had to supply their child with food to 

‘start them off’ or resorted to searching for food in the hospital fridges.  In other cases, a 

long postoperative wait without food caused distress in some children until they were 

supplied with food by staff.  A lack of ‘taking the time’ by staff was also mentioned by 

several parents.  A heavy workload and a lack of staff were noted by a number of 

parents, which contributed to perceiving the care provided as impersonal due to staff 

being overwhelmed with the workload.  To remedy this, parents suggested more 

government funding for more hospital staff.   

 

Hospital Structure and Layout 

Hospital structure and layout was a source of dissatisfaction for some parents. 

Suggestions for improvement included clearer directions and signposting, hospital 

layout including a bigger preoperative waiting area and a separate child preoperative 

waiting area.  Placing children who are scheduled for surgery next to children with viral 

infections was also a concern expressed by some parents.  
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Child Distress, Hospital Environment and Atmosphere  

Aspects of the hospital environment and atmosphere were sources of 

dissatisfaction and child distress.  This included the smell of food during the 

preoperative waiting period which made it more challenging for parents to distract their 

children from hunger.  Machinery and equipment such as needles seen during the 

preoperative period and in theatre was a source of much distress to some children.  

Parents also described how witnessing the distress of other children in the preoperative 

waiting area caused distress in their children.  It was suggested that children be 

anaesthetised in a separate child-friendly room before being wheeled into the operating 

theatre.    
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Identification of the Central Category 

 

Identification of a central or core category is an essential first step towards the 

integration of research findings which are generated using grounded theory 

methodology (Strauss & Corbin, 1998, Charmaz, 2006).  A central category is an 

overarching concept to which all the generated concepts and categories are related.  It 

occurs in most cases and is able to explain what the explored research focus is all about 

(Strauss & Corbin, 1998).  A central category “has analytical power.  What gives it that 

power is its ability to pull the other categories together to form an explanatory whole” 

(Strauss & Corbin, p. 146).  In the present study, the core category was identified as the 

major concept of Managing the Process of Surgery.  This major concept captures how 

families dealt with the process of surgery from arrival at the hospital on the day of the 

procedure to several weeks postoperatively.  This is the essence of the experience as 

described by families.  All other major concepts (and their smaller major categories and 

categories) are related to this major concept.  The major concept of Service Access 

encompassed the causal conditions which led to the situation of managing the process of 

surgery.  The major concept of Facilitators and Constrainers to Managing the Process of 

Surgery captures all the intervening conditions which enhanced and impaired families in 

their ability to manage the process of surgery.  Lastly, the major concept of Reflections 

on the Surgical Care Provided captures the consequent evaluations of families regarding 

how they managed the process of surgery in light of their general experience and the 

care received.    
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Emergent Theoretical Structure 

 

Patients tended to disclose considerably less about their surgical experience 

compared to their parents.  Consequently, the range and depth of the themes that 

emerged from the patient data was limited and in some cases, replicated the themes 

derived from the parent data.  The major concept of Facilitators to Managing the 

Process of Surgery that was derived from the patient data was entirely captured in the 

parent data.  Therefore, only the child data of substantive additional value has been 

included as part of the emergent theoretical structure.      

 Based on the analysis in phase 1 and questions 1 and 2 in phase 2, a theoretical 

structure emerged to account for the major concepts and their relationships.  Figure 4.5 

shows the framework which illustrates the experience of families in managing the 

process of surgery.   
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Figure 4.5. Emergent Conceptual Framework Illustrating the Experience of Families in 

Managing the Process of Surgery.  

Boxes with jagged edges indicate the patient data contributions to the structure. 

Arrows indicate relationships between categories.   

+ indicates a major category that is a facilitator of the central category Managing the 

Process of Surgery.   

-  indicates a major category that is a constrainer of the central category Managing the 

Process of Surgery.   
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Chapter Summary 

 In the quantitative phase of the study, questionnaire data was used to answer 

research questions 1 - 6.  Patient ratings of the paediatric surgical care received were 

generally more positive when compared with the ratings by their parents.  Exploratory 

factor analysis with the PSPEQ (parent form) identified a four-factor structure including 

the factors of: 1) Hospital Staff, 2) Surgeons, 3) Hospital Facilities, and 4) Access.  The  

41-item solution accounted for 47.2% of the score variance.  Cronbach’s alphas for the 

factors ranged from .67 - .92.  Exploratory factor analysis with the QCSH (child form) 

identified a three-factor structure including the factors of: 1) Child Friendliness,  

2) Quality of Care, and 3) Comfort.  The 10-item solution accounted for 51.4% of the 

variance.  Cronbach’s alphas for the factors ranged from .59 - .91.   

The four factors generated by the exploratory factor analysis with the parent 

data were entered into a one-way between-subjects MANOVA.  Participants who 

travelled 90 minutes or more each way to the surgical facility rated their Access 

statistically significantly less positively (M = -.76, SD = 1.11), compared to participants 

who travelled less than 90 minutes each way to the surgical facility (M = .02, SD = .88).  

Travel time to the facility accounted for 13% of the variance in ratings of Access to 

care.  

In the second quantitative phase of the study, a standard multiple regression 

analysis was conducted to investigate the predictive power of the four factors in 

predicting three general measures of patient perceptions of care including: 1) overall 

satisfaction with the care received, 2) overall perceived quality of hospital care, and  

3) recommending the service to a friend.  Overall satisfaction with care was statistically 

significantly predicted by the factors of Hospital Staff, Surgeons, and Hospital Facilities 

respectively, which accounted for approximately 24% of the variance in overall 

satisfaction with care.  Overall quality of hospital care was statistically significantly 

predicted by the factors of Hospital Staff, Hospital Facilities, and Surgeons respectively, 

which accounted for approximately 34% of the variance in overall quality of hospital 

care.  Recommending the service to a friend was statistically significantly predicted by 

the factors of Hospital Staff, Hospital Facilities, and Access respectively, which 

accounted for approximately 35% of the variance in recommending the service to a 

friend.   A graphical depiction of the standard multiple regression results is seen in 

Figure 4.4.  
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In the qualitative phase of the study, semi-structured interview data were 

analysed using a combination of grounded theory and content analysis approaches to 

answer research questions 7 - 11.  Categories were generated from the interview data 

using a grounded theory approach.  A 20% random sample of the interview data was 

used to establish an acceptable level of inter-coder reliability between the researcher and 

a second coder.  Krippendorff’s alpha for the categories ranged from .79 - 1.00.  The 

remaining interview data was then analysed by the researcher and the emergent 

categories were refined.  A total of 44 categories emerged from the parent interview 

data (see Table 4.39) and 14 categories emerged from the patient interview data  

(see Table 4.40).      

In the second qualitative phase, the relationships between the categories that 

emerged from the data were determined.  This process also resulted in the identification 

of the central category of which all other categories are related.  An emergent 

theoretical structure reflecting the relationships between the categories and central 

category was then determined.  To confirm the emergent theoretical structure generated, 

a random selection of interview transcripts was chosen to check the explanatory power 

of the theoretical structure in accurately reflecting the perceptions of individual 

participants.  In this way, the validity of the theoretical structure was established.  A 

graphical depiction of the theoretical structure generated can be seen in Figure 4.5.       

 

 

     

 

 

 

 

 

 

 

 

 

 

 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       348 

 

 

Chapter 5: Discussion 

 

Introduction 

 This chapter discusses the findings presented in Chapter 4 in relation to the 

research questions and hypotheses of this study as well as past research presented in 

Chapter 2.  Foremost, this study presents here for the first time two clinical instruments, 

the PSPEQ (parent form) and the QCSH (child form), designed to evaluate paediatric 

surgical care, the reliability and validity statistics, and the relevant structure and 

theoretical underpinnings.  The quantitative and qualitative findings are addressed 

separately.  The findings of the quantitative phase of the study are firstly discussed and 

address the parent and patient ratings of the care provided, the factor structures of the 

PSPEQ (parent form) and the QCSH (child form), parent characteristics and their 

relationship with overall satisfaction with care, the impact of travel time on overall 

satisfaction with care, and the predictors of parent overall satisfaction with care.   

 Findings of the qualitative phase of the study are then discussed and include the 

emergent theoretical structure of the parent interview data, the most positive aspects of 

care by parents and the aspects of care parents described as requiring improvement.  

The emergent theoretical structure of the patient interview data is then reviewed, and the 

most positive aspects of care by patients as well as the aspects of care that patients 

described as requiring improvement are discussed.   

 Comparisons of the parent and patient findings are then presented, followed by a 

summary of the qualitative and quantitative findings that included the creation and 

evaluation of the QCSH and PSPEQ instruments.  Conclusions of the study are then 

drawn and the limitations are discussed.  Suggestions for further research are offered, 

which include additional items for the PSPEQ and QCSH, and retesting weakly loaded 

items and items that require refinement.  Finally, implications for future policy, practice 

and procedure in the form of recommendations are provided.                

 

Discussion of Findings 

 This study investigated parents’ and younger patients’ evaluations of Australian 

paediatric specialist surgical care and the impact of travel time on these evaluations.  

The findings of this study demonstrate that children as young as 5-years-old can 
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evaluate their health care and can provide useful information to improve paediatric 

surgical care.  This study had several purposes and included the design and 

interpretation of two test instruments, and the assessment of the construct validity and 

internal consistency reliability of the PSPEQ and QCSH.  This study established parent 

and patient ratings of the paediatric surgical care provided and offers a utilisation 

approach for subsequent implementation of the long forms of the PSPEQ and QCSH 

prior to paediatric surgery.    

 

The PSPEQ and QCSH 

 Patient and parent instruments that captured perceptions of paediatric surgical 

care were developed and evaluated.  The instruments designed are user-friendly and 

each instrument can be completed by parents and patients in 15 minutes.  Short forms of 

the PSPEQ and QCSH when developed, will enable completion of the instruments in 5 

minutes.  The instruments are easy-scoring tools, which make them ideal for 

administration by reception staff at surgeons’ consultation rooms, hospital reception 

staff and nursing staff, and for researchers.   

 The PSPEQ and QCSH can be completed by families while waiting in the 

surgeons’ consultation rooms prior to the postoperative follow-up consultation.  In this 

setting, the instrument items can serve as a prompt to patients and parents regarding any 

questions they have about postoperative care.  This should enhance treatment 

compliance, which should lead to shorter recovery times thus minimising overall health 

care costs and better outcomes for patients and their parents.   

 In the hospital setting, the PSPEQ and QCSH can be used to determine patient 

and parent perceptions of the care provided by the nurses and hospital support staff as 

well as perceptions of the quality of the hospital facilities provided.  Any areas of care 

that are evaluated as needing improvement can therefore be enhanced.  The instruments 

can also be used to obtain feedback from families in response to changes to hospital 

infrastructure, such as the addition of a new child-dedicated ward or newly added child-

friendly facilities.  If an increase in ratings of patient satisfaction is obtained using the 

PSPEQ and QCSH, this would provide justification for additional government funding 

to add similar facilities to other hospitals, which should increase patient satisfaction at 

those hospitals.     
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 The PSPEQ can also help in assessing the rural and regional need for paediatric 

surgical services and can assist in determining the efficacy of the subsidies offered by 

the Australian state travel schemes in providing financial support for families who 

travel long distances for health care.  This in turn can provide justification for monetary 

increases to the current Australian state government travel subsidy schemes. 

 A variety of items are included in the QCSH and PSPEQ and are designed to 

obtain feedback in relation to specific service providers such as the surgeons, nurses, 

reception staff, and quality of the available hospital facilities.  Each type of service 

provider can use the results gathered by the instruments to enhance the experience of 

children and their families during a visit to hospital for surgery.  The clinical utility of 

the instruments is reflected in the items, which are specific to various service providers 

and can be scored and rapidly interpreted by the relevant medical professionals.     

 While this study provides the micro details of the instruments’ design and factor 

analysis of their subscales, it is acknowledged that the level of detail presented here 

requires streamlining for the practical use of the PSPEQ and QCSH.  A simplified 

procedure for scoring and interpretation of the instruments can be seen in Appendix N.   

 

Quantitative Findings 

 The general negative skews of parent and patient responses to the fixed response 

items of the PSPEQ and the QCSH are consistent with past research on evaluations of 

surgical care by parents and patients.  Those studies have found that fixed choice 

evaluative instruments yield highly positive ratings (Chesney et al., 2005; Stallard et al., 

1992).  The generally high satisfaction ratings are consistent with other research on 

paediatric hospital care (Miceli & Clark, 2004).  Surgical patients are generally more 

satisfied compared to other health care samples who did not have surgery (Rahmqvist & 

Bara, 2010).  As anticipated, general satisfaction scores were very positive compared to 

ratings of specific aspects of care.  These findings are consistent with past research  

(e.g., Jenkinson et al., 2002; Sitzia & Wood, 1997; Williams & Calnan, 1991).  

 

 Parent ratings 

  The most positively rated aspects of care were in relation to the surgeons 

and included the surgeon’s answers to child’s questions, the personal manner of 

the surgeons, surgeons’ answers to parents’ questions, surgeons’ explanations of 
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the child’s condition, opportunity for the patient to ask questions, and surgeons’ 

warmth and personal interest in the patient.  Although there is a lack of patient 

satisfaction research that focusses on evaluations of the surgeons’ care, the 

higher surgeons’ ratings compared to the ratings for the service provided by 

nurses and administrative support staff is consistent with the findings of Hays, 

Nelson, Rubin, Ware, and Materko (1990).  In their factor analysis study of the 

PJHQ scales (Hays et al., 1990), the “medical care” subscale was the highest 

rated scale followed by the “nursing and daily care” subscale (p. S31).  

However, in a more recent study with parents of paediatric patients, the mean 

scale score for the “nursing care” subscale of the Press Ganey Pediatric Inpatient 

Survey was higher than the mean scale score for the “physicians” subscale 

(Miceli & Clark, 2005, p. 48).  Further research is required to determine whether 

this study’s results are specific to paediatric surgical care, an anomaly, or are 

consistent with other surgical care specialists.  

  Based on parents’ ratings, the areas requiring the most improvement 

were related to the hospital facilities and lack of clear information given by 

hospital staff.  This included things to keep the parent occupied while waiting, 

telephone facilities on the ward, hospital staff using words too difficult for the 

patient to understand, being shown around the ward, tea and coffee facilities in 

the ward, and staff giving vague explanations.  The finding of lower satisfaction 

with hospital facilities and being informed about those facilities is consistent 

with findings of UK adult day-surgery patients (Black & Sanderson, 1993) and 

research with Danish (Ammentorp et al., 2006) and US (Miceli & Clark, 2005) 

parents of paediatric hospital patients.  These results suggest that issues with 

hospital facilities span across different countries, different types of patient 

groups, and have been documented in more recent research which indicates that 

hospital facilities and the giving of information about those facilities need to be 

improved. 

  Lower ratings of the information given by hospital staff in this study are 

consistent with past research on Australian (O’Connor et al., 1991) and UK adult 

day-surgery patients (Black & Sanderson, 1993), Danish parents of paediatric 

hospital patients (Ammentorp et al., 2006), and US (Cleary et al., 1991) and 

Finnish (Majasaari et al., 2005) adult hospital inpatients.  The studies reported 
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low ratings of information regarding various issues such as what to expect 

(O’Connor et al., 1991), information about treatment (Black & Sanderson, 

1993), understanding the nurses’ information (Ammentorp et al., 2006), not told 

about daily routine (Cleary et al., 1991), and information of a clearer nature to be 

given to patients and family members regarding side effects of medication and 

after-discharge care (Majasaari et al., 2005).  These findings indicate that there is 

room for improvement in regards to various types of information given across 

different hospital settings and in different countries.      

  Participants rated the length of time on the surgical waiting-list prior to 

the day of the procedure as positive.  In contrast, a large minority rated the 

length of waiting time at the surgical facility as too long.  This did not seem to 

impact markedly on the overall perceptions of care, since overall ratings were 

very close to the highest end of the scale.  This is in contrast to previous research 

on the impact of waiting times at the hospital on patients’ perceptions of care 

that have found links between longer waiting times and lower levels of patient 

satisfaction (e.g., Magaret et al., 2002; Rudkin et al., 1996; Thompson et al., 

1996).  Requests for shorter waiting times at the hospital have also been reported 

by other patient satisfaction studies (e.g., Ammentorp et al., 2006; Hanson et al., 

1994; Majasaari et al., 2005).  These findings may be because participants in this 

study considered the long preoperative waiting time as an issue beyond the 

control of the health care providers and thus was not reflected in their ratings.   

  Of those families that travelled 90 minutes or more to the surgical 

facility, less than a third were informed of the available government travel 

subsidies available.  This is consistent with the Australian qualitative interview 

findings of Bentley (2001) and McGrath and Seguerra (2000) with rural patients 

who accessed a distant health service.  However, the proportion of uninformed 

patients in this study was considerably greater than in the Bentley (2001) study 

where under half of the patients were uninformed.  The uninformed proportion 

of participants was even less in the McGrath and Seguerra (2000) study where 

the uninformed proportion was a quarter of the participants.  This indicates that 

important information for Australian families travelling to health facilities is still 

not being made available in a consistent manner.  This issue is further discussed 

in the implications for practice and policy section of this chapter.     
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 Patient Ratings 

   The highest ratings by patients were for the items related to how nice the 

doctor was, how well the nurses looked after them, how well the doctors looked 

after them, how nice the nurses were, and how well the doctors answered their 

questions.  High ratings of how nice the doctors and nurses were is consistent 

with the findings of a US study with paediatric clinic patients (Chesney et al., 

2005).  Items referring to how nice the staff were had the highest ratings 

(Chesney et al., 2005).  In reply to an open-ended question, caring staff was one 

of the most positive aspects of the care received, which was also consistent with 

their parents’ responses (Chesney et al., 2005).  Caring doctors and nurses were 

also the best things about being in hospital for paediatric patients in a UK study 

(Curtis et al., 2004).  How well the doctors answered the patient’s questions was 

also one of the highest rating parent items in this study.  These findings 

demonstrate the importance of providing paediatric patients with warm, 

attentive, and empathic care and the influence it has on evaluations of that care.   

  The lowest rated items were related to the length of the visit at the 

hospital, the travel time to the hospital, the level of comfort at the hospital, and 

the quality of the toys and games at the hospital.  These findings are consistent 

with those of Chesney et al. (2005) who found that paediatric clinic patients 

listed distance from home as one of the worst parts of accessing a paediatric 

clinic.  In the same study, children listed more play and reading resources as one 

of the most frequent suggestions for improvement to the service (Chesney et al., 

2005).  More age-appropriate facilities was also suggested as a recommended 

change by paediatric hospital patients in a UK study (Curtis et al., 2004).  These 

findings suggest that improvements can be made to the quality of the child-

friendly facilities provided by the hospital.  These results also indicate that the 

period of time a child spends in hospital should be kept to a safe minimum.  The 

provision of more regional and rural based paediatric surgical facilities would 

minimise the negative impact of travel time to care on paediatric patients.              

  Patients rated their level of preoperative hunger as higher than their level 

of preoperative thirst.  This is consistent with the findings of Engelhardt, Wilson, 

Horne, Weiss, and Schmitz (2011) who found that UK paediatric patients 

experience a higher rate of preoperative hunger compared to thirst.  This is in 
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contrast to Finnish paediatric surgical patient and parent research that found 

children 2 to 10-years-old experience more preoperative thirst than hunger 

(Klemetti & Suominen, 2007).  This variation in findings may represent a 

developmental difference in the ability of children to articulate how they are 

feeling, since older children are able to more accurately describe bodily 

sensations (Perrin & Gerrity, 1981). 

   Patients rated the level of information given to them about their 

operation as higher than the level of information they desired, which indicates 

that some patients preferred being given less information than they received. 

This is consistent with the findings of a US study with paediatric patients 

(Fortier et al., 2009) where the majority of patients desired detailed information 

about their operation.  In the same study, some patients preferred to be given less 

information (Fortier et al., 2009).  Developmental differences may explain the 

varied amount of information that paediatric patients prefer to receive regarding 

their surgery, since the preferred level of information has been found to differ by 

age with younger children desiring a greater amount of information regarding 

their procedure (Fortier et al., 2009).  It is important to note here that the 

receiving of information is sometimes necessary, such as being informed about 

the level of pain to expect postoperatively or instructions on wound 

management.  In such cases, it is recommended that information be given to 

patients in an age-appropriate manner to minimise their preoperative anxiety and 

distress.        

 

 Factor Structure of the PSPEQ (Parent Form) 

   In the exploratory factor analysis of the PSPEQ, the seven aspects of care 

that the PSPEQ items were based on did not emerge as seven independent 

factors.  Items clustered together so that interpersonal skills, information, 

competence and technical skills, coordination and continuity, and efficiency 

loaded together.  However, these aspects in combination were perceived for the 

surgeons as separate from the other hospital staff because items relating to the 

nurses and other support staff loaded together.  These findings are consistent 

with the hospital patient satisfaction studies of Ammentorp et al. (2006) and 

Sorlie et al. (2000), where interpersonal skills of the nurses and doctors were 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       355 

 

perceived by parents and patients as distinct aspects of care.  This study’s 

findings also support the results of Cortis and Lacey (1996), Miceli and Clark 

(2005), and Rubin et al. (1990) where patients viewed the interpersonal skills 

and information aspects of care as one unified aspect that were instead 

compartmentalised based on the type of hospital service provider.  The factor 

analysis research of Miceli and Clark (2005) is supported by this study’s results 

because all doctor- and nurse-related items were found to be grouped on the type 

of service provider, either nurses or doctors.  In contrast to the Miceli and Clark 

(2005) study, this study found that the nurse-related items load with items 

related to admission and discharge, which indicates that parents conceptualised 

the service provided by the nurses and supporting administrative staff as one 

unified aspect of care.   

   The surgeon-related items loaded on a separate factor indicating that 

participants perceived the care by the surgeons as a separate aspect of care.  This 

may be attributed to the contact that is made with the surgeon prior to the 

hospital visit.  Meeting with the surgeons in their consultation rooms may have 

influenced parents to view the surgeon as separate to the hospital they attended.  

In addition, surgeons can operate at a number of hospitals, which was the case 

here.  These issues when taken together, may have influenced the 

compartmentalisation of the surgeons’ services as a separate aspect of care for 

parents.   

   Access issues were perceived as a separate aspect of care and 

encompassed issues such as the distance to care, number of surgeons in the area, 

and the extent of cost, social commitments and employment commitments in 

accessing care.  Notable items that did not load adequately on this factor and 

were therefore dropped from the factor analysis were surgical-list waiting time 

prior to the day of the procedure and waiting time at the hospital on the day of 

the procedure.  This suggests that evaluative ratings on both forms of waiting 

time were not important to participants in terms of overall satisfaction with the 

care received and is in line with the studies that examined the rankings of 

aspects of care based on importance (Andrus, 1984; Hall & Dornan, 1988b; 

Pascoe & Atkisson, 1983).  Those studies consistently found access to care as 

measured by waiting times to be one of the lower ranked aspects in importance. 
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These results are also in line with the ranking item findings in this study where 

participants ranked access as the seventh most important aspect out of the eight 

aspects of care listed.  This study’s findings are in contrast with those of Boyce 

et al. (1997); Meredith and Wood (1996), and Rudkin et al. (1996) in which 

shorter waiting time prior to the day of surgery and preoperative waiting time at 

the hospital were associated with higher levels of satisfaction for adult surgical 

patients.  This variation in findings may be because adult patients are more time-

conscious when compared with parents of paediatric patients.  Parents may have 

been preoccupied with caring for their child (and possibly other children) during 

the preoperative period, which acted as a distraction from keeping track of time.   

  Hospital facilities were also perceived as a separate aspect of care which 

is consistent with past research on patient satisfaction with hospital care (Chow 

et al., 2009; Hays et al., 1990; Nathorst-Boos et al., 2001).  Interestingly, the 

item on car park facilities did not load adequately on the Hospital Facilities 

factor or any of the other factors which is contrary to past research  

(e.g., Greenwood, 1993).  It may be that participants attributed the level of 

adequacy of the car park facilities as a council issue rather than an issue 

associated with the service provided by the hospital.    

   Four subscales of the PSPEQ were generated by the exploratory factor 

analysis and included Hospital Staff, Surgeons, Hospital Facilities, and Access.  

Of the four subscales, Surgeons was rated most positively, followed by Hospital 

Staff, Access, and Hospital Facilities.  The highest spread in scores was for the 

Hospital Staff subscale, followed by Hospital Facilities, Surgeons, and Access. 

The wider range of scores for the Hospital Facilities subscale indicated 

considerable variation in the perceived quality of the facilities available at the 

hospital.  In contrast, ratings of Access had the smallest spread of scores, which 

indicates that it had the highest degree of consistency amongst responses. 

Although the Surgeons subscale had the narrowest range of scores, its standard 

deviation was higher than that of the Access factor, indicating that it had a larger 

spread of scores despite the smaller range. 

   In terms of variance explained by the subscales, the Hospital Staff factor 

accounted for the most variance followed by the Surgeons, Hospital Facilities, 

and Access factors.  The total variance explained by the resulting four-factor 
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structure was almost half the complete variance and is comparable to similar 

scale development studies on perceptions of health care with adults (Au et al., 

2011; Loblaw et al., 2004; Lynn et al., 2007).  This is a robust result when the 

various potential influences on patient evaluations of care that are outside of the 

service provided such as patient characteristics (Hargraves et al., 2001; 

Rahmqvist, 2001; Xiao & Barber, 2008) and patient expectations (Linder-Pelz, 

1982; McKinley et al., 2002; Ross et al., 1987) are considered.     

  

 Factor Structure of the QCSH (Child Form) 

  Three subscales of the QCSH were generated by the exploratory factor 

analysis and included Child Friendliness, Quality of Care, and Comfort.  Of the 

three subscales, Quality of Care was rated most positively, followed by Child 

Friendliness and Comfort.  The highest spread in scores was for the Comfort 

subscale, followed by Child Friendliness, and Quality of Care.  The wider range 

of scores for the Comfort subscale indicated considerable variation in the 

perceived comfort during the hospital stay in terms of the furnishings and length 

of hospital stay.  In contrast, ratings of the Quality of Care as measured by items 

asking how well the doctors and nurses looked after the patient, had the smallest 

spread of scores indicating that it had the highest degree of consistency amongst 

responses.  It is important to note that the considerably smaller dispersion of 

scores in the Quality of Care subscale may be partially attributed to the subscale 

comprising only two items.  Items that loaded on the Child Friendliness factor 

included the toys and games at the hospital and the child-focussed 

communication and information given to patients.  This is in contrast to the 

factor analysis findings of Heary et al. (n.d.) who found that “child-friendly” 

facilities (p. 17), “staff-child communication” (p. 18), and “child-friendly 

language” (p. 18) load as separate factors.  The item capturing evaluations of 

journey time did not load adequately on any of the factors, although it did load 

weakly on the Comfort factor.  This is in contrast to Chesney et al. (2005) who 

found distance to a paediatric clinic to be one of the worst aspects of the 

experience for patients.  This discrepancy in the findings may represent a 

cultural difference between the samples.  Australians may be more accustomed 

to travelling for their health care.  Patients in this study may have considered the 
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journey time to the facility as an aspect of the experience that was indeed 

negative but separate to the hospital visit itself, which resulted in the item not 

loading strongly on the Comfort factor.   

  As seen in Chapter 4, the subscales of the QCSH approached the 

standard for internal consistency of an exploratory scale.  This demonstrates that 

children as young as 5-years-old were able to reliably evaluate aspects of the 

surgical care they received with the aid of the faces response scale.  This is 

consistent with the findings of other studies that have investigated the 

psychometric properties of child health care instruments (Chesney et al., 2005; 

Heary et al., n.d.; Pelander et al., 2009).  

  In terms of variance explained by the subscales, the Child Friendliness 

factor accounted for the most variance followed by the Quality of Care and 

Comfort factors.  The total variance explained by the resulting three-factor 

structure was over half the complete variance and like the PSPEQ factor 

structure, is comparable to similar past studies on scale development based on 

perceptions of health care with adults (Au et al., 2011; Loblaw et al., 2004; Lynn 

et al., 2007).  This is a slightly more robust result compared to the total variance 

explained by the PSPEQ subscale factors.  

 

 Parent Characteristics and Parent Satisfaction  

  It is possible that parent evaluations of the paediatric surgical care 

provided were impacted by variables outside the service provided.  Such 

variables include patient or parent characteristics and expectations.  While 

expectations were not addressed in this study, the parent characteristics of 

gender, age, education background, annual household income, self-rated health 

status, and type of facility attended (public versus private) were controlled for in 

the MANOVA.  Furthermore, correlational analysis and t-tests were conducted 

between these demographic variables and the three general measures of parent 

satisfaction, which were overall quality of the hospital care, overall satisfaction 

with the care received, and intent to recommend the hospital service to a friend.  

None of these yielded statistically significant results, with the exception of 

facility type and waiting time on the surgical list prior to the day of the 

procedure.  These findings suggest that the scores of this study’s sample cannot 
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be attributed to the parent characteristics of the sample mentioned here.  This is 

in contrast to previous studies that have found relationships between overall 

patient satisfaction levels and patient gender (Cleary et al., 1992; Nguyen et al., 

2002), age (Hargraves et al., 2001; Rahmqvist, 2001), education (Hekkert et al., 

2009; Rubio et al., 2007), income (Rubio et al., 2007; Xiao & Barber, 2008), and 

self-reported health status (Hargraves et al., 2001; Rahmqvist, 2001).  

  Parents who attended a private facility gave statistically significantly 

higher ratings on the three overall measures of satisfaction compared to parents 

who attended a public facility.  This difference by facility type was not assessed 

as greatly influencing the data set, since the proportion of families that attended 

a private facility was close to half the sample size and therefore any differences 

by facility type would cancel each other out (see Appendix B).  A statistically 

significant weak negative correlation was also found between waiting time on 

the surgical list prior to the day of the procedure and overall quality of the 

hospital care received.  This finding is in line with past research with adult 

surgical patients (Boyce et al., 1997; Meredith & Wood, 1996; Rudkin et al., 

1996) and indicates that despite most parents rating the waiting time prior to the 

day of the procedure as either much shorter than expected, shorter than expected 

or as expected, there was still a negative influence of longer waiting times on 

evaluations on the quality of the hospital care received.  Interestingly, when 

asked in the PSPEQ whether a private or public facility was better, more than 

half the sample selected the ‘no difference’ option.  These findings indicate that 

although there was an effect of facility type on parent evaluations of care in this 

sample, it was not necessarily an opinion expressed by parents.  

 

 Impact of Travel Time on Parent Satisfaction   

  As hypothesised, participants who travelled 90 minutes or more by car to 

the surgical facility rated Access statistically significantly lower than 

participants who had a shorter travel time.  However, contrary to the hypothesis, 

distance did not impact on ratings of Hospital Staff, Surgeons, or Hospital 

Facilities.  This is inconsistent with the qualitative findings of this study, where a 

number of parents expressed the all-encompassing impact of travelling long 

distances to care.  The results are also inconsistent with past research that has 
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found long distance travel to negatively influence other dimensions of care 

(Aday et al., 1980).  It may be that the extra effort that rural and remote patients 

make to access paediatric surgical care does not manifest itself in terms of 

negative evaluations of that care because there is an acceptance that living in a 

rural or remote area requires extra effort to access health care, which families are 

prepared to make.  Nevertheless, travel time to care accounted for a marked 

proportion of variance in responses to the Access to care subscale which is 

considered bordering on a large effect size (Cohen, 1988; Tabachnick & Fidell, 

2013).  This is comparable to the effect sizes previously cited in a meta-analysis 

of access to health care and satisfaction (Pascoe, 1980) and is in line with the 

work of Corbett and McGuigan (2008), and Penchansky and Thomas (1981) in 

which they concluded that travel time is a key variable in influencing 

satisfaction with health care.         

 

 Predictors of Parent Satisfaction with Paediatric Surgical Care  

  The validity of the factor structure generated by the PSPEQ was tested 

by investigating the strength of the subscale factor scores in predicting general 

indicators of parent satisfaction with care.  The general indicators were the item 

scores of general satisfaction with care, perception of overall hospital care 

quality, and the intent to recommend the hospital services to a friend.  

  In predicting overall satisfaction, the statistically significant predictor 

that accounted for the most variance was Hospital Staff followed by Surgeons 

and then Hospital Facilities.  Access was not a meaningful or a statistically 

significant predictor of overall satisfaction.  In this case, although access is 

known to be an important issue in relation to patient satisfaction, as seen in the 

factor structure of the PSPEQ, the MANOVA results and in the qualitative 

interview findings presented later in this chapter, this importance was not 

captured here.  The relative weakness of the Access factor in predicting overall 

satisfaction with care is anticipated, since the Access factor accounted for the 

least variance in the factor analysis of the PSPEQ, the relatively low internal 

consistency of the Access subscale, and the small number of items that 

comprised the subscale.  
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  Overall quality of hospital care was statistically significantly predicted 

predominantly by the Hospital Staff factor followed by Hospital Facilities and 

the Surgeons factor.  The change in the ranking of the variance explained by the 

Surgeons factor in comparison to predicting overall satisfaction with care may 

be attributed to the inclusion of the word ‘hospital’ in the item.  Perhaps if the 

item was phrased without reference to the hospital, such as ‘overall quality of 

care’, this may have yielded different results.  The inclusion of the word 

‘hospital’ may have weakened the predictive importance of the Surgeons factor 

because participants may not necessarily associate the surgeons with the 

hospital.  Since it is common for surgeons to operate at various hospitals and 

participants generally encountered the surgeons at the preoperative consultation 

prior to the hospital stay, surgeons were probably more likely to be viewed as 

independent to the hospital, thus weakening the predictive power of surgeons in 

explaining overall quality of hospital care.  The perception of the quality of 

hospital care was not statistically significantly influenced by the Access to care 

factor which was anticipated, as already stated.   

  In predicting the extent to which participants would recommend the 

hospital service to a friend, the statistically significant predictor that accounted 

for the most variance was Hospital Staff followed by Hospital Facilities and 

Access.  In contrast to the prediction of overall satisfaction and overall quality of 

care, recommending the hospital service to a friend was not statistically 

significantly predicted by the Surgeons factor, but was statistically significantly 

predicted by the Access factor.  It may be that in recommending the hospital 

service to a friend, the surgeon is seen as separate to the service provided by the 

hospital.  Also, since the surgeons can operate at more than one facility, they 

were not thought of when recommending the hospital service to others.  In 

relation to Access being a statistically significant predictor of intent to 

recommend the service to a friend, it is likely that recommendations would be 

made to friends in regional or suburban proximity to the participants.  

Associations between participants and friends are likely to be based on the 

children (e.g., child care, school, or work).  Thus, ratings on Access would 

impact on whether participants would believe that the trip is justified for other 

families or at least participants would consider the access to care issues before 
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recommending the hospital service to a friend who matches a particular set of 

common circumstances (e.g., procedure required).  

  The relatively weak predictive power of the Access factor may also be 

attributed to the small proportion of families in the sample that travelled longer 

distances to care.  The importance of access in predicting the items that 

measured general perceptions of care may have been stronger and may have 

resulted in explaining more variance, had there been more long distance 

travellers in the sample.  The overall predictive power of the four factors was 

greater for predicting quality of hospital care and intent to recommend the 

hospital service to a friend, compared with overall satisfaction with care.  Patient 

satisfaction is known to be influenced by variables outside of the service 

provided, such as patient characteristics (Hargraves et al., 2001; Rahmqvist, 

2001; Xiao & Barber, 2008) and patient expectations (Linder-Pelz, 1982; 

McKinley et al., 2002; Ross et al., 1987).  This may account for the difference in 

predictive power of the four factor structure in explaining overall satisfaction 

with care versus quality of hospital care and intent to recommend the hospital 

service to a friend.  Supporting this notion are the studies that have found less 

variation in ratings when items are framed in terms of satisfaction as opposed to 

rating the quality of care on an evaluative scale such as poor to excellent (Cleary 

et al., 1992; Jenkinson et al., 2002).  Health care evaluation research using 

multiple regression to predict general satisfaction with care has also found 

questionnaire subscales to explain a greater amount of variance when the 

dependent variable is quality of care, compared to satisfaction with care 

(Medina-Mirapex et al., 2012).   

  The three multiple regressions resulted in explaining between a quarter 

and over a third of the variance of overall satisfaction with care, perceptions of 

hospital care quality, and intent to recommend the hospital’s services to a friend 

based on the four PSPEQ subscale factors.  This percentage of variance 

explained is comparable to past health care evaluation research findings 

(Medina-Mirapex et al., 2012) and is a robust result, considering the various 

other influences on patient evaluations of care that are outside the service 

provided.    
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Emergent Theoretical Structure of the Qualitative Parent Data  

 The central concept identified in the qualitative phase of this study with the 

parent data was how families managed the process of surgery from arrival at the 

hospital on the day of the procedure to several weeks postoperatively.  This included 

parent anxiety, events that occurred during the preoperative period at the hospital, 

anaesthetic induction, unexpected events, parents’ separation from the patient during the 

procedure, and hospital and home postoperative events.   

 Various issues were identified as causal conditions that led to accessing the 

paediatric surgical service.  This included being encouraged by the experience of others 

who accessed the service provider, having past experience with the service provider, 

ease or difficulty in accessing the service including waiting times prior to the day of the 

procedure and difficulty with obtaining a referral, having parent decisions respected by 

the surgeon, cost effectiveness, experience at other services, and potential for a better 

quality of life.    

 Interactions with service providers were both facilitators and constrainers to 

managing the process of surgery and included the facilitators of appreciation for service 

providers such as surgeons, nurses, anaesthetists, theatre staff and orderlies.  

Constraining interactions with service providers included feeling uninformed, 

impersonal care, lack of respect for decisions made, and administrative issues.   

 Facilitators and constrainers to managing the process of care also included 

facility- and resource-related issues such as parent facilities, child-friendly facilities, 

limited hospital facilities, limited hospital resources, and surgeon’s consultation rooms’ 

car parks.  Other facilitators and constrainers included issues with privacy and security, 

health and safety concerns, issues with hospital structure and layout, and concerns with 

the hospital environment and atmosphere.  Matters involved in getting to the hospital 

and staying there included the availability of services and life disruption.  Support-

related issues included the availability of parent support, the extent of parental presence 

with the child, and after-discharge care.    

 Consequences of the surgical experience included general evaluations of service 

providers including surgeons, nurses, anaesthetists, and theatre staff. Other 

consequential evaluations included making public-private health care comparisons and 

general evaluations of the health care provided.    
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 Positive Aspects of Care as Stated by Parents 

  A variety of frequent positive themes were encountered during the 

qualitative interviews with parents.  The most prevalent themes are presented 

here.  For a thorough presentation of the positive themes reported, please see 

Chapter 4.  Common positive themes included the high quality communication 

and information given to parents by service providers,  the child-friendly 

approach taken by service providers in communicating with their child, 

including the child in decision-making about their treatment, and giving their 

child mementos and souvenirs to commemorate their bravery during their time 

in hospital.  

  Parents frequently mentioned the communication from staff such as 

explanations from the surgeon regarding the surgical procedure and being kept 

informed by hospital staff on their child’s progress in hospital.  This is consistent 

with past qualitative research (Coyne, 2006b) and with the PSPEQ ranking item 

where explanations of the child’s procedure and hospital routines was ranked as 

the second most important aspect of care by parents.  Other highly valued 

interactions with staff included the support given to parents during their child’s 

anaesthetic induction, which was commonly viewed by parents as one of the 

most anxiety-provoking aspects of their child’s surgery.  This is in line with the 

results of Roden’s (2005) study with parents of hospitalised children.  These 

findings highlight the importance that parents place on high quality 

communication with service providers and emphasise the necessity of service 

providers to give parents the highest quality communication that they desire and 

appreciate.    

  Parents highly valued the child-friendly approach taken by hospital staff 

in dealing with their child.  Having service providers communicate with the 

child using age-appropriate language in a warm, cheerful, and empathic manner 

was greatly valued by parents.  Similarly, several parents expressed how 

important it was that their child was treated as an individual, given a voice, and 

that it was their child’s right to be heard.  This is consistent with the qualitative 

interview findings of Coyne (2006b) with UK paediatric hospital patients and 

their parents.  These results show how important it is for service providers to 

take a child-friendly approach with paediatric patients and their families.    
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  Parents strongly expressed the importance of including their child in the 

decision making process regarding treatment.  These findings are consistent with 

the UK paediatric inpatient interview study of Coyne (2006b).  In particular, 

parents mentioned how much they and their child appreciated being given the 

choice regarding the method of anaesthetic as either the mask or needle.  Parents 

also expressed their appreciation for allowing the child to select the scent of the 

gas.  Having the mask introduced to the child during the preoperative 

consultation so that they feel comfortable was also appreciated.  Several parents 

described the benefits of this by saying that it gave their child a sense of control 

because the children were able to make decisions regarding their treatment.  

These findings support previous UK research that found that adult day-surgery 

patients who are given a choice of anaesthetic are more likely to have a higher 

level of patient satisfaction (Ward, Varvinski, & Montgomery, 2007).  Such 

results highlight the necessity of giving paediatric patients choices regarding 

their treatment where possible, since it gives them a sense of empowerment 

which can in turn, alleviate their distress concerning the procedure.      

  For parents of older children, a frequent positive aspect of the care 

received were mementos and souvenirs that the child was given in recognition of 

their bravery during their time in hospital.  Such gestures were viewed as very 

special to the child.  This appreciation of attention to detail, described by one 

parent as ‘the little things’, is consistent with previous qualitative New Zealand 

research with mothers of hospitalised children (Gasquoine, 2005).  The findings 

of this study and that of Gasquoine (2005) demonstrate the potential positive 

impact that attention to ‘the little things’ can make to families with a child 

having surgery. 

 

 Aspects of Care Requiring Improvement by Parents 

  The vast majority of general comments about the care received were 

positive.  When negative comments were made, they referred to specific 

incidents or situations that were described in detail.  These findings are 

consistent with those of Walker et al. (1998) in their UK interview study with 

adult inpatient and day-surgery patients.   
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  Various issues were raised by parents as requiring improvement.  Some 

of the most frequent issues are presented here.  For a full presentation, please see 

Chapter 4.  Frequent aspects perceived as requiring improvement by parents 

included the length of waiting time at the hospital; for service providers to be 

more respectful of parents’ choices; the provision of high-quality information 

regarding all aspects of the process of paediatric surgery; more parental support, 

particularly for travelling families; an increased level of privacy for the patient 

and family during the hospital stay; the desire for child-dedicated areas and 

separate preoperative and postoperative areas for children; and more age-

appropriate toys and games to be provided by the hospital.    

  Waiting time at the hospital was one of the most common issues that 

parents would like to be changed.  The waiting time appeared to be especially 

challenging for parents of young children who were trying to manage their 

child’s hunger, thirst and distress.  Waiting time has been viewed as requiring 

improvement in a number of studies with US parents of paediatric clinic patients 

and Finnish adult day-surgery patients (e.g., Chesney et al., 2005; Majasaari et 

al., 2005).  For children, a longer preoperative waiting time can accentuate their 

distress (Wollin et al., 2004), which is compounded by hunger and thirst (Neill, 

1995) and further exacerbated by the absence of age-appropriate child-friendly 

facilities to distract the child (Wollin et al., 2004).  This in turn, places more 

pressure on parents to keep their children occupied during the preoperative 

waiting period which may then negatively impact on parent and patient 

satisfaction levels.  A lack of age-appropriate facilities has been found in a 

number of studies on paediatric health services (Chesney et al., 2005; Coyne, 

2006a; Wollin et al., 2004) and is addressed later in the summary section of this 

chapter.    

  There were strong negative reactions from parents when they perceived 

that service providers did not respect their choices or opinions.  Parents stated 

that they wanted hospital staff to acknowledge their competence in knowing 

what was best for their child.  This mirrors the qualitative findings of Hallstrom 

et al. (2002).  In particular, this occurred during incidents with anaesthetists and 

nurses in this study.  In several cases, parents described how the anaesthetist 

disagreed with them on the preferred mode of anaesthetic induction for the child.  
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In several other cases, nurses were reported to have questioned the parent on the 

necessity of having their child’s procedure conducted.  Other cases involved a 

sense of discrimination and inequality of treatment, which also generated strong 

negative feelings.  This included one parent who interpreted a policy that 

allowed only breast feeding women to get a free meal as discrimination.  The 

perceptions of other parents were that some families were better communicated 

with and given extra treatment by service providers, which even included the 

provision of anaesthetic cream for some children and not others.  Perceived 

discrimination of patients has been found in Swiss hospital research  

(e.g., Hudelson, Veronique, & Perneger, 2009) to be a source of dissatisfaction 

that resulted in lower patient satisfaction levels and a lower likelihood of 

recommending the service to others.  These findings highlight the need for 

enhanced patient-centred care practices to promote equality in all aspects of 

treatment in paediatric surgical care. 

  Parents in this study rarely expressed a lack of information given to them 

in general, but a number of parents expressed their lack of satisfaction with the 

level of information regarding certain aspects of care.  Parents desired more 

information regarding postoperative appearance of the surgical site, the one-

parent policy during anaesthetic induction and in recovery, inconsistent nurse-to-

parent information, notification of discharge, lack of timely information on 

procedure date, inconsistent information on date of procedure, time of arrival, 

and fasting cut-off time; and information on what to bring to the hospital.  

Dissatisfaction with the level of information on various issues related to hospital 

care is consistent with past research with adult hospital patients (e.g., Black & 

Sanderson, 1993; Majasaari et al., 2005) and parents of paediatric hospital 

patients (Ammentorp et al., 2006; Miceli & Clark, 2005).  Similar results were 

found in qualitative interview studies with adult hospital patients (Rhodes, 

Miles, & Pearson, 2006; Waterman, Leatherbarrow, Slater, & Waterman, 1999) 

and parents of paediatric hospital patients (Carney et al., 2003; Roden, 2005).  

These results indicate the need for the provision of detailed, high quality 

information regarding all aspects of the paediatric surgical process.   

  A number of parents and particularly those who travelled longer 

distances to the surgical facility described feelings of needing support in various 
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forms.  This includes emotional support and support in caring for their child to 

make other tasks possible, such as purchasing food.  These findings are 

consistent with those of Roden (2005) who investigated the experience of 

parents who had a hospitalised child and those of Aitken and Hathaway (1993) 

who investigated the experiences of travelling families with hospitalised 

children.  Such findings also highlight the necessity for service providers to flag 

travelling families so that the provision of extra-attentive health care can be 

provided.     

  Parents desired an increase in privacy for their child, particularly during 

the postoperative period while the child was awakening from surgery.  Privacy 

concerns was also expressed during discussions between parents and medical 

staff within earshot of other families.  This is consistent with UK (Black & 

Sanderson, 1993) and Finnish (Majasaari, Sarajarvi, Koskinen, Autere, & 

Paavilainen, 2005) day-surgery studies with adult patients and UK parents of 

paediatric patients (While & Wilcox, 1994).   This is in line with past research 

on hospital emergency care where improved privacy was accompanied by 

increased levels of patient satisfaction (Lin et al., 2013).  These results indicate 

the need for the provision of privacy during a hospital stay for paediatric patients 

and their families.  However, where absolute privacy is contraindicated, such as 

for clinical reasons, this should be detailed in the information provided to 

families.   

  Parents also commented on a less than ideal system of patient placement 

at some hospitals.  Parents were troubled to see children with contagious 

conditions (i.e., general viral and ear infections) in the same areas as children 

who were recovering from surgery.  Other parents felt self-conscious and 

obligated to keep their child quiet both preoperatively and postoperatively when 

spaces were shared with adult patients.  These parents suggested that separate 

spaces be assigned to paediatric patients to give families a more relaxed 

experience and to give the children freedom to play.  These results are consistent 

with UK (While & Wilcox, 1994) research with parents of paediatric day-

surgery patients.  Other parents were concerned to see children returning from 

surgery to the same area as children who were waiting preoperatively.  Parents 

described how observing upset children in turn distressed their own children.  
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Similar feedback was noted in an Australian study with paediatric surgical 

patients and their parents (Wollin et al., 2004).  Other parents also questioned 

the necessity to place preoperative and postoperative children together in 

relation to being given food.  Preoperative children who were fasting witnessed 

children eating postoperatively.  Parents commented that this made distracting 

their child even more difficult.  This feedback from parents indicates the 

importance of providing child dedicated areas for families and separate 

preoperative and postoperative areas for hospitalised children.    

  Parents desired a greater provision of age-appropriate toys for patients.  

Other studies with hospitalised children have reported similar results (e.g., While 

& Wilcox, 1994).  A number of parents also mentioned how much worse the 

preoperative waiting period would have been if the hospital did not provide age-

appropriate toys, which were viewed as an effective distraction from hunger, 

thirst, and preoperative distress.  These findings are consistent with the 

Australian findings of Wollin et al. (2004) who found that the provision of age-

appropriate toys and games during the preoperative period decreased 

preoperative distress in children.  A related suggestion for improvement made by 

parents was that if fasting the child could be avoided.  Many parents described 

the fasting period as difficult and challenging.  Although fasting is required  

(e.g., Neill, 1995), parental and patient distress due to fasting can be alleviated 

by the presence of effective distractions in the form of age-appropriate toys as 

well as staggering admission times for families to keep the in-hospital waiting 

time to a minimum (Neill, 1995; Wollin et al., 2004).  Some parents also 

expressed their appreciation when staff advised parents to give their child a 

drink during a longer than expected preoperative waiting time.  These findings 

highlight the importance of providing age-appropriate toys and games to 

paediatric patients, particularly during the preoperative period where such 

facilities are likely to act as effective distractors, thus alleviating preoperative 

anxiety for both the patient and the parents.       

  During the course of the interviews, a number of parents described their 

experience in terms of being ‘as expected’ or ‘not as expected’ when referring to 

various aspects of the service provided.  Such aspects included the waiting time 

at the hospital prior to the procedure and the extent of the facilities provided to 
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families, including the availability of food and drinks.  It is therefore suggested 

by these results that patient satisfaction levels are partially dictated by patient 

and parent expectations.  While patient and parent expectations were not a focus 

of this study, it is acknowledged here that expectations are likely to have played 

a role.  This is in line with studies that have found that patient expectations are 

an important predictor of patient satisfaction levels (Linder-Pelz, 1982; 

McKinley et al., 2002).  Less than a quarter of the patients in the research here 

had been previously hospitalised, so in most cases parents either had no 

experience to compare with, or referred to their own hospital experiences or their 

experiences with their other children as a reference for the present experience.  

This variation in reference points is likely to impact on expectations and should 

be considered in subsequent studies on patient satisfaction.  

 

Emergent Theoretical Structure of Qualitative Patient Data  

 The central concept identified in the child data during the qualitative phase of 

this study was how the process of surgery was managed.  This included managing at 

home and the desire for normal routines postoperatively.  A number of facilitators and 

constrainers to managing the process of surgery were identified by patients.  Facilitators 

included care from service providers, hospital services and facilities, including food, 

child-friendly facilities, and pain management; and being with mum.  Constrainers 

included issues that occurred during the hospital stay, including the preoperative period, 

intrusive events, physical symptoms, fear, emotional distress, and hospital equipment 

and machinery.  Consequences of the experience included looking back positively at 

getting the procedure done.  

 

 Positive Aspects of Care by Parents 

  Patients reported a number of positive aspects of the surgical care 

provided to them.  Please see Chapter 4 for a detailed presentation of those 

aspects.  The most common positive aspects of care that were mentioned by 

patients included the games and toys at the hospital, the care from service 

providers, and the food and drink consumed postoperatively.   

  One of the main positive aspects of care reported by patients were the 

toys and games at the hospital.  This is consistent with the results of an interview 
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study by Carney (2003) on paediatric hospital patients. Wollin et al. (2004) also 

found toys and games at the hospital to be one of the best things mentioned by 

paediatric surgical patients.  Children attending a paediatric outpatient clinic for 

primary care responded to open-ended questions (Chesney et al., 2005) by 

stating that one of the best parts of the experience was the opportunity to play.  

These consistent findings indicate the essential nature of providing paediatric 

patients with age-appropriate facilities that serve as preoperative distractors and 

occupy patients during waiting times.   

  Another most positive aspect of the care frequently mentioned by 

patients was the care by service providers.  This is consistent with the findings of 

Wollin et al. (2004) with paediatric surgical patients.  Similar results have also 

been found with paediatric outpatient clinic patients (Chesney et al., 2005), who 

noted that caring staff were one of the best things about the care received.  In a 

study with paediatric hospital patients, Curtis et al. (2004) found caring doctors 

and nurses to be one of the best things about the care received.  These results 

emphasise the importance that patients place on child-centred care from service 

providers and the necessity for doctors, nurses and all support staff to provide 

child-centred care to paediatric patients.      

  A common positive aspect of care also mentioned by patients was the 

food and drink provided after the procedure.  This is in line with research 

conducted with paediatric hospital patients who were asked about the best 

aspects of care (Lindeke et al., 2006).  Food and drink after the procedure was 

also noted with paediatric surgical patients in a study by Wollin et al. (2004).  

These results demonstrate the importance that patients place on being given food 

and drink after a period of fasting.  For this reason, food and drink provided to 

patients should be tailored to the preferences of children.   

 

 Aspects of Care Requiring Improvement by Patients 

  Frequently mentioned aspects of care that patients noted as requiring 

improvement included issues during the preoperative period, such as hunger and 

long waiting times; intrusive events associated with surgery, such as the surgical 

procedure and anaesthetic gas; and physical symptoms experienced after the 
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procedure such as nausea, vomiting and pain.  For a detailed review of patients’ 

suggestions for improvement, please see Chapter 4.   

  The stage of the process of surgery that patients wished to have 

improved was the preoperative period and predominantly involved preoperative 

hunger and long preoperative waiting times.  Past research has also found 

preoperative hunger to be an issue for paediatric patients (Engelhardt et al., 

2011; Pelander & Leino-Kilpi, 2010; Wollin et al., 2004).  Interestingly, no 

comments were made by patients regarding improvement to the quality of the 

food provided, despite a number of past studies that have found food quality to 

be an issue (Curtis et al., 2004; Lindeke et al., 2006; Wollin et al., 2004).  Those 

studies included inpatient samples that may have spent several or more days in 

hospital during which time meals would become a focus point in the routine of 

the day.  In contrast, this study included a day-surgery sample, thus the great 

majority of patients did not even spend one night in the hospital. Patients who 

fasted for long periods preoperatively may also be less selective about the 

quality of the food due to hunger.  Long preoperative waiting times compound 

preoperative hunger and was mentioned by a number of patients.  Similar 

findings have been reported in research with paediatric clinic patients (Chesney 

et al., 2005) and paediatric hospital patients (Curtis et al., 2004; Pelander & 

Leino-Kilpi, 2010).  These findings emphasise the need for fasting the patient 

for the minimum possible time within the parameters of safety.  Such calls have 

been made in recent research (Arun & Korula, 2013; Crenshaw, 2011, 

Engelhardt et al., 2011).   

  Patients commonly mentioned intrusive events that occurred during their 

stay in hospital as something they would like to have improved.  This included 

the surgical procedure itself and the anaesthetic gas.  These issues have also 

been documented in a number of studies with paediatric surgical patients 

(Bossert, 1994; Pelander & Leino-Kilpi, 2010; Wollin et al., 2004).  As a way to 

minimise the negative impact of the smell of the anaesthetic gas, paediatric 

patients in this study had the choice of several different gas fragrances to choose 

from (e.g., cinnamon, bubble gum, and vanilla).  The findings of this study 

suggest that further improvements can be made to the pleasantness of those 

fragrances.   
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  Physical symptoms experienced after the procedure, such as nausea, 

vomiting and pain, were also common aspects of the experience that patients 

wished could be improved.  Studies with paediatric clinic patients (Chesney et 

al., 2005) and paediatric hospital inpatients (Bossert, 1994; Lindeke et al., 2006) 

have also documented pain as one of the worst aspects of care.  These results 

highlight the importance of effective pain management practices with paediatric 

surgical patients.    

 

Parent and Patient Comparisons  

 Although parent and paediatric patient comparisons were not a focus of this 

study, a number of differences between parents and paediatric patients in perceptions of 

care are important to note here.  These include differences in ratings of care, perceptions 

of the length of time in hospital, the person most helpful in explaining the procedure, 

perceptions of health care providers and the degree of importance in parental presence 

with the patient.    

 The patient sample generally rated their care more positively and with less 

variation in ratings, compared to the parent sample, which is in line with the findings of 

Magaret et al.’s (2002) study on 5 to 17-year-old paediatric patient and parent 

satisfaction with emergency room care.  The findings are however, in contrast to the 

outpatient study of Chesney et al. (2005) and the inpatient and outpatient study of 

Lindeke et al. (2009) where parents rated their satisfaction more highly than did their 

children.  This led to some items being resistant to statistical transformations and were 

consequently dropped from the analysis.  This may be partially due to positive response 

bias that has been encountered in studies with children using the Likert scale response 

format (Chambers & Johnston, 2002; Rubie-Davies & Hattie, 2012).  Adding further 

support to this argument was unstructured feedback received by parents regarding the 

child questionnaire.  Feedback on two separate child forms mentioned that their child 

‘wanted’ to select the smiley face on the response scale.  It may be that the smiley faces 

added to the desire of patients to select the most positive response option.  Future 

research should endeavour to test the scores of identical questionnaire forms with and 

without the smile faces analogue scale to determine whether the analogue response scale 

compounds the degree of positive response bias in the child respondents.      
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 The length of time in hospital did not load adequately in the factor analysis with 

the parent data, which suggests that for parents, the total time spent at the hospital did 

not impact on the evaluations of the care received.  In contrast, length of the hospital 

visit did load strongly on the Comfort factor in the factor analysis with the patient data.  

Past research with paediatric inpatients (Lindeke et al., 2006) supports this finding.  

This suggests that the perceived appropriateness of the length of the hospital stay was 

more important to the patients rather than their parents in relation to evaluations of care.     

 The person who was most helpful in explaining things differed between parents 

and patients.  For parents, the person most helpful at explaining things in descending 

order was the paediatrician, hospital surgeon, and anaesthetist.  As stated in a later 

subsection of this chapter, some parents identified the paediatric surgeon as the 

paediatrician, thus the proportion of responses selecting the paediatrician are likely to be 

inflated.  Also worth noting here is the large difference in the proportion of respondents 

selecting the hospital surgeon versus the anaesthetist.  For patients, the most helpful at 

explaining things were the doctor, mum, and the nurses in descending order.  Due to the 

age-range of the young patient sample, providing response options for various subtypes 

of doctor (i.e., paediatric surgeon and anaesthetist) was not appropriate.  This was based 

on the parent responses, which indicated some confusion in identifying the correct type 

of doctor providing care.    

 Parents and patients compartmentalised service providers differently.  In the 

factor analysis of the PSPEQ items, parents compartmentalised the surgeon from other 

service providers when evaluating the care they received, leading to separate Hospital 

Staff and Surgeons PSPEQ subscale factors.  In contrast, patients perceived the care 

given by doctors and nurses as one unified concept, as captured by the Child 

Friendliness and Quality of Care QCSH subscale factors.  This indicates a difference in 

the way parents and paediatric patients perceive health care providers.   

 The qualitative interview findings also highlighted differences in the importance 

of the presence of parents.  A number of parents strongly expressed their desire to 

accompany their child during the process of surgery.  This preference has been 

documented in previous research on paediatric day-surgery patients (While & Wilcox, 

1994) and Australian paediatric inpatients (Roden, 2005).  Some parents also preferred 

that both parents be permitted during anaesthetic induction and recovery, rather than the 

one parent only policy that exists in some hospitals.  In contrast, none of the patients 
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interviewed mentioned their parents’ absence during anaesthetic induction or in 

recovery as something that they would like to have improved.  It would seem that for 

this sample parental absence was more of an issue for the parents than for the patients.   

 The results of the factor analyses and qualitative interview study highlight 

differences between patients and parents in terms of what was perceived as most 

important, what was perceived positively, and what aspects of care that they would like 

to have improved.  These findings therefore support hypothesis 1 that patients and 

parents will evaluate their care based on different needs.  The results of this study are 

consistent with past research (e.g., Chesney et al., 2005; Lindeke et al., 2009; Magaret 

et al., 2002) in demonstrating that the experiences of parents and paediatric patients are 

different and that their perceptions of care should be sought separately.   

   

Summary  

 A number of similarities and differences were found between the findings of the 

quantitative and qualitative phases of this study.  A large minority of parents rated the 

length of time at the surgical facility on the PSPEQ as too long.  A shorter preoperative 

waiting time was also one of the most frequently-stated suggestions for improvement to 

the paediatric surgical service during the interview phase of the study.  The quantitative 

and qualitative findings suggest that waiting times at the hospital was a common aspect 

of the experience that parents would like to have improved.  However, lengthy waiting 

times were insufficient in predicting overall patient satisfaction, quality of hospital care, 

and intent to recommend the hospital service to friend.    

 Patients tended to place more value on the interpersonal skills of service 

providers, while parents tended to prioritise the service provider’s technical skills and 

competence.  In the qualitative phase of the study, children made reference to the 

interpersonal skills of the doctors and nurses who looked after them as one of the most 

positive aspects of care.  This was also reflected in the item ratings on the QCSH, where 

the highest ratings were for the items regarding the niceness of the doctors and nurses.  

Item ratings for the technical skill and competence aspect of care yielded lower ratings 

than those for the interpersonal aspects of care.  Such results demonstrate that for 

children, receiving warm and attentive care is associated with higher levels of patient 

satisfaction.  This is in contrast to parents who appeared to prioritise the technical skills 

and competence of the doctors and nurses than did their children.  The ranking item on 
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the PSPEQ strongly indicated that the most highly prioritised aspect of care was the 

technical skill and competence of the staff followed by explanations of the child’s 

procedure and hospital routines.   

 Very few parents made public-private health care comparisons in the qualitative 

interview phase of the study.  However, those who attended a private facility were 

statistically significantly more satisfied with the care they received compared to parents 

who attended a public facility.  Patient satisfaction was measured by the PSPEQ items 

of overall satisfaction with care, quality of hospital care, and intent to recommend the 

service to a friend.  These results suggest that although parents’ evaluations of care were 

influenced by facility type, attending a public or private facility was not a frequent issue 

that was considered to be a positive aspect of the care received in the qualitative 

interview data.    

 The quantitative and qualitative data yielded varied findings regarding hospital 

facilities.  In the quantitative parent data, the facilities for parents to keep them occupied 

at the hospital was one of the lowest rated item on the PSPEQ.  Parents rated the 

facilities provided by the hospital for their child as better than the parent facilities.  In 

contrast were the qualitative findings where many more parents mentioned the lack of 

child-friendly facilities at the hospital.  This may be due to parents prioritising the child-

friendly facilities as more important despite the lower quality of the parent facilities.  

For patients, the child-friendly facilities provided by the hospital yielded one of the 

lowest ratings on the QCSH, even though patients rated the child-friendly facilities at 

the hospital as one of the best aspects of the care they received.  Patients may have 

perceived the toys and games at the hospital as requiring improvement, but still 

considered access to those facilities as better than not having child-friendly facilities 

provided at all.      

 Parents compartmentalised the surgeon as separate to other service providers 

when evaluating the paediatric surgical care using the PSPEQ.  However, in the 

qualitative interview phase of the study, surgeons, nursing staff, theatre staff, and the 

anaesthetist were all conceptualised as separate aspects of the care received.  In contrast, 

patients perceived the care given by service providers as one unified concept in both the 

quantitative and qualitative phases of this study.    

 The PSPEQ item ratings related to communication between the surgeons and the 

patient and parent during the preoperative consultation were some of the most highly 
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rated items on the PSPEQ.  Consistent with these findings were the results from the 

qualitative parent interviews where high quality communication with the surgeon was 

the most frequently mentioned positive aspect of the care they received.  These findings 

indicate how important it is to parents for surgeons to provide high quality care and how 

that influences parents’ evaluations of their child’s paediatric surgical care.    

 The impact of travel time on parents’ evaluations of access to paediatric surgical 

care was illustrated by the quantitative phase of the study and this impact was further 

supported by the qualitative interview data from parents.  Families faced a variety of 

issues when accessing paediatric surgical care at a distant site.  This included time off 

work for one or both parents, arranging child care for other children, travel costs, 

accommodation and costs of meals.  Although patients did rate the travel time to the 

facility as one of the lowest item ratings on the QCSH, the item did not load adequately 

in the factor analysis with the child data.  This indicates that patients did not perceive 

the trip to the facility as part of the evaluations of the care received.    

 In summary, exploratory factor analysis of the newly-constructed PSPEQ 

resulted in a robust, four-factor structure that generated Hospital Staff, Surgeons, 

Hospital Facilities and Access factors.  The item solution accounted for almost half of 

the score variance.  Internal consistency of the factor subscales reached acceptable 

levels.  Exploratory factor analysis with the newly-constructed QCSH generated a three-

factor structure that included Child Friendliness, Quality of Care, and Comfort factors.  

The item solution accounted for slightly over half of the score variance.  Internal 

consistency of the factor subscales approached acceptable levels.  In a one-way 

between-subjects MANOVA with PSPEQ factors, participants who travelled longer 

distances to the surgical facility rated their access statistically significantly less 

positively compared to participants that travelled shorter distances each way to the 

surgical facility.  Travel time to the facility accounted for a proportion of variance in 

ratings of access to care, which had a medium effect size, and supported hypothesis 3.   

 Three standard multiple regression analyses with the PSPEQ factors were 

conducted to test the power of the factors to predict the general single-item measures of 

overall satisfaction with care, overall quality of hospital care, and intent to recommend 

the service to a friend.  All three multiple regressions resulted in prediction models that 

were statistically significant.  The PSPEQ factors accounted for approximately a quarter 

of the variance with respect to overall satisfaction with care, and over a third of the 
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variance for overall quality of hospital care and intent to recommend the hospital 

service to a friend.  Not all four factors were statistically significant predictors in each 

of the three models. The Access factor was not a statistically significant predictor of 

overall satisfaction with care and overall quality of hospital care, while the Surgeons 

factor was not a statistically significant predictor of intent to recommend the hospital 

service to a friend.     

 Semi-structured interviews analysis found prominent aspects of the paediatric 

surgical experience to involve many themes for patients and parents.  The major 

concept, managing the process of surgery, was found to be the central category.  The 

emergent theoretical structure reflected in detail the relationships between the categories 

and the central category.  The power of the emergent theoretical structure to explain the 

perceptions of individual participants was then confirmed with a random selection of 

interview transcripts. 

 A synthesis of the findings from phase 1 and phase 2 of this study is seen in 

Figure 5.1.  The experiences of families, as described in the interview phase of the 

study, provided the background upon which the PSPEQ subscale ratings were made 

during the study’s questionnaire phase.  These subscale ratings were, in turn, found to 

have statistically significant relationships with the single item overall measures of 

perceptions of care as indicated by the black-headed arrows.  Readers are reminded that 

the white and yellow arrows in the qualitative conceptual structure represent identified 

relationships based on verbal statements rather than statistical analysis. 

 The resulting emergent structure from phase 2 of the study was considerably 

more detailed compared with the resulting factor structure generated in phase 1.  

However, some common themes emerged between the phases, as indicated by the 

colour-matched components seen in Figure 5.1.  The facilitators and constrainers that 

emerged in phase 2 of the study addressed issues that were captured in the subscale 

factors that were generated in phase 1.  Also in phase 2 of the study, patients and 

parents gave overall evaluations of care that were similar in meaning to the single item 

variables used to assess the predictive power of the PSPEQ subscales, as indicated by 

the green spheres.      
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Figure 5.1. A Synthesis of the Findings of Phase 1 and Phase 2 of This Study.  The 

white and yellow arrows in the qualitative emergent structure represent identified 

relationships based on verbal statements rather than statistical analysis.  Statistical 

relationships are indicated by the black-headed arrows.   
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Conclusions 

 This study provides new insight into understanding the efficacies of rural 

Australian paediatric surgical care.  It is the first study to generate two instruments with 

robust preliminary psychometric properties that capture the experiences of 5 to 10-year-

old paediatric day-surgery patients and their parents.  In addition, this study also 

investigated for the first time, the parent’s and patients’ evaluations of Australian 

paediatric specialist surgical care and the impact of travel time on these evaluations.  

The third new contribution to knowledge is the creation of a conceptual model that 

illustrates the interrelationships between the most salient aspects of paediatric surgical 

care as described by parents.      

 The constructs captured by the PSPEQ and QCSH appear to be clear, with items 

loading on their logical factors. This suggests that the instruments do measure parents’ 

and patients’ evaluations of a specialist paediatric day-surgery hospital stay.  These 

instruments have the potential to provide valuable feedback from parents and patients 

regarding the care they received.  The QCSH is a tool with the potential to gather 

valuable child-centred information.  Parents’ evaluations as captured in the PSPEQ, also 

play a particularly crucial role for younger children who are unable to provide feedback 

on their care.  If future studies replicate the findings of this study, these instruments can 

be used to provide continual improvement of paediatric surgical care for both parents 

and patients.    

 These two clinical instruments, the PSPEQ and the QCSH, have numerous 

clinical and research uses.  As stated earlier in this chapter, the user-friendly and easy-

scoring nature of the instruments makes them ideal for administering by health care 

providers and researchers.  The long forms of the PSPEQ and QCSH can each be 

completed in 15 minutes and future research is needed to develop short forms of the 

instruments, which would allow for completion in 5 minutes.  The instruments can be 

used to obtain patient and parent feedback on the paediatric surgical service provided by 

hospital reception staff, nursing staff, surgeons and the quality of hospital facilities.  

Feedback from the PSPEQ and QCSH could also provide justification for additional 

government funding for hospitals. With other items added (as recommended later in this 

chapter), the instruments can also be used to obtain feedback on the care provided by 

the anaesthetists.  For advice on scoring and interpretation of the instruments, please see 

Appendix N.   
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 The PSPEQ and QCSH provide valuable insight into the concept of patient 

satisfaction with paediatric day-surgery care as experienced by 5 to 10-year-old patients 

and their parents.  The knowledge obtained from the use of the instruments includes a 

greater understanding of the nature of patient satisfaction in the Australian paediatric 

surgical setting.  The subscales of the PSPEQ and QCSH clearly illustrate the 

characteristics of patient satisfaction in this context.  The development here of patient 

and parent instruments with robust preliminary psychometric properties provides a clear 

basis for further research into developing patient satisfaction instruments tailored to 

other paediatric patient samples and their parents at national and international levels.         

 This study demonstrated that children as young as 5-years-old are able to 

reliably evaluate aspects of the surgical care they received with the aid of the analogue 

faces response scale.  Results here can enhance the quality of that care by taking on 

board the young children’s comments and ratings.  This study also demonstrated that 

children can make important contributions to the enhancement of the health care 

services provide to them.  This is consistent with the findings of other studies that have 

investigated the psychometric properties of child health care instruments (Chesney et 

al., 2005; Heary et al., n.d.; Pelander et al., 2009).  Thus, parents should no longer be 

the only evaluators of paediatric health care provided to younger and older children.   

 The substantial number of negative issues that were raised by parents in the 

qualitative interview phase of the study lends support for the multiple-method approach 

used here.  The quantitative questionnaire items either did not capture these experiences 

at all or in enough detail to reveal possible ways to improve the service provided, as 

seen in Figure 5.1.  The benefits of this study’s multiple-method approach is supported 

by earlier (e.g., Calnan, 1988; Fitzpatrick & Hopkins, 1983; Locker & Dunt, 1978) as 

well as more recent (e.g., Merkouris et al., 2004) multiple-method studies that 

investigated similar topics.   

 Some of the present qualitative conceptual model’s categories were newly-

defined by the research here, while other category labels were inspired by past research.  

A literature review of relevant studies was conducted with the purpose of generating 

possible a priori codes for the interview data.  The use of deductive as well as inductive 

methods in the qualitative analysis allowed for the development of a conceptual 

framework that was built on past research, therefore broadening the potential for its 

application to other health care contexts (Sobo, Seid, & Gelhard, 2005).  
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 Obtaining and analysing interview data from as many participants as possible 

provided an opportunity to determine the proportion of respondents that mentioned a 

particular theme as positive, negative, important, or not of priority.  This helped validate 

the quantitative results and in turn, provided a more accurate perspective when making 

changes to hospital policy and procedure for the good of the maximum number of 

patients and their families.      

 Although not a focus of this study, the importance of patient satisfaction and its 

association to patient outcomes, such as predicting health status (Da Costa et al., 1999; 

Hall et al., 1998) and predicting patient compliance (Federman et al., 2001; Plantova et 

al., 2008), must be considered.  The recommendations generated by this study to 

enhance the paediatric surgical service provided should improve patient outcomes such 

as treatment compliance, and a better and quicker postoperative recovery.  

 

Limitations  

 Although some parents emphasised the substantial impact of travelling long 

distances to access their child’s surgical care, the parents involved in the study were 

able to overcome these barriers and access the surgical service required.  Thus, the 

present study does not accurately capture the impact of travel time to care.  Future 

studies should include seeking the opinions of parents and patients who are unable to 

access the care needed due to lack of resources and further question the parents and 

patients on the specifics of decision-making and compromises in relation to accessing 

that care.    

 Interpretations of the patient factor analysis results must be made with caution 

due to the small sample size.  The small data set also meant that variability in some 

categories and major categories was limited and, in some cases, only one category 

existed per major category.  Further development of the category properties and 

dimensions with a larger sample size may generate greater variability in the concepts 

and categories of the theoretical structure.  The extent of the generalisability of these 

findings can only be determined with future research that replicates these findings.   

 With any study on the evaluation of health care services, those who declined to 

participate may have had more negative evaluations of the care received or a 

qualitatively different experience of the surgical visit compared to those who agreed to 

participate.  No demographic data was collected from parents who declined to 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       383 

 

participate, so their characteristics have been lost as part of the research process. It is 

also acknowledged that the views of parents captured in this study are predominantly 

those of mothers, as only a very small number of fathers took part.   

 The present study dealt with the participants’ health care experience of an 

isolated incident rather than a cycle or pattern of care over a long period of time.  A 

future direction would be to investigate whether the theoretical structure generated in 

the qualitative phase of the study ‘fits’ the data in relation to patient and parent 

perceptions of a cycle of care, such as services provided by general practitioners or 

paediatricians.  The impact of travel in such cases may be less pronounced, since 

general practitioner and paediatric services are more available in comparison to 

paediatric specialist surgical care.  The ‘snapshot’ of care captured in the present study 

did mean that the effect of parent demographics such as age, education level and annual 

household income may have been minimised since the study investigated a one-off 

incident rather than a pattern of care.  

 The conceptual framework that emerged from the qualitative interviews reflects 

a general structure and does not represent every participant’s individual experience.  

This is expected in studies like this one where results are compiled from a group of 

participants such as in the study presented here.  Of course, some parents engaged more 

in the interview process, articulated their experience differently to others, and disclosed 

more information than others, possibly due to time constraints, thus the model structure 

may represent to a greater extent the experiences of the more vocal parents.   

 The qualitative conceptual framework generated was a substantive theory and is 

therefore limited to the paediatric surgical setting in which it was derived.  However, 

substantive theory commonly serves as a step in the process of formulating more 

general, formal theory because it acts as a “springboard or stepping stone to the 

development of a grounded formal theory” (Glaser & Strauss, 2012, p. 79).  Although 

formal theory can be constructed directly from field data, it is “most desirable, and 

usually necessary, to start the formal theory with a substantive one” (Glaser & Strauss, 

2012, p. 79).  In this way, the present substantive theory could be amalgamated with 

other studies that examine the perceptions of patients in various paediatric health service 

setting towards the development of a more formal theory.     

 Many of the positive comments related to the service providers were about the 

surgeons.  Similarly, no negative comments were made about the surgeon.  Although 
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this could be due to the quality of care given by the surgeons, it could also partially be 

due to the fact that the interviews were conducted at the surgeon’s consultation rooms.  

As stated in Chapter 3, participants were reassured that no part of their interview with 

the researcher would be disclosed to the surgeon.  Despite these measures, social 

desirability bias may have been operating during the interviews.          

 Only two items were included in two of the QCSH subscales.  Ideally, a 

subscale should include at least five items (Tabachnick & Fidell, 2013).  This 

necessitates more research into developing more items to measure those subscales, 

assuming that more items for those scales exist.  A larger number of items per subscale 

would in turn increase the internal consistency reliability of the QCSH subscales.    

 A limitation of the patient data was that it was assumed that the responses were 

those of the patients.  Although parents were instructed to assist their children if 

questionnaire items required further explanation, it was emphasised that responses 

should be the patients’.  There was no other opportunity to collect the data because 

respondents also participated in a face-to-face interview, so time did not allow for face-

to-face administration of the questionnaire with the researcher.  In addition, completing 

the child questionnaires at home with their families may have been beneficial in that it 

may have encouraged the child to be more forthcoming with their responses because 

they were in a more comfortable environment, in contrast to being in the presence of 

essentially a stranger.  Future research should replicate this study using a more 

controlled approach, such as administering the questionnaires to the child in the 

presence of the parent.  However, clear differences were found between parents and 

patients in their PSPEQ and QCSH item ratings, which suggests that parents did allow 

their child to respond to the questions themselves.   

 A major weakness of the study was the lack of control over how participants 

interpreted the questions.  There was no control over how participants internally defined 

the words in the item statements as well as in the response format.  The response format 

was modified to fit each item, although all scales ranged from 1 to 5.  In light of the 

limitations of this study, the results should be considered as highly tentative until the 

study has been replicated or the results have been verified by different methods.     
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Suggestions for Future Research  

 Items were dropped from the factor analysis if half or more of the participants 

rated the item with an N/A response.  Several of those items (see Appendix H for 

details) related to the treatment and communication between staff and older paediatric 

patients.  Due to the recruitment of only a small number of patients for the study, the 

older-child-specific questionnaire items were dropped from the analysis.  Future studies 

need to include a larger sample of older children to enable the inclusion of the older-

child-specific items, otherwise the findings may not be as generalisable.  

 Future research should be conducted to test the theoretical structure generated in 

the qualitative phase of the study to determine whether different structures exist with 

other paediatric patient samples, such as those with a chronic or terminal condition or 

some other specific condition that ideally can be operationally or clinically defined.  

 Although statistics were conducted to test potential relationships between parent 

characteristics and the general measures of overall parent satisfaction, quality of 

hospital care, and intent to recommend the service to a friend, future studies should be 

conducted to assess whether there are relationships between patient and parent 

characteristics and PSPEQ and QCSH subscale scores.  By establishing the patient and 

parent characteristics that may be a source of sample bias on subscale ratings, these 

sample characteristics can be controlled for in subsequent research, thus enhancing the 

validity of the subscale scores.      

 The construct of patient satisfaction captured in the QCSH, although not as 

robust as the construct captured in the PSPEQ, still appears clear.  Future research is 

required to refine the scale with the addition of items and using a larger sample size.  

Future research is also needed to assess the appropriateness of the PSPEQ and QCSH in 

different health care settings.   

 Future research on the PSPEQ and QCSH should establish the test-retest 

reliability of the instruments to allow comparison with other measures of hospital 

satisfaction. Further refinement of the scales in terms of enancing validity and reliability 

should also be conducted.      

  

 Additional Items for the PSPEQ and QCSH  

  The qualitative interview data from parents and patients revealed aspects 

 of paediatric surgical care that were not captured by the PSPEQ and QCSH and 
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 should be added.  These include items that address: 1) The degree of desired and 

 obtained parental presence with the patient; 2) Giving the patient a choice for 

 mode of anaesthetic: the patient to be introduced to the gas mask and to be given 

 a choice of the gas fragrance; 3) The extent to which parents perceive the 

 hospital as being understaffed or as lacking resources; 4) The degree of privacy 

 provided to families during their child’s hospital stay; 5) Specific items that 

 refer to the anaesthetist including technical skill and competence and 

 interpersonal skills with parent and patient; and, 6) Any suggestions for changes 

 to hospital policies and procedures.    

  

 Retesting Weakly Loaded Items on the PSPEQ 

  With the exception of ease in finding parking at the hospital, the items 

that did not load strongly and were dropped from the factor analysis with the 

parent data tapped into the access aspect of care.  Those items were: 1) Item 29 

“how would you describe the length of time you and your child had to wait 

between making the appointment and the day your child had their surgery”; 2) 

Item 35d “how would you describe the total length of time you and your child 

waited before your child’s surgery (i.e., preoperative waiting time at the 

hospital)”; 3) Item 37a “how would you rate the ease in finding available 

parking at the hospital”; 4) Item 38 “how would you rate the length of time your 

child was in hospital”; and, 5) Item 49c “is it important to have surgical services 

for children available near my home”.   

  There was some variation in ratings for item 35d and 37a, which may 

have contributed to the weaker factor loadings of these items.  It may be that 

participants perceived that parking facilities were an issue related to the local 

council rather than related to the hospital per se, which may have weakened its 

relationship with the other items in the Hospital Facilities factor.  Item 49c 

captures participants’ expectations of access to care in general and was not 

directly related to their experience with the episode of care.  The general nature 

of the item and the possibility that the importance of having services nearby may 

not be statistically correlated with the more specific access issues encountered, 

and may be the reason for its weak Access factor loading.  It is also important to 

note that most participants did not travel long distances to access care, but still 
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rated this item as very important.  This indicates that the importance of having 

surgical services for children close to home is not diluted by the fact that the 

service was available nearby. Future research should endeavour to conduct an 

all-distant participant study with the access items that loaded weakly in the 

factor analysis.  Including a larger sample of travelling parents may yield 

different results to this study.  If the variables measured by these items are 

important to the entire sample, as may be the case if the whole sample travelled 

a long distance to care, then the weakly loading access items may load strongly.  

Notwithstanding, travel to the specialist’s rooms and the day hospital are 

unlikely to have been via a routine route familiar to parents or patients, which 

warrants further exploration.    

  

 Retesting Weakly Loaded Items of QCSH 

  The item addressing travel time to the hospital did not load adequately in 

the factor analysis.  This may be due to patients perceiving the journey to 

paediatric surgical care as separate from the care itself.  However, longer travel 

time has been associated with lower levels of patient satisfaction in previous 

research with paediatric clinic patients (Chesney et al., 2005).  Thus, further 

refinement of this item is needed with the qualitative interview method to gain a 

more comprehensive understanding of how this aspect of care influences patient 

 satisfaction.  The item can then be reworded to strengthen its validity in 

 relation to patient satisfaction.   

 

 PSPEQ Items Requiring Refinement 

  Several PSPEQ questionnaire items (e.g., “How long before the 

operation were you told your child should fast without a) Food and b) Drink?” 

and “If your child’s surgery could be done closer to home, but without child-

specialist surgeons and nurses, would you still travel?”) were included based on 

suggestions from the advisory panel that was consulted before the pilot phase of 

this study.  Based on the parents’ responses, some of these items were of interest 

to the surgeons but not to the patients or parents.  Some of these items were 

responded to via a hand-written “N/A” response or other written comments.  
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Thus, such questions need to be investigated using an entirely different format.  

Items needing refinement were:    

  Item 32 was “How long before the operation were you told your child 

should fast without a) Food and b) Drink?” and item 33 “How long was the 

actual length of time your child fasted without a) Food b) Drink?”.  The food 

and drink items resulted in most parents responding in the format specified by 

the answer space, but some parents answered in terms of a cut-off time given 

after which the child should not eat, such as ‘no food after 12 a.m.’.  Although 

medical practitioners commonly frame fasting times in terms of hours without 

food, the majority of parents gave their answer in terms of a cut-off time of the 

day, such as ‘no food after 11 p.m. the night before’ which appeared to 

correspond to the way advice had been given to the parents.  This was in line 

with the descriptions of fasting given by parents in the interview phase of the 

study.  The degree of difficulty in answering these questions would have been 

compounded by any unexpected delays in preoperative waiting time, which 

would have further complicated the calculation of time periods.  Thus, the 

content validity of items 32 a), 32 b), 33 a) and 33 b), would be enhanced with 

rewording and interpretation of the responses would therefore be improved.  

  Item 39 was “Considering the service you received, do you think the 

total cost involved was”.  The 5-point response scale ranged from “too 

expensive” to “value for money”. A number of parents did not respond or wrote 

a comment beside the item.  Comments ranged from “I wouldn’t put a price on 

my child’s health” to “no cost to me” or similar.  The content validity of the item 

may be improved if framed in terms of cost-effectiveness rather than expense 

and value for money, because in some cases, no money was involved. 

  Item 50 was “Who was most helpful in explaining your child’s 

operation?”.  Response choices included paediatrician, hospital surgeon, hospital 

nurse, family or friends, hospital doctor (resident or registrar), anaesthetist, and 

other.  Several parents wrote “paediatric surgeon” or a surgeon’s name when the 

appropriate legally-mandated response was “hospital surgeon”.  Other parents 

wrote a surgeon’s name next to the paediatrician box.  This can be attributed to a 

lack of familiarity with the paediatric surgeon title and therefore, a clearer 

description would improve the comprehension of the item such as “surgeon who 
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operated on your child”.  Alternatively, it may be that the hospital surgeon was 

not the most helpful, which should be further investigated along with other 

issues of interest to the surgeons (see earlier in this section).   

  Item 52 was “If your child’s surgery could be done closer to home, but 

without child-specialist surgeons and nurses, would you still travel?”.  This item 

yielded a number of non-responses. Several parents responded with “N/A” 

because they did not travel for their child’s care.  There was also a number of 

non-responses to this item.  Thus, this item needs to include a ‘Not Applicable’ 

option for parents who live close to the surgical facility.   

 

 QCSH Items Requiring Refinement 

  The paediatric patient responses to two of the items were severely 

skewed in the positive direction, with a range of only two response scale points.  

The phrasing of the two items included the word ‘nice’ when describing the 

nurses and the doctors, which may have influenced the magnitude of the positive 

response.  These items should be evaluated for rewording.  Future studies need 

to take the wording of items into consideration when constructing questionnaire 

items for children.  The small pilot study sample of 10 children did not enable 

detection of the appropriateness or level of acceptability of those items.  A 

recommendation for future studies is to conduct a pilot study with a larger 

sample size to discuss the problematic items and their refinement.  

  Coincidentally, similar results have been found in a study by Chesney et 

al. (2005) on US paediatric clinic patients and their parents.  Items referring to 

‘how nice’ the staff were yielded the highest ratings by patients and their parents 

(Chesney et al., 2005).  The mean ratings of those items were very close to the 

highest scores possible (Chesney et al., 2005).  The findings of Chesney et al. 

(2005) add further support to the argument that items including the word ‘nice’ 

should be evaluated for rewording.      

 

Implications for Future Policy, Procedure and Practice 

 Based on the findings of this study, a number of recommendations can be made 

which are applicable to: 1) The training of surgeons, nurses, and all hospital support 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       390 

 

staff; 2) Hospital resources and funding; and, 3) Funding at the governmental level.  

These recommendations include: 

1. A marked proportion of parents mentioned the age-appropriate information 

given to their older child regarding the procedure, such as the location of the 

incision, choice of anaesthetic induction method, introduction to the gas mask, 

and choice of gas fragrance.  Parents described their child’s experience in being 

provided with this information as empowering and eased their child’s anxiety 

about the procedure.  Parents also expressed their appreciation when service 

providers communicated with their child in age-appropriate ways.  A lack of 

information provided to paediatric patients has been found to contribute to 

misconceptions about what happens during surgery (Coyne, 2006a) and 

increased levels of paediatric patient anxiety (Kain et al., 2007).  

Recommendation 1: The provision of age-appropriate information to paediatric 

patients needs to be a matter of practice for all surgeons operating on children, 

nursing staff, and other hospital support staff.  All staff need to appreciate the 

needs of this particular age group. 

  

2. Continuity regarding the method of anaesthetic induction discussed with the 

family during the preoperative consultation with the surgeon needs to 

correspond with the method that is used by the anaesthetist.  Choosing the mode 

of anaesthetic induction appears, based on parents’ accounts, to give the older 

children a sense of control in an otherwise uncontrollable situation.  

Recommendation 2: Older children should be allowed to participate in the 

choice of anaesthetic induction, which should be honoured if possible.   

  

3. The qualitative findings were of a positive and negative nature in relation to 

nursing and support staff care.  This highlights the need for an interpersonal-

skills focus in all nursing and support staff teaching and training.  Nursing and 

support staff should routinely introduce themselves to families including the 

patient, to clearly explain all aspects of care in an age-appropriate manner to the 

patient and to parents, to have an appreciation for the concerns of parents 

regarding their child’s procedure, and to provide support and reassurance 
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accordingly.  Staff should also be responsive to the needs of families and to both 

positive and negative feedback.   

Recommendation 3: Nurses and support staff should continue to use high-

quality interpersonal skills with their paediatric patients and families.   

  

4. All nursing and support staff must appreciate the importance of providing a 

restful environment for patients and their parents.  Some day-surgery procedures 

do necessitate an overnight stay and a restful, quiet environment for parent and 

patient is particularly essential in those cases.  The environment must be 

conducive to rest and sleep.    

Recommendation 4: Provision of a restful environment for patient and parent 

when required to stay overnight.  

  

5. The rapport and the quality of the relationship that is established between the 

surgeon and patient and parent was highlighted by the findings of the qualitative 

phase of the study.  When asked, “what was the most positive aspect of the care 

received?”, the most common response was the quality of the interpersonal skills 

of the surgeon in dealing with both the patients and their parents.  In a number of 

cases, parents expressed the importance of this quality of relationship in easing 

their concern about their child having the procedure.  The provision of clear 

information about treatment is likely to lower the distress of parents (Kain et al., 

2007) and patients (Felder-Puig et al., 2003).  This highlights the need to 

prioritise the patient-surgeon and parent-surgeon relationship in paediatric 

surgical training.  In contrast to general practitioner care where patients 

generally have somewhat frequent contact with their doctor, the surgical setting 

means that rapport must be established in a very limited brief timeframe which 

further emphasises the need for interpersonal skills development in surgeon 

training. 

Recommendation 5: Paediatric surgical training to emphasise the beneficial 

aspects of establishing a strong doctor-patient relationship.   

  

6. To give paediatric patients added comfort and a sense of control, surgeons, 

nurses, and hospital support staff should consider patients’ preferences where 
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possible.  This in turn should promote the ability of paediatric patients to 

manage the experience of hospitalisation and surgery.  In light of the link 

between parent and paediatric preoperative anxiety (Carson et al., 1991; 

Mahoney et al., 2010), clear and constant communication and information by 

hospital staff should help alleviate anxiety and distress experienced by parents 

which should in turn alleviate paediatric patients’ concerns.  If patients and 

parents have a positive paediatric surgical experience, it is likely to promote 

more positive experiences and an enhanced ability to manage the process of 

hospitalisation and surgery in the future (Coyne, 2006a). 

Recommendation 6: Paediatric patient preferences should be sought and acted 

upon throughout the experience or explained clearly if not possible.    

  

7. Parents should be given the opportunity to accompany their child during 

anaesthetic induction and in recovery.  It is important to parents that they have 

the option of both parents being allowed into theatre during the child’s 

anaesthetic induction and in recovery.  Research suggests that the process of 

anaesthetic induction is one of the most distressing aspects for parents with 

children who have surgery (Hatava et al., 2000; Vessey et al., 1990), which was 

echoed in this study by a number of parents.  Theatre staff need to be especially 

supportive and attentive to parents during this time.  Based on parents’ accounts, 

policies across hospitals vary and either parents were not permitted or only one 

parent was permitted.  A parent’s increased anxiety during a child’s hospital stay 

can impact on the child’s ability to cope (Kain, Caldwell-Andrews et al., 2006; 

Li & Lam, 2003), and on the parent’s ability to support their child during such a 

challenging time (Carson et al., 1991; Mahoney et al., 2010 ).   

Recommendation 7: Clarity, consistency and opportunity for the spouse or 

significant other to be present to support the parent during anaesthetic induction 

for paediatric patients.  

 

8. Pre-admission correspondence should be made by the hospital to families in 

both written and spoken forms (by telephone) to provide information relevant to 

fasting, stopping of fluids and time of arrival.  Pamphlets, videos and books on 

what to expect regarding the hospital visit for surgery should be provided.  This 
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needs to include age-appropriate information for the patient on what to expect 

such as details of the surgery room, the surgical procedure, equipment used, and 

the day-surgery routine at the hospital.  Information regarding the various 

Australian state government travel assistance schemes need to be posted to 

families with the required forms.  

Recommendation 8: All relevant information should be provided to the patient 

and parent in written and spoken forms.   

 

9. The hospital policy regarding the presence of parents or carers during 

anaesthetic induction and in recovery should be communicated in both written 

and verbal form by the relevant hospital.  Information should also be provided 

from the hospital about what to bring, such as toys for the child, whether food 

will be provided to patients and parents or not, a change of clothes for parents, 

and a robe to maintain the modesty and dignity of the patient.  Information on 

what parents should expect during their time in theatre for the anaesthetic 

induction as well as the possible behavioural issues they may witness in their 

child on waking from the procedure in recovery.   

Recommendation 9: Parents should receive specific advice on requirements and 

expectations consistent with pre- and post-surgery.  

 

10. Better coordination and continuity of care by enhancing the consistency of 

information given to parents by the surgeons’ consultation rooms and the 

hospital regarding time to arrive at the hospital and fasting times.  Receiving 

conflicting information can be a source of anxiety for parents. 

Recommendation 10: Consistency in all advice being provided.   

 

11. Concerning the preoperative waiting time on the day of the procedure, parents 

should be informed of their position in the queue.  Delays in hospital 

preoperative waiting times is a reality of surgical care.  In this situation, the 

negative impact of added waiting time can be minimised by keeping families 

informed of their position in the line or at least providing an approximate added 

waiting time.  A number of parents described their appreciation for being kept 

informed of their position in the queue, which seemed to cushion the negative 
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impact of the added waiting time.  Past qualitative research with UK hospital 

patients supports this finding (Meredith, 1993).  

Recommendation 11: Patients and their parents be advised of their position on 

the surgical list and that this be updated should the queue change.   

 

12.  Arrival times should be staggered to prevent excessively long fasting and 

preoperative waiting times for families.  Splitting the small children from the 

older children so that only half the children scheduled for surgery on any given 

day are very young may be an effective strategy to prevent younger children 

from waiting too long.  

Recommendation 12: Arrival times should be staggered and on patient age 

(younger first) where possible (bearing in mind Recommendation 13).   

 

13. Travelling families should be flagged by service providers to enable the 

provision of extra attentive health care.  This should include placing travelling 

families in the middle of the surgical list so they are able to leave the hospital to 

begin their journey home as early as possible.  

Recommendation 13: Travelling families should be placed on the surgical list at 

a time convenient for both-way travel.   

 

14. To provide a preoperative waiting environment conducive to feeling 

comfortable, with adequate parent and child-friendly age appropriate facilities 

such as toys, games, videogames, TV, comfortable chairs.  This includes a 

variety of current magazines and other mature reading material suitable for both 

male and female parents.  

Recommendation 14: The preoperative waiting environment needs to be user-

friendly.  

 

15. A child-friendly pre-anaesthesia room with the absence of needles and other 

anxiety-provoking equipment to minimise patients’ preoperative distress 

immediately prior to induction (Battrick and Glasper, 2004). 

Recommendation 15: Child-friendly facilities and distractors should be available 

in the pre-anaesthesia environment.    
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16. Child-friendly facilities should also be provided for the postoperative period in 

hospital to distract the child from any postoperative pain or other physical 

symptoms of surgery.  

Recommendation 16: Child-friendly facilities and distractors should be available 

in the postoperative environment.    

  

17. Child-dedicated hospital spaces should by assigned to paediatric patients and 

their families where possible.  This adds to a more relaxed experience for 

parents who are likely to be less self-conscious of their child’s behaviour and 

also gives patients increased freedom to play with each other and the available 

toys and games.  Preoperative children who are fasting can become distressed 

when witnessing children eating postoperatively.  

Recommendation 17: Separate preoperative and postoperative areas for 

hospitalised children should be provided.   

 

18. Privacy is a highly regarded aspect of paediatric surgical care for families.  A 

secluded room or area for the surgeon to talk to each family privately, so that 

sensitive information is not heard by other parents, and to provide an avenue for 

families to provide feedback on the paediatric surgical care received.  In this 

way, patient and parent satisfaction can be continually enhanced as a matter of 

practice.  To disseminate parent and patient feedback to all ward staff toward the 

enhancement of patient satisfaction.  

Recommendation 18: Communication between the surgeon and the patient and 

parent(s) needs to be private from other families.  Where appropriate, feedback 

from such communications should be disseminated.   

  

19. The provision of longer parking times at the hospital is needed for families.  The 

necessity of having to move a vehicle every few hours, as was mentioned by 

several parents, can add an additional burden to an already anxiety-provoking 

time.  

Recommendation 19: All-day dedicated “patient parking” be available on site.   
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20. Government funding is needed to equip all hospitals with adequate age-

appropriate, high quality parent and patient facilities that provide, amongst other 

features, effective distractions during the preoperative and hospital postoperative 

period.  The importance of such facilities is highlighted by the research findings 

that demonstrate the negative impact of preoperative anxiety on postoperative 

recovery such as higher pain levels (Kain, Mayes, et al., 2006), and greater 

distress on waking from the general anaesthetic (Kain et al., 2004). 

Recommendation 20: Governments be appraised of the unique requirements of 

paediatric surgery, and the need for this as a specific budget item.    

 

21. All parents should receive a free meal if mealtime falls within the time the child 

is hospitalised.  Australian state health care departments need to investigate and 

revise the cost and inconvenience to parents when having to source their own 

food during their child’s hospital stay.  It was mentioned by a number of parents 

that hospital budgets should be reviewed and funding be allocated for such 

family-centred services.  At the very least, affordable food should be made 

accessible to parents with a hospitalised child.  The Royal Children’s Hospital in 

the metropolitan city of Melbourne, Australia has taken steps towards more 

affordable and accessible food to families (Shields & Tanner, 2004).  It can 

cause much parent distress if parents are required to leave the hospital to 

purchase food, especially if it means leaving their child unattended while not in 

surgery.  Day-surgery can be a whole-day experience for families and the 

absence of food can only accentuate any distress experienced.   

Recommendation 21: Refreshments and (limited) meals should be available to 

parents, should the mealtime overlap with the surgery time.    

 

22. Families rated the importance of having care locally as very high and this 

finding needs to be considered when allocating government funding.  If families 

believe that it is important to access care locally, as this study found, 

government funding should be allocated to establishing more regional and rural 

based paediatric specialist surgeons.    
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Recommendation 22: The government in conjunction with relevant training 

authorities should provide more regional and rural based paediatric specialist 

surgeons.   
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Appendix A 

Qualitative Studies on Hospital and Medical Care:  

Inspiration for Code and Category Development 

 

Medical and Hospital Care with Adults 

 Avis (1994) UK – Patients perspectives on choice in a day surgery unit.  Ten 

patients participated aged from 15 to 70.  Their expectation of participation 

included the following categories: All the respondents had deferred to the nurse 

or doctor in decision-making.  The typical reaction was summed up by one 

person’s remark; “you’re the expert, I’ll take your advice”.  This view was 

underpinned by two themes 1) Being told, and 2) Going in to get it fixed. 

 Gilmartin (2004) UK – Day surgery patients perceptions of a nurse-led 

preadmission clinic.  30 participants from 19 to 85 years of age.  Categories 

included 1) Efficient functioning, 2) Assessment of patient suitability, 3) The 

experience of information giving, and 4) The problem of cancellation.   

 Henderson (1997) Australia – Factors relevant to patient participation from the 

nurses and patients’ perspective.  32 patients with in-depth interviews of 

duration 70 – 90 minutes. ‘Knowing the patient’ included: 1) Mutual trust 

and rapport, 2) A positive nurse-patient attitude, 3) Sustained nurse-patient 

contact, and 4) Meaningful interaction (there are ‘enhancers’ and ‘inhibitors’ 

in these sub categories). 

 Larsson, Sahlsten, Sjostrom, Lindencrona, & Plos (2007) Sweden – Patient 

participation in nursing care by Inpatients.  Six focus group interviews were 

conducted with 26 participants with an age range was 32 to 87 years.  

Participants were inpatients in somatic care for at least 4 days.  The patients 

emphasised the importance of collaboration to improve participation.  The core 

category, ‘Insight through consideration’ was generated from four inter-related 

categories: 1) Obliging atmosphere (sub categories included: Relatedness, 

adaptability and invitation to speak), 2) Emotional response (sub categories 

included: Sensitiveness, thoughtfulness, trust), 3) Concordance (Will, dialogue 

process, growth of knowledge, support and written agreement), and 4) Rights 

(sub categories included: Information, choice, decision, and responsibility).  
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 McCabe (2004) Ireland – in-patients’ experience of nurse-patient 

communication (8 patients, 25-74 years.  Themes included: 1) Lack of 

Communication (subthemes included: Patient-centred communication and task-

centred communication), 2) Attending (subthemes included: giving time and 

being there, open/honest communication, and genuineness), 3) Empathy, and  

4) Friendly nurses and humour.   

 Markovic, Bandyopadhyay, Manderson, Allotey, Murray, & Vu (2004) 

Australia – factors relevant to female day-surgery patient’s experiences.  In-

depth interviews were conducted by phone and lasted approx 50 minutes.  10 in-

depth interviews were conducted.    Categories included 1) Anxiety and day 

surgery, 2) Post-surgery experience,  3)  Patient management, and   

4)  Waiting time. 

 Meakin & Weinman (2002) UK (150 patients over 16 years) – Medical 

Interview Satisfaction Scale Factor Labels (after factor analysis) are:  Distress 

relief, Communication comfort, Rapport, and Compliance intent. 

 Mottram (2009) UK – Therapeutic nursing relationships in day surgery.  145 

patients and conducted semi-structured interviews.  The core category was 

‘therapeutic relationships’ with four sub-categories 1) Presence (being around 

whether beside the patient or within ‘eyeshot’, not smothering), 2) Extra special 

(This had two strands: when the patient was made to feel special and when the 

patient perceived staff to be extra special), 3) Befriending (acknowledging the 

patient as an individual , sharing a common humanity and engendering feelings 

of comfort and well-being), and 4) Comfort-giving (calm and sooth running, 

efficiency, feelings of being in control, trust, use of kind words, supportive 

touch, engagement with the patient on a personal level). 

 Mottram (2011) UK – Patient experiences of Day surgery.  Semi-structured 

interviews were conducted with 145 patients aged 18 to 70 years.  Patients liked 

day-surgery and placed it within the wider social context of efficiency and 

speed.  Time was a major issue for them.  They wished surgery, like all other 

aspects of their life to be a speedy process.  They likened it to a McDonalds 

experience with its emphasis on speed, predictability, and control.  Categories 

included 1) Time and the day surgery patient (the saving of time), 2) Moral 

use of time (Corporate advertising reinforces the belief that speed is good),  
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3) Wasted Time (Patients were concerned with the wasting of time with health 

care providers), and 4) Time as a conveyor belt (Most patients accepted this 

approach and expressed satisfaction that they felt it was an efficient service). 

 Otte (1996) UK – Patients perspectives and experiences of day-surgery. Patients 

were from two ENT surgical wards.  Semi-structured interviews were conducted 

and lasted between 35 – 45 minutes.  Core construct was ‘Increasing level of 

satisfaction’ which included four theoretical constructs: 1) The importance of 

planning (which included 3 categories: I just sat there, It’s nothing major, and 

Discharge planning), 2)  Fear of the unknown (which included 3 categories: 

Getting ready, more information, and Perceived knowledge gap), 3) Improving 

the service (which included 5 categories: Communicating, White rabbit 

syndrome, Patient empowerment, Lack of continuity, and Environmental 

factors), and 4) The value of day-surgery (which included 2 categories: Good 

for me, and Good for us all). 

 Rhodes, Miles & Pearson (2006) Australia a meta analysis of qualitative studies 

on the day-surgery patient experience and its impact on patient satisfaction 

(begun with 29 studies, 24 were excluded due to not meeting the inclusion 

criteria and one due to inability to access it so the review was based on 4 studies: 

2 grounded theory, 1 hermeneutic phenomenology and 1 qualitative analysis 

study).  The synthesised findings derived from the meta-analysis were:  

1) Education and Information (included Provision of information specific to 

pain management, and provision of relevant, specific information and 

education), 2) Communication (Patients expressed dissatisfaction when 

preoperative waiting times were perceived as unduly prolonged, and 

expectations of care), and 3) Privacy (Maintaining patient privacy during a 

procedure, and preservation of privacy  and self-respect during perioperative 

period). 

 Stevens, van de Mortel & Leighton (2001) Australia – Patient’s experience of 

same day laparoscopic sterilisation.  16 women participated and ages ranged 

between 26 and 42 years.  The categories that emerged reflected the main phases 

of the surgical experience: 1) The preoperative period (subcategories included: 

expectation of pain, doing the right thing, anxiety relief [Anxiety emerged as an 

issue regarding two specific concerns: pain and whether or not they were doing 
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the right thing], Privacy), 2) The surgical period (subcategories included: 

privacy, and pain) 3) The immediate post operative period (subcategories 

included: privacy during pain and nausea), 4) On discharge (subcategories 

included: anxiety about coping at home), and 5) At home (subcategories 

included: pain at home, return to normal, and hubby a help or a hindrance).  

 Walker, Brooksby, Mcinerny, & Taylor (1998) UK – inpatient and day surgery 

patient’s judgements about quality of care.  18 narrative interviews were 

conducted with patients between 25 and 86 years.  Three categories 1) Feeling 

informed, 2) Valued as an individual, and 3) At home contributed to a core 

category ‘Building confidence, faith, and trust’.  Confidence and trust were 

determined as much by observations of the care given to other people as the care 

the participants themselves had received. 

 Waterman, Leatherbarrow, Slater, & Waterman (1999) UK.  55 Adult patients 

(between 22 and 72 years) undergoing general anaesthetic short stay ophthalmic 

surgery.  Telephone interview lasting 20 – 60 minutes – Factors relevant to post-

operative pain, vomiting, & nausea in same day surgical patients (specialist eye 

hospital patients having general anaesthetic).  Categories included 1)  Pain, 

nausea and vomiting in hospital and on discharge, 2) The journey home,  

3) Pain and nausea at home, 4) Management of pain and nausea at hospital 

and home, 5) Recovery at home, 6) Pre-and post-operative information, 

7) Side effects of medication. 

 Eriksson & Svedlund (2007) Sweden. 6 adult patients who experienced 

dissatisfaction with hospital care.  Narrative interviews 30-75 minutes.  

Categories included: 1) Struggling for confirmation, 2) Feelings of distrust, 

3) Forced to sacrifice, 4) Feelings of being troublesome (subthemes 

included: Taking personal responsibility, feelings of guilt), 5) Receiving 

confirmation, 6) To have hope, and  7) To get on with life. 

 Coyle (1999). UK – 41 adult patients who were dissatisfied with arrange of 

health care services including hospital, primary, dental, and ambulance service 

care.  Emergent themes in the hospital care dissatisfaction data (168 complaints) 

included: 1) Technical/Medical (e.g., misdiagnosis, failure to investigate, 

insufficient treatment, and failure to monitor), 2) Normative (e.g., rudeness, 

failure to listen, failing to inform), 3) Access/availability (e.g., waiting lists for 
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treatment, waiting on the premises, cancelled appointments), 4) Hotel services 

(e.g., decor, waiting facilities, laundry services 5), and Managing policy and 

political (e.g. underfunding, hospital closures, staff shortages).  The term 

‘dissatisfaction’ was found not to fully encompass the range of feelings, beliefs, 

and values expressed by patients.  The concept of ‘personal identity threat’ 

emerged as the core category which captured the circumstances in which 

disappointment and dissatisfaction occurred.  Personal identity was seen as 

being challenged through experiences that were perceived as disempowering, 

dehumanising, and devaluing.  

   

Medical and Hospital Care with Children  

 Bossert (1994) US – Stress appraisals of hospitalised school-age children. 82 

children aged 8 to 11.  21 admitted for an acute illness and 61 for a chronic 

illness.  Minimum stay 2-3 days.  Categories of stressful events included:  

1) Intrusive events, 2) Physical symptoms, 3) Therapeutic intervention,  

4) Restricted Activity, 5) Separation, and 6) Environment. 

 Carney, Murphy, McClure, Bishop, Kerr, Parker, Scott, Shields and Wilson 

(2003) UK – Children’s views on hospitalisation.  Children aged 4-17 from two 

paediatric wards completed four types of questionnaires.  A verbal structured 

questionnaire was found to be most effective in capturing the children’s views.  

However, a visual structured questionnaire was the sole approach that obtained 

the children’s order of feelings before, during and after hospitalisation.  Nine 

main categories were identified: 1) Organisation of events, 2) Environment,  

3) Procedure, 4) Interaction with staff, 5) Emotions, 6) Perception of 

hospital, 7) Information, 8) Home life (separation) and 9) Describing 

pictures.  

 Coyne (2006a) UK – Children’s experience with inpatient hospitalisation.  In-

depth interviews were conducted with 11 children aged 7-14 years from four 

paediatric wards in two hospitals.  Children identified a range of fears and 

concerns including: 1) Separation from parents and family (subcategories 

included disruption to: family routine, normal activities, peer relationships, and 

school achievement), 2) Unfamiliar environment (subcategories included fears 

of: the unknown, strange environment, professionals.  Subcategories included 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       443 

 

dislikes of: noisy ward, bright lights at night, hot environment, inadequate play 

facilities, food), 3) Receiving investigations and treatments (subcategories 

included fears of: operations, needles, mistakes in treatment, harm to body, 

mutilation, pain, altered body image, dying), and 4) Loss of self-determination 

(subcategories included: loss of independence, restricted activities, lacking 

control over personal needs, lacking control over sleeping and waking time, 

lacking control over food/meal times, lacking control over timing of 

procedures).  The children’s loss of self-determination over personal needs 

exacerbated their fears and concerns. 

 Forsner, Jansson and Sorlie (2005) Sweden – Narratives of being ill by 7 

children aged 7 to 10-years-old who had been hospitalised for at least 48 hours.  

Children were interviewed within 6 months of being discharged from hospital.  

Diagnosis included sinusitis, arm fracture, leg fracture, encephalitis, and two 

cases of appendicitis.  Qualitative content analysis was conducted and 4 

compound themes emerged: 1) Scared/confident, 2) Sad/cosy, 3) Hurt/having 

fun, and 4) Felt caught and tried to escape.  

 Gedaly-Duff and Zeibarth (1994) US – Mother’s experiences in identifying and 

managing their children’s acute pain associated with adenoid-tonsillectomy 

surgery was described. Eleven mothers whose children were 4 – 8 years who 

had day-surgery for adenoid-tonsillectomy participated in in-depth interviews.  

Four themes were found 1) Mother’s descriptions of their children’s overall 

pattern of postoperative pain indicated that pain was minimal or absent 

before surgery, increased following surgery, and decreased with medicine 

and healing, 2) Mother’s assessment and evaluation of their children’s pain 

used pain cues similar to those used by nurses and physicians, 3) All the 

mothers worried about drug addiction; and 4) Mother’s learned to manage 

their children’s pain through ‘trial and error’.  

 Hallstrom, Runesson, & Elander (2002) Sweden – Parents needs during their 

child’s hospitalisation.  Thirty-five parents of 24 children ages 5 months to 18 

years were observed during their child’s hospitalisation (8 acute and 16 planned 

hospitalisations.  Fifteen were shorter visits at the emergency and in day-surgery 

care and nine were overnight stays).  Nine themes of parents needs were 

identified: 1) Need for security, 2) Mediating security to their child,  
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3) Communication, 4) Control, 5) Parental Competency, 6) To fit in,  

7) Family, 8) Relief, and 9) Satisfying practical needs.  

 Roden (2005) Australia – Parent’s attitudes towards parental participation in the 

care of ill children in a community hospital.  Fourteen in-depth interviews were 

conducted with parents.  Content analysis revealed four main themes concerning 

parental factors included 1) Control, 2) Expectations, 3) Support and 

emotion, and 4) Communication. Additional minor themes included: 5) The 

importance of being with your child, and 6) The fact that mothers do the 

mothering and nurses do the nursing.   

 Sobo, Seid, and Gelhard (2006) US – Parents identified barriers to paediatric 

health care.  Barriers were grouped into temporally and specially sequenced 

categories: 1) Necessary skills and prerequisites for gaining access to the 

system (subcategories included: language, documentation, insurance, money 

and system navigation competencies   ), 2) Realizing access once it is gained 

(subcategories included: System access were phone system, appointment 

availability, and office hours.  Getting there were transportation, parking and 

distance.  Balancing priorities were role conflicts, sibling issues, and time),  

3) Front office experiences (subcategories included: Office staff issues, 

prejudice, and waiting), 4) Interactions with Physicians (subcategories 

included: medical doctor competence, power/intimidation, medical doctor 

communication problems, and differing health beliefs), 5) System sensibility 

(subcategories included: Arbitrariness, system fragmentation, child-

friendliness), and 6) Outcomes that affect future interaction (subcategories 

included: deprivation, distrust and not cured).   

 Stevens (1986) US – Adolescents’ perceptions of stressful events during 

hospitalisation.  Open-ended interviews were conducted.  63 participants aged 

12-17 years.  Inpatients requiring surgery requiring an overnight stay the night 

before the procedure.  Thematic content analysis revealed 19 types of threats 

which were categorised into four categories of stressful events.  1) Anticipation 

of surgical procedure (including fears of how the adolescent would act under 

the influence of anaesthesia, the threat of death associated with the surgical 

procedure, fears of bodily damage occurring as a result of surgical error, fears of 

scars resulting from the surgical procedure, and fears of future impairment of 
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normal lifestyle as a result of surgery), 2) Pain (the surgical procedure itself, 

needles, IV injections, IV therapy), 3) The visible and handicapping 

consequences of surgery (included concerns in the postoperative period of 

hospitalisation including the negative impact of surgery and associated 

consequences of the event such as oxygen mask, cast, nasal packing, shaved 

hair, bed rest, and hospital gowns) on appearance, sexuality, mobility, and a 

general state of wellbeing, and 4) the socially interruptive results of surgery 

and hospitalisation (including concerns about being away from influential and 

trusted people in their social network including friends, parents, siblings and 

other family members, school, and pets).  Younger adolescents reported more 

concerns about separation from mothers than other adolescents. 

 Timmerman (1983) US – Preoperative fears of older children.  Children  

(N = 16) 10 to 12-years-old undergoing elective surgery (ENT surgery, 

orthopaedic surgery, general abdominal surgery, ophthalmic surgery and 

genitourinary surgery).  Interview questions were asked 1-2 days before 

discharge postoperatively.  Were asked what they feared about surgery and 

categories included: 1) Fear of loss of control, 2) fear of the unknown, 3) fear 

of injections, 4) fear of pain and discomfort, 5) fear of lagging school 

achievement, 6) fear of destruction of body image, 7) fear of separation 

from significant others, 8) fear of disruption of peer relationships, and  

9) fear of death. 

 Wennstrom, Hallberg & Bergh (2008) Sweden – Dialogues with children 

undergoing day-surgery.  Fifteen boys and five girls aged 6 – 9 years old 

scheduled for elective day surgery participated in the study.  A conceptual model 

was generated on the basis of the core category ‘enduring inflicted hospital 

distress’ showing that the main problem for children having day surgery is that 

they are forced into an unpredictable and distressful situation.  Pre-operatively, 

the children do not know what to expect, as described in the category ‘facing an 

unknown reality’.  Additional categories show that they perceive a ‘breaking 

away from daily routines’ and that they are ‘trying to gain control’ over the 

situation.  During the perioperative period, the categories ‘losing control’ and 

‘cooperating despite fear and pain’ are present and intertwined.  Post-
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operatively, the categories ‘breathing a sigh of relief’ and ‘regaining 

normality in life’ emerged. 

 Woodgate and Kristjanson (1996) Canada – Hospitalised young children 

experiencing pain from (inpatient) surgical procedures.  Eleven children 

ranging from 2 to 6 years participated and.  The average length of hospital stay 

for the children was 6 days.  Both children and primary care givers were 

interviewed.  Parents and children were asked to describe the pain experiences 

and factors that influenced the experiences.  ‘How parents and nurses take 

care’ was the major category that emerged describing how parents and nurses 

responded to and cared for children in pain due to surgical interventions.  Sub-

categories also emerged and relate to the strategies and factors influencing 

parents’ and nurses’ care behaviours as well as feelings experienced by parents 

and nurses as they coped with the children’s pain.  Subcategories included 

monitoring, comforting, carrying out technical care activities, strategies 

used to help care for children in pain (this included knowing), factors 

affecting parents’ and nurses’ caring (this included value judgements, 

misconceptions, expectations, and interactions) and feelings experienced by 

parents and nurses in caring for children in pain.  

 Hopia, Tomlinson, Paavilainen, & Astedt-Kurki (2005) Finland – Parents of 

chronically-ill hospitalised children were interviewed regarding family 

experiences and expectations of how nurses can promote family health. 29 

families were involved and interviews lasted 30 minutes.  Emergent categories 

included: 1) Reinforcing parenthood, 2) Looking after the child’s welfare,  

3) Sharing the emotional burden, 4) Supporting everyday coping,  

5) Creating a confidential care relationship.  

 While & Wilcox (1994). UK – Parents of 4 to 12-year-old pediatric day-surgery 

patients undergoing elective surgery.  Interviews were conducted with parents 

and emergent themes included: 1) Lack of information, 2) Post discharge 

care, 3) Admission to the ward, and 4) Discharge leaflet. 
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Appendix B 

Sample Bias Statistics 

  Statistics were conducted to control for sample bias based on demographic 

variables know to influence patient satisfaction levels.  Pearson’s correlations were 

calculated between the participant characteristics measured as continuous variables and 

the single questionnaire item variables of overall satisfaction with care, perceived 

quality of hospital care, and intent to recommend the service to a friend.  The 

continuous variables included in the statistical analysis were parent age, annual 

household income, educational level, self-rated parent health (on a scale of 1 to 5 with a 

higher score indicating better health), parent-rated child health (on a scale of 1 to 5 with 

a higher score indicating better health), waiting list time (in weeks), and preoperative 

waiting room time (in minutes).  As seen in Table B1, the correlations were very weak 

and were not statistically significant with one exception.  Waiting list time and 

perceived quality of hospital care yielded a statistically significantly weak negative 

correlation, indicating that a longer time on the waiting list prior to the day of the 

procedure was associated with lower levels of perceived hospital care quality.  

Considering the weak nature of the correlation, it was not considered to have a 

meaningful influence on the data set.           

 

Table B1 

Correlations of Parent Characteristics and Mean Scores for Overall Perceptions of 

Surgical Care (n = 214) 

______________________________________________________________________ 

Characteristic   Overall  Perceived Quality Recommend the 

            Satisfaction         of Hospital Care      Service to a Friend 

______________________________________________________________________ 

Parent Age -.07 -.07 -.06  

Annual Income -.13 -.09 -.12 

Number of Children .00 -.05 .00 

Educational Level .06 .01 -.05 

Self-rated Parent Health .04 -.05 .07 

Parent-rated Child Health  .93 -.01 -.02 

Waiting List Time (weeks) -.06 -.14* -.09 

Waiting Room Time (min) .10 .06 .11  

______________________________________________________________________ 

Note. *p < .05. 
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 Statistics were also conducted between family characteristics that were 

measured as dichotomous variables and overall perceptions care.  Independent samples 

t-tests were conducted and statistically significant differences in satisfaction ratings 

were found between families that attended a public versus a private surgical facility, as 

seen in Table B2.  Families that attended a private facility had statistically significantly 

higher ratings compared to families that attended a public facility.  This difference by 

facility type was not considered to have a large influence on the data set, since the 

proportion of families that attended a private facility was close to half the sample size.  

Thus, any influence of facility type on satisfaction ratings were controlled for, by the 

near equal proportions of families that attended each facility type.  Comparisons by 

parent gender and whether the patient had been previously hospitalised or not, yielded 

non-significant differences between groups on overall ratings of care.  

  

Table B2 

Crosstabulations of Parent Characteristics and Mean Scores for Overall Perceptions of 

Surgical Care (n = 214) 

______________________________________________________________________ 

Characteristic   Overall   Overall Quality Recommend the 

            Satisfaction        of Hospital Care        Service to a Friend 

______________________________________________________________________ 

Parent Gender 

 Male (n = 4) .88 .63 .88  

 Female (n = 210) .89 .84 .85 

 

Previous Hospital Stay for Child 

 Yes (n = 43) .87 .83 .87 

 No (n = 171) .90 .83 .85 

 

Facility Type 

 Public (n = 129) .87* .79** .80*** 

 Private (n = 85) .93* .90** .93***  

______________________________________________________________________ 

Note. *p < .05.  **p < .01.  ***p < .001. 
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Appendix C 

Approval Number: 05294                                                                            THE UNIVERSITY OF       
NEW SOUTH WALES 

 
 
      
      

                                             
                                                                                      SCHOOL OF 

                        RURAL HEALTH 
                             Faculty of Medicine 
Dear Parent, 

 
 

The University of New South Wales invites you to take part in some research that aims 

to improve the future experience of children who undergo day-surgery.  We are keen to 

learn about your experiences and that of your child.   

 

If your child is 10-years-old or under, we would like to know what you thought about 

your child’s recent admission for surgery.  If your child is between 5 and 10 years of 

age, we would like to get their feedback about their time as a surgical patient.  We are 

interested in all aspects of the experience: before, during and after their operation.  The 

thoughts, feelings, and opinions of paediatric surgical patients of all ages are important.  

Such feedback allows medical staff and researchers to help improve the experience that 

children have when in hospital.  

 

On your arrival to Dr Tracey Merriman’s clinic (456 Swift Street, Albury) for your 

follow-up appointment, you will be invited to participate in this study. 

 

The study will involve you participating in an interview with a researcher (requiring 

about 30 minutes) during your visit to Merriman’s clinic and you completing a 

questionnaire 2-3 days after your follow-up visit (requiring about 30 minutes).  If your 

child is 5 to 10-years-old, there is also a questionnaire for him or her to complete 2-3 

days after your follow-up visit (requiring about 30 minutes).  

 

You will be invited to participate in an interview on your thoughts about your child’s 

recent admission for surgery.  

 

Participation is completely voluntary and Dr Merriman will not know which of her 

patients are participating in the study or about any of the information that you share 

with us.  

 

If you would like to participate, please mention this to Jan, Dr Merriman’s 

administrative assistant, on your arrival to the clinic.  If you have any questions 

regarding the project, please don’t hesitate to contact Jan on (02) 6023 6660.  

Alternatively, you may wish to call Sharon, the researcher, on 040 794 0085.  

 

We hope that you would want to participate in the project and we look forward to 

hearing from you.   
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Appendix D 

Approval Number: 05294                                   THE UNIVERSITY OF                              
                         NEW SOUTH WALES 

 

  
                                                                                                                 
                                                                                                                                                                                                                     
       
                                      

              SCHOOL OF                                                                                                                                                                             
            RURAL HEALTH 

                          Faculty of Medicine 
Parent and child evaluations of  

Australian paediatric day-surgery 
 
The University of New South Wales invites you to take 

part in some research which aims to improve the 

future experience of children who have day-surgery. 

 

WE WANT TO KNOW what you thought about your 

child’s recent admission for surgery.  If your child is 

old enough, we would like to get their feedback about 

their time as a surgical patient. 

 

IF YOU WOULD LIKE TO PARTICIPATE, please 

mention this to Jan, Dr Merriman’s administrative 

assistant, on your arrival to the clinic. 

 

We hope that you would want to participate in the 

project and we look forward to hearing from you. 
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Appendix E 

Approval Number: 05294      THE UNIVERSITY OF
                                                                             NEW SOUTH WALES 

 
        

 
 
                                                                                               

                                                                                                                                          SCHOOL 
OF 
                                                                                                                                       RURAL HEALTH 
                                                                                                                                        Faculty of Medicine  

THE UNIVERSITY OF NEW SOUTH WALES 
 

PARENTAL (OR GUARDIAN) INFORMATION STATEMENT 
  

Parent and child evaluations of Australian paediatric day-surgery 
 

You are invited to take part in some research that aims to improve the future 
experience of children who undergo day-surgery.  We are keen to learn about your 
experiences and that of your child .   
 

You were selected  as a potential participant in this study because your child  has had  a 
day-surgery procedure and is 10-years-old  or younger. 
 

The study will involve you participating in an interview (requiring about 30 minutes) 
during your follow -up visit at Dr Tracey Merriman’s clinic and you completing a 
questionnaire 2-3 days after your follow -up visit (requiring about 30 minu tes).  If your 
child  is 5 to 10-years-old , there is also a questionnaire for him or her to complete  2-3 
days after your follow-up visit (requiring about 30 minutes, you are welcome to help 
them).  
 

In the likely event that you or your child  becomes upset when thinking about the 
hospital experience or the surgery, you can call the Kids Help Line (1800 55 1800) or 
alternatively, you can contact the Australian Psychological Society’s referral service 
(1800 333 497). 
 

Dr Merriman will not know who is participating in the study nor about any of the 
information you share with us.   
 

Any information obtained  in this study which can identify you or your child  will 
remain confidential and  will be d isclosed  only with your permission or where required  
by law.  The only people with access to the information will be the researchers working 
on the project.   All of your personal information (such as age and income levels) will 
be kept in a secure, locked location.  The information will be kept for 7 years and will 

then be deleted  or shredded.  Anything published will be presented in such a way that 

you or your child will not be able to be identified.  
 

  Your consent 
Participation is completely voluntary.  Your decision whether or not to participate will 
not affect you or your child’s future relations with the University of New South Wales 
or Dr Tracey Merriman.  If you decide to participate, you are free to withdraw your 
consent and  d iscontinue your participation at any time without any consequence. 
 

     PO  B  O X 3004,   A  L  B  U R Y  
N S W  2640 A  U S T  R A L  I  A     

Page 1 of 4                Telephone:  +61 (2 )  6058 4615  
Facs im i le :   +61 (2 )  6058 4616  

 
THE UNIVERSITY OF NEW SOUTH WALES  

 

PARENTAL (OR GUARDIAN) INFORMATION STATEMENT (continued) 
 

Parent and child evaluations of Australian paediatric day-surgery 
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On your written consent, you will be invited  to participate in an interview on your 
thoughts about your child’s recent admission for surgery.  The researcher you talk to 
will take notes during the interview.  If you decide to participate, you may explain the 
child  information statement (on page 3) to your child  or have your child  read  it (your 
child  has the opportunity to give verbal consent).   
 
The completed questionnaires will need  to be sent back to us in the reply-paid  
envelope included.  If your child  is under 5 years, p lease send the blank child  
questionnaire with your completed  one.   
 
If you give us your permission by signing this document, we plan to publish the results 

in academic journals and in a thesis for a Doctor of Philosophy degree.  

 
If you decide not to participate after leaving the clinic, please return the blank 
questionnaires in the reply-paid  envelope which is provided and complete the 
revocation of consent form (see page 4) and  send it to us.   
 
If you have any additional questions either now or later, Ms Sharon Zakhary  
(mobile: 040 794 0085) will be happy to answer them.   

 

If you would like a summary of the results at the end of the study, please contact  

Ms Sharon Zakhary (mobile: 040 794 0085).   
 
You will be given a copy of this statement to keep as part of the questionnaire package. 
      

Any complaints may be directed to the Ethics Secretariat, The University of New South 
Wales, Sydney 2052 (phone 02 9385 4234, fax 02 9385 6648, email 

ethics.sec@unsw.edu.au).  Any complaint you make will be treated in confidence and 

investigated, and you will be informed of the outcome. 
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THE UNIVERSITY OF NEW SOUTH WALES  
 

CHILD INFORMATION STATEMENT 
  

Parent and child evaluations of Australian paediatric day-surgery 
 

What children think about their day-surgery 
 

We want to learn about what it’s like for you to have an operation and what it’s 
like in hospital.  This will help us to make things better for other kids later on.   

 

mailto:ethics.sec@unsw.edu.au
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If you want to help us, a person who looks after you will give you a form with 
some questions on it, soon after your visit with Dr Tracey Merriman.  The 

questions will take about 30 minutes to do (you might need some help).  After 
you have finished, give it to a person who looks after you and they will send it 

back to us.   
 
You may not want to help us with our project.  Taking part is up to you and the 

person who brought you to see Dr Merriman.  If you don’t want to take part, 
please tell the person who came with you to see Dr Merriman.  If you get upset 
when answering the questions on the form, tell someone who looks after you, 

and they will talk to someone who can help.    
 
If you decide not to help us, you will still be treated the same by Dr Merriman.  If 

you decide to help us now, you can change your mind whenever you want 
without getting in trouble; just tell someone who looks after you. 

 

If you have any questions, ask someone who looks after you.  
 If they don’t know, then they will ask us. 

 
Thanks for reading about our project. 
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THE UNIVERSITY OF NEW SOUTH WALES  

 

PARENTAL (OR GUARDIAN) CONSENT FORM 
 

Parent and child evaluations of Australian paediatric day-surgery 
 

You are making a decision whether or not to participate and permit your 
child to participate.  Your signature indicates that, having read the 
information provided above, you have decided to participate and permit your 
child to participate.  
 
 

___________________________   ___________________________ 
Signature of parent/ guardian   Signature of witness 
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___________________________                             ___________________________                 
Please PRINT name     Please PRINT name 
     
 
___________________________   ___________________________ 
Date       Nature of Witness 
 
 
___________________________ 
Signature(s) of investigator(s) 
 
 
___________________________ 
Please PRINT Name 
 
 

 
REVOCATION OF CONSENT BY PARENT (OR GUARDIAN) 

 

I hereby wish to WITHDRAW my consent for my child/ ward to participate in the 
research proposal described  above and understand that such withdrawal WILL NOT 
jeopardise any treatment of my, or my child / ward’s relationship, with the University 
of New South Wales or Dr Tracey Merriman. 
 
___________________________   ___________________________ 
Signature      Date 
 
 
___________________________ 
Please PRINT Name 
 
The section for Revocation of Consent by the parent/ guardian should  be forwarded to  
 
Dr Julie Thacker:  Victoria University (St Albans)  

PO Box 14428 Melbourne 8001 

Page 4 of 4
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      Appendix F 
 
 

Questionnaire on Children’s Surgery in Hospital 

PARENT: If your child is between 5 and 10 years of age, we would like to get their feedback 

about their time as a surgical patient. We are interested in all aspects of their experience: before, 

during and after their operation.  The thoughts, feelings, and opinions of paediatric surgical 

patients of all ages are important.  Such feedback allows medical staff and researchers to help 

improve the experience that children have when in hospital.  
 

This form is for your child to complete.  Please explain any words in the questions below that 

your child may not understand.  Questions 29, 30 and 32 involve written answers.  If your child 

prefers to give you the answers to those questions, please write down what your child says on 

their behalf.  Do not answer the questions yourself.  
 

Please explain to your child that the ‘doctor’ in questions 1, 2, 3, 4, 5, 6, 7 and 8 refers to the 

surgeon they saw before the day of their surgery.  
 

Allow your child to give you the answers to those questions.  
 

Please ask your child to complete this form within 2-3 days of their  

follow-up consultation with Dr Tracey Merriman. 
                            

      

 

   You have been a patient in a hospital, so we need your help. 
 
 

1.  Did the doctor let you ask questions? 

     Please tick one box.                       Yes                   No               I didn’t have any questions         
___________________________________________________________________________________________ 
 

2.  How well did the doctor listen to you? 

     Please tick one face  

 
 

                                                 
 

                                                                                              

                                   1               2               3              4              5 

                            Very well                                               Not well at all 
___________________________________________________________________________________________ 
      

3.  Did the doctor answer your questions? 

     Please tick one box                        Yes                  No               I didn’t have any questions  
__________________________________________________________________________________________________________________ 
 

4.  If YES, how well did the doctor answer your questions? 

     Pleas tick one face   
 

                                             

 

 
 

                                                         1               2               3              4              5 

                         Very well                                                 Not well at all 
_________________________________________________________________________________________________________________ 
 

5.  Do you think the doctor understood your questions? 
     Please tick one box           Yes                    No           

CHILD 
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6.  Did the doctor spend enough time talking with you? 

     Please tick one box         Yes   No              
____________________________________________________________________________________________________________________ 
      

7.  Do you think the doctor liked you? 

     Please tick one box         Yes   No                           
____________________________________________________________________________________________________________________ 
 

8.  How nice was the doctor to you?  

     Please tick one face   
 

                                                 

 

                                                                                                             

                                                         1               2               3             4             5 

                        Very nice                                                 Not nice 
____________________________________________________________________________________________________________________ 
 

9.  How scared were you when you got to the hospital? 

     Please tick one face   
 

                                                      

 

 

                                                               1               2               3              4              5 

                         Not scared                                                Very scared 

                                                      at all              
____________________________________________________________________________________________________________________ 
 

10.  Were there any toys, games, or video games at the hospital? 

       Please tick one box           Yes   No  
____________________________________________________________________________________________ 
              

11.  If YES, how good were the toys, games, or video games at the hospital? 

       Please tick one face  
 

                                                    

 

                 
 

                                                                  1              2              3             4             5 

                              Very good                                              Not good at all 
____________________________________________________________________________________________________________________ 
 

12.  Did the nurses let you ask questions? 
       Please tick one box                      Yes       No            I didn’t have any questions 
____________________________________________________________________________________________________________________ 

 

13.  How well did the nurses listen to you? 

       Please tick one face 
 

                                               

 
 

                                                           

                                                            1               2              3             4              5 

                             Very well                                             Not well at all 
____________________________________________________________________________________________________________________ 
 

14.  Did the nurses answer your questions? 

       Please tick one box                 Yes    No                   I didn’t have any questions  
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15.  If YES, how well did the nurses answer your questions? 

       Pleas tick one face 
 

                                               

 
 

                                                         1              2              3              4              5     

                         Very well                                             Not well at all 
____________________________________________________________________________________________________________________ 
 

16.  Do you think the nurses understood you? 
       Please tick one box              Yes   No 
____________________________________________________________________________________________________________________
              

17.  Did the nurses spend enough time talking with you? 
       Please tick one box             Yes    No              

 
___________________________________________________________________________________________________________________ 
 

18.  Do you think the nurses liked you? 

       Please tick one box             Yes    No 
____________________________________________________________________________________________ 
                           

19.  How easy was it to talk to the nurses? 

       Please tick one face  
 

                                                   

 
 
                                                                

                                                                   1              2               3             4             5 

                             Very easy                                              Not easy at all 
____________________________________________________________________________________________________________________ 
 

20.  Did the nurses help you when you needed them? 

       Please tick one box                 Yes    No                               
____________________________________________________________________________________________________________________ 

 

21.  How nice were the nurses to you?  
       Please tick one face   

  

                                              

 

 

                                                               1               2               3              4              5 

                                           Very nice                                               Not nice at all 

____________________________________________________________________________________  
 

22.  When you were in hospital, how much did the doctors and nurses tell you about your         

       operation?     

       Please circle the words           1 ------------ 2 ----------- 3 ----------- 4 -------------- 5 

                                                          Everything      A lot         Some       A little bit        Nothing                       
____________________________________________________________________________________________________________________ 
 

23.   How much did you want to know about your operation?  

        Please circle the words          1 ------------ 2 ----------- 3 ----------- 4 -------------- 5 

                                                               Everything        A lot          Some      A little bit       Nothing                                               
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24.  How hungry were you just before your operation? 

        Please tick one face   
 

 

 

   

                                                       1              2              3            4             5 

                                                   Not hungry                                             Very very 

                  at all               hungry 
____________________________________________________________________________________________________________________ 

 

25.  How thirsty were you just before your operation? 

        Please tick one face  
 

 

 
 

                                                       1              2              3            4             5 

                                                    Not thirsty                                             Very very 

                   at all                thirsty 
____________________________________________________________________________________________________________________ 

 

26.  How comfortable (like the bed, pillows, and chairs) was it in hospital?  

       Please tick one face   
 

                                                

 
 

                                                                

                                                               1              2             3             4             5 

                                                  Very comfortable                                   Very Uncomfortable 
____________________________________________________________________________________________________________________ 

      

27.  Think about the time you spent in hospital.  Was it too long, too short, or just right? 

       If it was too long or too short, please circle which one under the number 5. 

       Please tick one face  
         

       
 

    

                                                             1              2             3             4             5 

                           Just right                                                Too long 

                                                                                               (or too short)          
____________________________________________________________________________________________________________________ 

 

28.  Think about travelling to the hospital and back. Was the trip: too long, a little bit long  

        or just right? 

        Please tick one face  
 

                                                   

 

                                                                  1             2              3             4             5 

                            Just right                                              Too long 

____________________________________________________________________________________ 
 

29.  What were the worst things about being in hospital? 

       Please write down your answer. 
____________________________________________________________________________________________ 

 

____________________________________________________________________________________________ 
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30.  What were the best things about being in hospital? 

       Please write down your answer. 
____________________________________________________________________________________________ 

 

____________________________________________________________________________________________ 

 

31.  Who was the best at explaining things? 

       Please tick one box 
 

        Mum              Dad            Doctor          Nurse             Friend             Other ____________ 

                                                                                                                    (Please write down your answer) 
____________________________________________________________________________________________________________________ 

 

32.  Is there anything that would have made your time in the hospital better? 

       Please write down your answer. 
____________________________________________________________________________________________ 

 

____________________________________________________________________________________________ 

 

33.  How well did the doctors take care of you? 

       Please tick one face  
 

                                                    

 

 

                                                                  1              2             3              4             5 

                             Very well                                            Not well at all 
____________________________________________________________________________________________________________________ 

 

34.  How well did the nurses take care of you? 

       Please tick one face  
 

                                                

 

 

                                                            1              2              3             4             5 

                            Very well                                            Not well at all 
___________________________________________________________________________________________________________________ 

 

35.  Would you like to come back to the same hospital if you were sick again? 

        Please tick one box              Yes            No                           
___________________________________________________________________________________________________________________ 

 

36.  Would you tell your friends to see the doctor you saw in hospital if they had the same 

        problem? 

        Please tick one box             Yes            No 

____________________________________________________________________________________
  

37.  This question is for one of your parents to answer.  If you (the parent) have any       

       comments about this form or recommendations on how the form can be improved,   

       please include your comments in the space below.  We are interested in any feedback,  

       particularly any questions you believe should be added or removed. 
 

____________________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________ 

 

____________________________________________________________________________________________ 

 

____________________________________________________________________________________________ 
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38.  If you (child) like, you may draw a picture of your time in hospital (in the box below). 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Thank you for filling out this form.  Your answers will really help us.
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Appendix G 
 

Paediatric Surgical Patient Evaluation Questionnaire (Parent Form) 
To continually try to improve the quality of surgical services for children, researchers and medical 

staff need to know what you thought about your child’s recent admission for surgery.   
 

We are interested in both what you liked and what you disliked. 
 

We hope you will help us by completing this questionnaire.  The information you provide will be 

treated in the strictest of confidence. 
 

Please complete this questionnaire 2-3days after your arrival home from your follow-up 

appointment with Dr Tracey Merriman. 
 

 

What is today’s date?     ______/______ /______ 

                                                    Day     Month     Year 

 

What was the date of your child’s operation?    ______/_______ /______  

                                                                         Day      Month      Year                
 

Before you answer our questions, we are interested in having, in your own words, any 

particular comments you have about your or your child’s experiences with the paediatric 

surgical service provided to you. 

Please write in the space below 

______________________________________________________________________ 
 

______________________________________________________________________ 
 

 

Firstly, we would like to ask you some questions about you and your child. 
 

 1.  Your sex : 

     Please tick one box            Male                     Female 
     
 

2.  Your child’s sex : 

     Please tick one box            Male                     Female 

           

3.  Which of the following best describes your age in years? 

    Please tick one box   

    

            15 to 19   20 to 24    25 to 29            30 to 34   

 

            35 to 39   40 to 44    45 to 49            50 and over 
 
 

4.  What is your child’s age?        
     Please complete boxes below in either years or months, whichever is most appropriate.       
 

                                      years               or                              months 
 

 

5.  In which country were you born? 

      Please tick one box              Australia       Other (please specify________________) 
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6.  Which of the following best describes the approximate annual income of your household? 

    Please tick one box 
 

          $20,000 or less                   $20,001 - $30,000              $30,001-40,000 

 

          $40,001-$50,000                         $50,001-$60,000               $60,001-$70,000 

 

          $70,001-$80,000        Over $80,000          

 
 

7.  Marital status:         
    Please tick one box          Divorced/Separated              Single             Married/Defacto            Widowed 

 

8.  How many children do you have currently living with you? 

     Please answer on the line provided    __________________child/children     

 

9.  Which of the following best describes your educational background? 

     Please tick one box 
 

                        Less than Year 12                             Finished Year 12          University Degree 
 

 

                        Diploma / Apprenticeship Some University  
                       

 

10.  In the past, has your child previously been hospitalised at the same place they had their   

       recent surgery? 

       Please tick one box              Yes                 No 

 
 

11.  What is the SUBURB or TOWN and POSTCODE of where you live? 

        Please answer on the line provided 
 

Name: ______________________________ Postcode: 

 
12.  In general, which of the following best describes your health? 

       Please tick one box 
 

                    Poor                            Fair   Good       Very Good Excellent 
 
 

13.  In general, which of the following best describes your child’s health? 

       Please tick one box 
 

                    Poor                            Fair   Good                       Very Good       Excellent 
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We would like to ask you about what happened  

before you and your child went to hospital. 
 

14. How difficult was it to organise the trip to the hospital in terms of: 
       

a) Cost? 

 Please tick one box        Very                     Quite                  Neither difficult           Quite            Very  

                                                              difficult               difficult        nor easy                easy              easy 
    

b) Social commitments? 

  Please tick one box       Very                     Quite                   Neither difficult           Quite            Very  

                                                             difficult               difficult       nor easy                easy              easy 
 

c) Employment commitments? 

       Please tick one box        Very                     Quite                   Neither difficult           Quite            Very  

                                                              difficult               difficult         nor easy                 easy              easy 
 

15.  Was your child’s surgery covered by private health insurance (i.e., NOT Medicare)?                 

        Please tick one box                Yes             No 

 

16.  Was your child’s surgery conducted in a public or private facility? 

        Please tick one box            Public facility                     Private facility 

 

17.  In what type of facility was your child’s surgery conducted?  

        Please tick one box            Day-Surgery unit of                 Children’s ward of                    Child-only  

                                            a general hospital                   a general hospital          hospital      
 

18.  What was your mode of transport to the surgical facility and back? 

       More than one box may be ticked  
  

            Taxi                  Bus          Plane           Other combination 

                        (please specify_______________) 

  

           Private Car           Train          Walked 

 

19.  Do you reside in a regional, rural, or remote area (i.e., not in the city) and travelled                            

       90 minutes or more (one-way) for your child’s surgery? 

        Please tick one box 
           

           If ‘Yes’, continue from question 20             Yes       No  If ‘No’, continue from question 24                        
                      

                           

20.  Were you informed that you may be eligible for financial support from the government or  

        private health fund if you access specialist medical services away from home?         

        Please tick one box               Yes   No                           

   
21.  Did you receive any financial support from the government (e.g., Isolated Patient Travel      

and Accommodation Assistance Scheme) or private health fund for the trip to the hospital                               

where your child had their surgery? 

        Please tick one box 
 

         If ‘Yes’, continue from question 22           Yes   No  If ‘No’, continue from question 24                        
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22.  Who provided you with this financial support? 

       Please tick one box 
 

                         Government (e.g., Isolated Patient Travel and                               Private Health Fund  

                             Accommodation Assistance Scheme)                                                    If ‘Private Health Fund’,     

                             If ‘Government’, continue from question 23                           continue from question 24 

 

23.  Which of the following best describes the amount of financial support (in dollars) you                         

were given?  

       Please tick one box  
 

  $30 or less                  $61 to $90                  $121 to $150 $181 to $210 
     

 

                 $31 to $60                  $91 to $120                $151 to $180                    $211 or more          

   

24.  Approximately, how far (in kilometers) were you living from the place where your child 

had their surgery?  

       Please answer on the line provided  _________________kms 

 

25.  In minutes, approximately how long did it take you to: 
  

        a) Travel from home to where your child had their surgery (including any waiting times    

at airports or bus terminals)?  
             Note: If you stayed overnight near the facility, please include the time taken to travel from        

             where you stayed to reach the facility.      

             Please answer on the line provided  _________________minutes 
 

        b) Travel from the place where your child had their surgery to back home (including any     

             waiting times at airports and bus terminals)?   

             Note: If you stayed overnight near the facility, please include the time taken to travel from 

 the hospital to where you stayed.      

             Please answer on the line provided  _________________minutes 
 

 

26.  Including travel, meals, childcare and accommodation (if applicable), what was the    

       approximate total cost (in dollars) of your trip to the surgical facility?  

       Please answer on the line provided  _________________dollars 

 

27.  How long was your wait between booking the appointment for the surgery and the day       

        your child had their surgery? 

       Please complete in days, weeks, or months, whichever is most appropriate.       
 

              _____________days, _____________weeks, or _____________months 

 

28.  How old was your child when you booked the appointment for your child’s surgery? 

       Please complete in days, weeks, months, or years, whichever is most appropriate.       
 

              _____________days, _____________weeks, _____________months, or _____________years old. 
 

 
 

 
 

 

 

 

 

 

 

 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       465 

 

29.   How would you describe the length of time you and your child had to wait between 

 making the appointment and the day your child had their surgery? 

         Please tick one box 
 

                 Much longer          Longer than                 As                  Shorter than          Much shorter 

                 than expected          expected                expected   expected               than expected 

 

 

For this next section, consider the consultation you had with  

the surgeon before the day of your child’s operation. 
 

30.  Please evaluate each of the below aspects of the consultation with your child’s surgeon. 

        Please tick one box for each aspect 
                          Excellent     Very         Good         Fair           Poor          Not  

                                 Good                                                          Applicable 

a)  The explanation given to you about your  

   child’s condition 
 

b) Quality of the written or printed  

     information about your  child’s condition 
 

c) The explanation given to you about your  

    child’s operation 
 

d) Quality of the written or printed  

     information about your child’s operation 
 

e) Opportunity for you to ask questions 
 

f ) Surgeon’s warmth and personal interest in 

     you 
 

g) Surgeon’s answers to your questions 
 

h) Opportunity for your child to ask questions 
 

i) Surgeon’s warmth and personal interest in  

    your child 
 

j) Surgeon’s answers to your child’s questions 

 

 

31.  How would you rate the information you were given about:  
         

        a) The ward and hospital facilities? 

             Please tick one box 
           
                   Excellent              Very good            Good       Fair                 Poor                  Did not receive                                                   

                                              any information 

          

         b) The available transport services? 

              Please tick one box 
           

                   Excellent              Very good      Good       Fair                 Poor                      Did not receive                                                           

                                                         any information   
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32.  How long before the operation were you told your child should fast without: 
         

       a) Food?   
 

           Please answer on the line provided    ___________ hours             
 

       b)  Drink?      

            Please answer on the line provided   ___________ hours 

 

33.  How long was the actual length of time your child fasted without: 
         

a) Food?      

             Please answer on the line provided ___________ hours             
 

b) Drink? 

            Please answer on the line provided ___________ hours 
 

 

Now we would like to ask you about the time your child spent in hospital. 
  

34.  Think about the advice given to you regarding the time you should arrive at the hospital     

on the day of your child’s operation.  When did you arrive at the hospital? 

        Please tick one box 
 

      Much earlier                   Earlier than                  Around the                  Later than                   Much later 

                    than advised                   advised                         advised time                advised                        than advised 

 

35.  After arriving at the hospital on the day of your child’s operation: 
   

        a) Were you advised that there would be a wait? 

             Please tick one box                 Yes   No 

 

        b) If YES, were you told how long you would be waiting? 

  Please tick one box                  Yes  No  

  

          c) If YES, how long were you told you would be waiting (e.g., 30 minutes, 1 hour,             

2 hours)?  

                Please answer on the line provided _______________       

   

        d) How would you describe the total length of time you and your child waited before your     

             child’s operation? 

             Please tick one box 
 

                      Much too                    Too                    Just                     Too                      Much too 

                      long                     long                    right                    short                      short 

 
               e) What was the approximate length of time (in total, e.g., 30 minutes, 1 hour, 2 hours) 

you and your child waited before your child’s operation?   

                  Please answer on the line provided  _______________        

 
36.  How long did your child stay in hospital? 

       Please tick one box                      One day or less      One night                   More than one night 
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Now we would like your views of the quality of care in hospital. 
 

37.  Please evaluate each of the below aspects of your time at the hospital. 

       Please tick one box for each aspect 
                       Excellent   Very        Good        Fair         Poor         Not  

                             Good                                                     Applicable 
 

a) Ease in finding available parking at the  

    hospital 
 

b) Efficiency of reception staff at check-in 
 

c) Personal manner of reception staff at  

    check-in 
  

d) Finding the ward 
                

e) Being shown around the ward  

    (i.e., toilets, tea-making facilities) 
 

f) Things to keep your child occupied while  

     waiting     
 

g) Things to keep you occupied while waiting  
 

h) Tea and coffee facilities in the ward  
 

i) Toilet facilities in the ward 
 

j) Telephone facilities in the ward 

                               

k) Personal manner of the nurses in the  

    recovery room 
          

l) Personal manner of the surgeons 
 

m) Staff kept you up-to-date on your child’s  

     progress 
 

n) Effectiveness of pain control immediately  

     after the operation 
 

o) Amount of warning about being discharged 
 

p) Quality of written or printed information  

     about your child’s care after discharge   
 

q) Efficiency of reception staff on discharge of  

     your child from hospital 
 

r) Personal manner of reception staff on 

    discharge 
 

s) Consistency of advice from doctors and  

    nurses about your child’s treatment 

 

 
38.  How would you rate the length of time your child was in hospital? 

       Please tick one box             Far too          Too      Just                      Too                 Far too                                                                 

                                                                  long                  long      right                    short                 short   
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39.  Considering the service you received, do you think the total cost involved was: 

       Please tick one box 
 

                Too         Expensive               Neither expensive                     Value                       Excellent value 

                expensive                              nor value for money                 for money                for money  

 

40.  Please rate each statement below according to how much you agree or disagree   

       Please tick one box for each statement                
                                                           

    Staff communication with you (Parent) 
                                 Strongly  Agree      Neutral   Disagree Strongly     Not         

                                        agree                                                     disagree  applicable 
a) The hospital staff encouraged me to ask 

     questions 
 

b) The hospital staff treated me with  

     courtesy and respect 
 

c) The hospital staff were vague and unclear  

     when they explained things to me 
 

Staff communication with your child 
                  Strongly   Agree    Neutral   Disagree   Strongly     Not 

                                  agree                                  disagree  applicable               
 

d) The hospital staff listened carefully to my  

     child 
               

e) The hospital staff used words too difficult  

     for my child to understand  
 

f) The hospital staff encouraged my child to  

     ask questions 
 

g) The hospital staff quickly attended to my  

    child’s needs  
 

Staff communication with each other 
                 Strongly    Agree     Neutral   Disagree  Strongly     Not 

                                  agree                                    disagree applicable               
 

h) The hospital staff communicated well with 

     each other about my child 

 

 

The following questions relate to the hospital staff’s advice 

given to you about your child’s care after discharge. 
 

41.  How difficult was it for you to: 
     

       a) Understand the hospital staff’s advice? 

           Please tick one box        Very       Quite  Neither difficult           Quite Very  

                                                                 difficult       difficult  nor easy          easy easy 

        

       b) Carry out what the hospital staff advised (ignoring your child’s level of  

cooperativeness)? 

             Please tick one box         Very      Quite                 Neither difficult          Quite Very  

                                                                   difficult      difficult   nor easy          easy easy 
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42.  How co-operative was your child with you during after-discharge care? 

        Please tick one box 
 

               Very                    Cooperative          Neither cooperative         Uncooperative Very 

               cooperative                                 nor uncooperative                                uncooperative 
 

43.  How well do you believe the doctors’ and nurses’ advice was followed regarding your  

       child’s:           
           

       a) Medication? 

          Please tick one box 
 

                Exactly            Very          Moderately          Not very      Not well               Not  

                                         well         well   well                     at  all                     applicable 
          

        b) Wound care? 
           Please tick one box 
 

               Exactly             Very          Moderately          Not very      Not well               Not  

                                         well         well    well                    at  all                     applicable 
          

       c) Activity level? 

           Please tick one box 
 

                Exactly            Very          Moderately          Not very      Not well               Not  

                                         well         well   well                     at  all                     applicable 
 

 
             

We would now like to ask you about your child since the operation. 
 

 44.  Since leaving hospital, has your child experienced any of the following arising from the       

        surgery? 

        Please tick either the ‘Yes’ or the ‘No’ box for each event 
     

      Yes   No 
  

        a) Wound infection   

 

        b) Allergy or reaction to drug  

 

        c) Bleeding (more than expected) 

 

        d) Pain (more than expected)          

 

        e) Anxiousness                  
 

        f) Sleeping problems  

            (other than nightmares) 
        

        g) Nightmares 
 

        h) Separation anxiety 
 

        i) Nausea 
 

        j) Vomiting 
         

        k) Other (please specify________________)                                                                                                               
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We would now like to know about the medical care your  

child has needed since leaving the hospital. 
 

45.  Has your child been re-admitted to hospital for any problems related to their operation? 

        Please tick one box               Yes                  No 

 

          If Yes, please describe all the problems: 
         ______________________________________________________________________________ 

 

         ______________________________________________________________________________ 

 

46.  Did you receive a follow-up phone call from hospital staff in the few days after your 

child’s discharge from hospital? 

        Please tick one box            Yes              No 

                

47.  After discharge, did you need to contact the hospital where your child had their surgery? 

       Please tick one box 
   

         If ‘Yes’, continue from question  48          Yes                         No   If ‘No’, continue from question 49                                                       

 

48.  How would you rate the information given to you from the hospital staff you spoke to? 

        Please tick one box            Excellent                 Very good             Good              Fair                   Poor 
           

                                                                    

We would now like to ask you some questions about your experiences  

with accessing the surgical services provided for your child. 
 

49.  Please rate each of the below statements according to how much you agree or disagree.   

       Please tick one box for each statement   
                        

                   Strongly  Agree     Neutral  Disagree   Strongly     Not 

                                                                         agree                                 disagree applicable               

a) We had to travel too far for my child’s 

    surgical care 
 

b) There is a shortage of surgeons in my area 
        

 c) It is important to have surgical services 

     for children available near my home 

 

 

Finally, we would now like to ask you some questions about  

your overall views of the treatment your child received. 
 

50.  Who was MOST helpful in explaining your child’s operation? 

       Please tick one box 
 

            Paediatrician                            Hospital Surgeon              Hospital Nurse               Family or  

                    Friends 

  
  

            Hospital Doctor (resident or registrar)           Anaesthetist              Other (please specify______________) 
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51.  Based on your and your child’s time in hospital, do you think things would be better: 
          

   a)  In a public or private facility?              

              Please tick one box            Public facility                 Private facility                       No difference 
                      

 

         b) As a public or private patient? 

             Please tick one box             Public patient                 Private patient       No difference 

 

52.  If your child’s surgery could be done closer to home, but without child-specialist surgeons     

       and nurses, would you still travel? 
       Please tick one box 
           

               Definitely Yes                    Probably Yes                  Not sure             Probably No             Definitely No             

             

53.  If a friend (e.g., another parent) was in a similar situation, would you recommend the              

       hospital you went to?  

       Please tick one box 
           

               Definitely Yes                    Probably Yes                  Not sure             Probably No             Definitely No             

                                                     
54.  Ignoring communication and interpersonal skills, how would you rate the practical skills 

of the nurses who cared for your child ? 

       Please tick one box 
           
                Excellent                 Very good             Good                  Fair         Poor                  Not sure         

 
55.  Ignoring communication and interpersonal skills, how would you rate the surgical ability 

of the surgeons who cared for your child? 

       Please tick one box 
         
                Excellent                 Very good             Good                  Fair         Poor                  Not sure 
 

 

56.  Overall, how would you rate:  
 

             a) Your satisfaction with your child’s treatment? 

              Please tick one box 
           

                Highly                    Satisfied                      Neutral                 Dissatisfied                 Highly                                                        

                satisfied                                dissatisfied    

 

          b) The quality of care at the hospital where your child had their surgery? 

               Please tick one box 
           
                Excellent                 Very good             Good              Fair                        Poor                    
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57.  Below is a list of issues you may think about when evaluating the quality of a surgical     

service for children.  Number the issues in order from most important (1) to least 

important (7) using all the numbers from 1 - 7 inclusive. 

       Use each number only once. 
 

                   Information about issues directly and indirectly related to the child’s care such as the child’s 

                   condition, operation, after-discharge care and available transport services to hospital.  

 

                   Explanations from medical, nursing, and administrative staff about important issues such      

                   as the child’s operation, and the check-in and discharge processes.   

 

                   The warmth, care, and friendliness the child and parent or guardian receive from medical, nursing,            

and administrative staff.     

 

                   Practical skills and surgical ability of staff involved with the parent or guardian and the child’s care.  

                  

                   The ability of staff to communicate with each other and work together as a team. 

 

                   The process of accessing the surgical service.  This includes waiting times, affordability, travel issues,                  

                   and ease of parking on arrival.  

 

                   Facilities available at the hospital such as tea-making facilities, cafeteria, and things to keep the                                            

parent or guardian and the child occupied in the waiting room.  
   

 

58.  If you have any final comments or recommendations about how your child’s treatment 

and after-care can be improved, please add them below.  We are particularly interested in             

       knowing what you thought were the best and worst things about your child’s treatment,        

both in hospital and afterwards. 
 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 
 

 

59.  If you have any comments about this questionnaire or recommendations about how the           

       questionnaire can be improved, please include them in the space below. We are interested 

in any feedback, particularly any questions you believe should be added or removed. 

 
_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

 

Thank you for completing this questionnaire. 
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Appendix H 

 

Proportion of Missing Values in the PSPEQ (Parent Form)  

 

Table H1 

Items and Percentage of Missing Values in the PSPEQ (Parent Form) (n = 214) 

______________________________________________________________________ 
Item    N/A (%)       Non-Response (%)            Total (%) 

______________________________________________________________________ 

6 0 (0.0) 1 (0.5) 1 (0.5) 

30a 1 (0.5) 0 (0.0) 1 (0.5) 

30b 57 (26.3) 0 (0.0) 57 (26.3) 

30d 40 (18.7) 0 (0.0) 40 (18.7) 

30f 1 (0.5) 0 (0.0) 1 (0.5) 

30h 119 (55.6) 0 (0.0) 119 (55.6) 

30j 123 (57.5) 0 (0.0) 123 (57.5) 

31a 23 (10.7) 0 (0.0) 23 (10.7) 

31b 175 (81.8) 1 (0.5) 176 (82.2) 

32a 0 (0.0) 34 (15.9) 34 (15.9) 

32b 0 (0.0) 32 (15.0) 32 (15.0) 

33a 0 (0.0) 3 (1.4) 3 (1.4) 

33b 0 (0.0) 3 (1.4) 3 (1.4) 

34 0 (0.0) 1 (0.5) 1 (0.5) 

35d 0 (0.0) 1 (0.5) 1 (0.5) 

35e 0 (0.0) 3 (1.4) 3 (1.4) 

37a 3 (1.4) 0 (0.0) 3 (1.4) 

37b 3 (1.4) 0 (0.0) 3 (1.4) 

37c 3 (1.4) 0 (0.0) 3 (1.4) 

37d 4 (1.9) 0 (0.0) 4 (1.9) 

37e 11 (5.1) 0 (0.0) 11 (5.1) 

37f 20 (9.3) 0 (0.0) 20 (9.3) 

37g 12 (5.6) 0 (0.0) 12 (5.6) 

37h 19 (8.9) 0 (0.0) 19 (8.9) 

37i 8 (3.7) 0 (0.0) 8 (3.7) 

37j 110 (51.4) 1 (0.5) 111 (51.9) 
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37k 0 (0.0) 1 (0.5) 1 (0.5) 

37m 4 (1.9) 0 (0.0) 4 (1.9) 

37n 7 (3.3) 0 (0.0) 7 (3.3) 

37o 7 (3.3) 0 (0.0) 7 (3.3) 

37p 19 (8.9) 0 (0.0) 19 (8.9) 

37q 29 (13.6) 0 (0.0) 29 (13.6) 

37r 34 (15.9) 0 (0.0) 34 (15.9) 

37s 2 (0.9) 1 (0.5) 3 (1.4) 

38 0 (0.0) 1 (0.5) 1 (0.5) 

39 8 (3.7) 11 (5.1) 19 (8.9) 

40a 3 (1.4) 0 (0.0) 3 (1.4) 

40c 9 (4.2) 0 (0.0) 9 (4.2) 

40d 80 (37.4) 0 (0.0) 80 (37.4) 

40e 114 (53.3) 0 (0.0) 114 (53.3) 

40f 111 (51.9) 0 (0.0) 111 (51.9) 

40g 17 (7.9) 0 (0.0) 17 (7.9) 

40h 4 (1.9) 0 (0.0) 4 (1.9) 

41a 0 (0.0) 1 (0.5) 1 (0.5) 

41b 0 (0.0) 1 (0.5) 1 (0.5) 

43a 14 (6.5) 0 (0.0) 14 (6.5) 

43b 8 (3.7) 0 (0.0) 8 (3.7) 

43c 13 (6.1) 0 (0.0) 13 (6.1) 

48 187 (87.4) 0 (0.0) 187 (87.4) 

49a 7 (3.3) 0 (0.0) 7 (3.3) 

49b 9 (4.2) 0 (0.0) 9 (4.2) 

49c 4 (1.9) 0 (0.0) 4 (1.9) 

51a   5 (2.3)   1 (0.5)  6 (2.8) 

51b   2 (0.9)   1 (0.5)  3 (1.4) 

52   6 (2.8)   2 (0.9)  8 (3.7) 

55   2 (0.9)   0 (0.0)  2 (0.9) 

_____________________________________________________________________ 
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Appendix I 

 

Proportion of Missing Values in the QCSH (Child Form)  

 

Table I1 

Items and Percentage of Missing Values in the QCSH (Child Form) (n = 58) 

______________________________________________________________________ 
Item   N/A (%)                  Non-Response (%)              Total % 

______________________________________________________________________ 

1 15 (25.9) 0 (0.0) 15 (25.9) 

3 15 (25.9) 0 (0.0) 15 (25.9) 

4 15 (25.9) 0 (0.0) 15 (25.9) 

5 15 (25.9) 0 (0.0) 15 (25.9) 

11 12 (20.7) 1 (1.7) 13 (22.4) 

12 16 (27.6) 0 (0.0) 16 (27.6) 

13 0 (0.0) 2 (3.4) 2 (3.4) 

14 16 (27.6) 0 (0.0) 16 (27.6) 

15 16 (27.6) 0 (0.0) 16 (27.6) 

16 0 (0.0) 1 (1.7) 1 (1.7) 

27 0 (0.0) 1 (1.7) 1 (1.7) 

_____________________________________________________________________ 
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Appendix J 

 

Interview Protocol  

 

 

Thank you for taking the time to participate in the study. 

 

 I wanted to begin by highlighting a couple of details about the project that were 

mentioned in the information sheet you just read.  The project is independent of 

surgeon’s name.  Surgeon’s name will not know who has and who hasn’t participated in 

the study and they will not have any access or knowledge of the data collected as part of 

this research process.  Also, you are able to withdraw at any time, just complete the 

withdrawal form and send it in the stamped self-addressed envelope provided.      

 

Semi-structured Interview Questions  

For Patients: 

Remember, there are no right or wrong answers, I’m really only interested in what you 

thought about your time in hospital. 

1. What were the best things about going to hospital? 

2. What would you like to have improved? 

 

For Parents:  

1. Think about your whole experience with your child’s surgery, what were the 

most positive aspects of the experience for you and your child? 

2. What suggestions would you make to improve the services provided to you and 

your child?  

 

Prompts 

How was the preoperative wait at the hospital?  

How was s/he when they woke up in recovery? 

How was his/her appetite? 

How was the pain? 

Was any pain medication given? 

Did s/he have any nausea or vomiting?  

How was his/her sleep? 
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Probes 

Tell me more about that  

Take me through what happened there   

 

Clarification 

I just want to make sure I’m noting down your experience accurately.   

Correct me if I am wrong, but is the following what you meant?  

 

In closing  

Is there anything else you would like to add? 

Thank you for taking the time to support the project.   
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Appendix K 

Examples of Coding from Text 

 The examples below illustrate the coding of a passage of text about a young man 

named Terry who is moving out of his parents' home and becoming independent (Gibbs, 

2011). They show ways that analysts have coded the text and the different kinds of 

codes they have developed and used. 

This is the text that is coded: 

Terry 
 

 “When you move into your own home, you're alone. There is no bustle of people 

around the house. I miss having someone to chat to when I get home. I put the TV or 

some music so there’s some background noise, the silence makes me feel so alone. 

Sometimes I will be sat watching trash TV and thinking I should be out doing 

something rather than watching this rubbish. I read a lot but sometimes I am too tired 

and just want to veg out. But it's been good to move out of mum and dad’s as it's not 

healthy to rely on them as they won't last forever. I become independent and made my 

own decisions. It's good they still there when I need them. It's good to have some 

distance as when I was at home I was arguing a lot with my dad and that was what made 

me decide it was time to go.” 

 

Example 1 

 “To help the analyst mark up the page, the text has been printed using double 

spacing, so that it’s possible to write code ideas and code labels between the lines” 

(Gibbs 2011, p. 1). 
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Figure K1. Descriptive Coding and Notes from Gibbs (2011). 

 

 “The analyst has read the text carefully and circled what seem to be key terms or 

key events or actions. A short note of what these are has been written besides the 

circling. These are the start of descriptive, or what grounded theorists refer to as open 

coding. An initial coding list from this might be” (Gibbs, 2011, p. 1): 

Own home 

Lonely 

Independence 

Moving out of parents 

Conflict 

Dependence 

Desire for company 

 “These terms summarise the events and actions noted by the coding in Example 

1, and some are more analytical, i.e. not merely describing something that happened or 

was said. They could form the start of a coding list that could be used to mark-up the 

rest of this transcript and other similar cases” (Gibbs, 2011, p. 1). 
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Example 2 

 In this example a wide margin on the right is used, so that code labels and other 

comments can be written there (Gibbs, 2011).  

 The codes used in Example 2 are still essentially descriptive but begin to move 

away from simply summarizing what the respondent has said. Using brackets to the 

right of the transcribed text, they also code much larger chunks or passages of text. This 

form of coding is most useful when you go on to make retrievals, i.e. gather together all 

the text about one topic – that is to say, all the text that is coded the same way. The 

analyst has also used a highlighter to identify words that refer to feelings and these 

words suggest that the passage about living alone is actually about the emotions and 

feelings associated with living alone (Gibbs, 2011, p. 1-2). 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure K2. Descriptive and Analytic Coding with Notes from Gibbs (2011). 
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“As seen above in example 2, I’ve formatted the interview notes in a similar fashion 

(double spaced and a large right hand margin) to allow you enough room to underline or 

circle key words, phrases, or sentences in the text and to include notes on the right-hand 

side” (Gibbs, 2011, p. 2).  

 

 

 

References 

Gibbs, G. R. (2011) Examples of coding. Retrieved from 

 http://www.onlineqda.hud.ac.uk/Intro_QDA/coding_examples.php 
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Appendix L 

 

Krippendorff’s Alpha Calculations 

 

 Intercoder agreement using Krippendorff’s alpha was calculated between the 

investigator (SH) and a second coder (SK) familiar with the grounded theory approach 

to interviews analysis.  Initially, two attempts were made at establishing acceptable 

intercoder reliability with separate 10% random samples of cases (21 cases per sample).  

On both occasions, coding was conducted independently and without consultation with 

each other.  Samples were randomly selected by order of identification number.  A 10 

percent intercoder reliability sample size of the total sample has been recommended by 

intercoder agreement and reliability scholars (e.g., Lombard et al., 2002) and qualitative 

researchers examining the experience of child hospitalisation (e.g., Bossert, 1994).  

These two attempts resulted in approximately 10 percent of categories failing to reach 

an acceptable level of intercoder reliability (< .70).  

 As a result of the lower level of intercoder agreement, coders discussed their 

inconsistencies which lead to the refinement of categories, including redefining 

categories, and adding, splitting, and combining categories.  As a result, a third separate 

30% sample (60 cases) of the interview data was used to establish intercoder agreement.  

Krippendorff’s alpha agreement scores for all categories reached an acceptable level of 

reliability and ranged from .79 – 1.00 in the present study.  Such a range of scores is 

considered more than acceptable for an exploratory study such as the study presented 

here.  Krippendorff’s alpha agreement scores for all categories can be seen below. 

Reliability data matrices, coincidences and differences tables, and Krippendorff’s alpha 

reliability statements are provided below.  Explanatory headings are included with the 

presentation of the first category (i.e. General Experience) only.   

 

General Experience  
 

Reliability Data Matrix 

 The 30% sample of 60 cases (3 rows of 20 cases) can be seen in the below 

reliability matrices.  Numbers above each table indicate the identification number of 

each case selected.  Cases including “MYC” indicate a mother of a youger child (under 

5-years-old), cases including “FYC” indicate a father of a younger child (under 5-years-

old), cases including “MOC” indicate a mother of an older child (5 to 10-years-old), and 

cases including “FOC” indicate a father of an older child (5 to 10-years-old).  

Reliability data matrix values of “1” indicate the presence of coded data falling in a 
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category and a “0” indicates the absence of coded data in a category.  The first row of 

values indicate coding by the investigator (SH) and the secod row of values indicate 

coding by a second coder (SK).   

 
           MYC   MYC  MYC MYC  MYC MYC  MYC  MYC   MYC  MYC MYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC    FYC    MYC  

                      12        22      23       24       28       30        32       34        37       39      40       53         62        63       65       66       72       74       80         81          

        SH 

    SK 
                      

  
                   MYC   MYC   FYC   MYC  MYC MYC  MYC MYC  MYC   MYC  FYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  

                     82         88       94       96       98     101      104    107     108     109      111     115     118     119     120     121     127      128    133     134 

 
       SH      

       SK   

 

 
                     MOC  MOC  MOC  MOC  MOC  MOC  MOC   FOC  MOC  MOC   FOC  MOC  FOC   MOC  MOC  MOC  MOC MOC   MOC   MOC 

                      7         8          16      23       32       33       34       35      36        40       43      44       45        47      51        54       55       57       58       60 

 

      SH      

       SK        

                

 

Coincidences and Differences Tables 

 The binary Krippendorff’s alpha index will be caluculated due to the binary 

nature of the data values in the reliability data matrices (i.e., “0” or “1”).  To calculate 

the binary Krippendorff’s alpha index, a 2-by-2 coincidence matrix is constructed (per 

category) in which each coder1-coder2 pair of values per unit is entered twice.  Matrix 1 

below indicates the placement of each type of coder pair of values.  While all “00” and 

“11” agreement pairs are multiplied by 2 before being entered into the matrix, all “01” 

and “10” disagreement pairs are entered twice; once in the top right corner and once in 

the bottom left corner of Matrix 1.  Using the ‘General Experience’ data reliability 

matrix as an example, values can be seen in Matrix 2 below.  Of the 60 pairs of values 

seen in the reliability data matrix (from the sample of 60 cases), 51 pairs are of the “00” 

agreement type and are multiplied by 2 to give a total n00 of 102.  There are seven “11” 

agreement pairs which are also multiplied by 2 to give a total n11 of 14.  Also seen is 

the number of “01” and “10” disagreement pairs totalling 2 which are entered twice; 

once in the n01 cell and once in the n10 cell.  Totals of each row and column are also 

seen in both matrices, with the grand total of 120 being the total number of cases in the 

sample multiplied by 2.  On-line calculate options for Krippendorf’s Alpha and macros 

for PASW 17 are now available but were not at the time of processing the data, so 

calculations were done by hand.  Relibility checks on the by hand calculations were 

conducted using a random sample of 10 categories which were verified using the 

currently-available software.   

0 0 0 0 0 1 0 0 1 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 1 0 0 1 0 0 0 0 0 0 0 0 0 0 0 

0 0 1 0 0 0 1 0 1 0 1 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 1 0 1 0 1 0 0 0 0 0 0 0 0 0 

0 1 0 0 1 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

0 1 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 
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    Matrix 1                   Matrix 2 

              0          1          Total           0             1      Total 

0000000        

          0         0 

          1          1 

 

     Total           111111  Total                    ttttttttttttttttttttttt 

 

 

00 = 51 (102)      01 or 10 = 2        11 = 7 (14) 

 

 

 

Alpha Reliability Statement  

 Based on Matrix 2 above, the below binary Krippendorff’s alpha formula 

(Krippendorff, 2004) includes n = 120.  Also, n01 = 2; representing the 2 disagreement 

pairs.  Based also on Matrix 2 above, n0 (104) represents n00 (102) + n10 (2), equalling 

104 and n1 (16) represents n01 (2) + n11 (14), equalling 16.This step-by-step 

calculation process is only shown for the first category, for explanatory purposes.     

 

Binary α = 1 – (n – 1) n01/n0 x n1 

Therefore, Binary α = 1 – (119) 2 / 104 x 16        = .8569739   = .857   α = .86   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

n00       n01 

 

n10       n11 

n0 

 

   n1 

n0         n1  n=2N 

102 2 104 

2 14 16 

104 16 120 
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Experiences at Other Services 

 
                 MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  FYC   MYC 

                     12     22       23        24        28       30        32         34      37      39       40        53        62       63       65       66       72       74       80        81          

        SH 
        SK 

 

       
 MYC   MYC   FYC  MYC  MYC MYC MYC  MYC  MYC   MYC  FYC    MYC    MYC MYC  MYC  MYC   MYC  MYC  MYC MYC  

              82       88       94       96       98     101     104     107     108     109      111      115      118     119     120     121     127      128    133     134 

 
           SH 

           SK 

 
                MOC  MOC  MOC  MOC  MOC  MOC  MOC   FOC  MOC  MOC   FOC  MOC   FOC  MOC   MOC  MOC  MOC  MOC  MOC  MOC 

       7         8       16        23       32        33        34       35       36        40       43      44         45       47       51        54      55       57       58       60 

           SH 

           SK 

             

 

 

 

     00 = 54 (108)  01 or 10 = 1       11 = 5 (10) 

 

1 – (119)   1/109 x 11        = .900754   = .901   α = .90                  

 

 

 

Other’s Experiences 

 
 MYC  MYC  MYC MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  FYC   MYC  

   12       22       23       24       28       30       32       34        37       39       40        53        62       63       65       66      72        74       80       81           

        SH 
        SK 

 

 
    MYC   MYC   FYC  MYC  MYC MYC  MYC   MYC   MYC  MYC   FYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC MYC  MYC  

                       82       88        94       96       98       101     104     107     108      109     111     115     118     119     120      121     127      128     133     134 

            

           SH 

           SK 
 
                    MOC MOC MOC  MOC  MOC  MOC  MOC   FOC  MOC   MOC   FOC  MOC   FOC    MOC  MOC  MOC  MOC  MOC MOC  MOC 

                         7         8       16       23       32        33       34        35       36        40       43      44        45        47        51        54       55       57      58      60 

          SH 

          SK 

 

 

     

         00 =  59 (118) 01 or 10 = 0      11 = 1 (2)  

 

 

1 – (119) 0 /118 x 2       α = 1            

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 1 0 0 0 1 0 0 0 0 0 1 0 0 0 0 

0 0 0 0 0 1 0 0 0 1 0 0 0 0 0 1 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

108 1 109 

1 10 11 

109 11 120 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

118 0 118 

0 2 2 

118 2 120 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       486 

 

 

Service Providers  
 
General Evaluations of Non-specified Staff 

 
                    MYC   MYC  MYC MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC   MYC  MYC  FYC   MYC 

                      12        22       23        24       28       30       32        34        37       39       40       53        62       63       65      66       72       74       80          81 

       SH                          
       SK 

 

 
                  MYC   MYC   FYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  FYC  MYC   MYC  MYC  MYC  MYC   MYC   MYC MYC MYC  

                        82        88       94       96       98      101      104    107     108     109      111     115     118     119     120     121     127       128     133    134 

          SH                
          SK 

 

 
                   MOC  MOC    MOC  MOC  MOC  MOC  MOC   FOC  MOC  MOC   FOC  MOC  FOC    MOC  MOC  MOC  MOC  MOC  MOC  MOC 

                        7         8          16      23       32       33       34       35       36        40       43       44        45        47      51        54       55        57      58       60 

           SH                             
           SK   

 

 

 

00 = 52 (104)  01 or 10 = 0  11 = 8 (16) 

 

1 – (119)   0 / 104 x 16      α = 1    

 

 

 

 

 

General Evaluations of the Surgeon 

 
 MYC   MYC  MYC MYC  MYC MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  FYC   MYC  

    12      22      23       24       28        30       32      34        37        39       40       53        62       63       65        66       72       74       80       81           

           SH          

           SK 

 
 

            MYC  MYC   FYC  MYC  MYC   MYC MYC MYC   MYC  MYC  FYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  MYC  

                82        88       94       96       98     101       104    107     108     109     111     115     118     119     120     121     127      128    133     134 

           SH 

           SK 
 

                          
 

                    MOC  MOC  MOC  MOC  MOC  MOC  MOC   FOC  MOC   MOC   FOC  MOC  FOC   MOC  MOC  MOC  MOC    MOC  MOC  MOC 

                    7         8          16      23       32       33       34       35      36           40       43      44       45        47      51        54       55          57      58       60 

           SH 

           SK 
                                 

 

 

00 =  54 (108) 01 or 10 = 1  11 = 5 (10) 

 

1 – (119) 1 /109 x 11        = .900754   = .901   α = .90    

 

 

 

 

 

 

1 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

1 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

1 0 0 0 1 0 1 0 0 0 1 0 1 0 0 1 0 0 0 0 

1 0 0 0 1 0 1 0 0 0 1 0 1 0 0 1 0 0 0 0 

104 0 104 

0 16 16 

104 16 120 

1 0 0 0 0 0 1 0 0 0 0 0 1 0 0 0 0 1 0 0 

1 0 0 0 0 0 1 0 0 0 0 0 1 0 0 0 0 1 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

108 1 109 

1 10 11 

109 11 120 
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General Evaluations of the Nurses 

 
MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  MYC   MYC  MYC  MYC  MYC MYC  MYC  MYC  FYC   MYC  

                         12       22      23       24       28        30         32      34         37      39       40       53        62       63       65       66      72       74       80       81         

          SH     
          SK 

 

                         
 MYC   MYC   FYC  MYC  MYC MYC MYC  MYC   MYC   MYC  FYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC MYC  MYC  

                         82        88       94       96       98     101       104    107     108     109      111     115     118     119     120     121     127      128    133     134 

          SH 
          SK 

 
                          

MOC  MOC  MOC  MOC  MOC  MOC  MOC   FOC  MOC  MOC   FOC  MOC  FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                          7         8          16      23       32       33       34        35       36       40       43       44       45        47      51        54       55       57      58       60 

           SH 

           SK 

 

 

00 = 54 (108)  01 or 10 = 0  11 = 6 (12) 

 

1 – (119) 0 / 118 x 12     α = 1     

 

 

 

 

 

 

General Evaluations of the Theatre Staff 

 
                     MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC MYC  MYC   MYC  MYC   MYC  MYC  MYC  MYC  MYC  FYC  MYC  

    12       22      23       24       28        30       32      34         37      39       40       53        62       63       65       66        72       74       80       81         
    SH           

    SK 

 

         
                   MYC   MYC   FYC  MYC  MYC MYC  MYC  MYC   MYC  MYC  FYC  MYC   MYC   MYC  MYC    MYC  MYC  MYC  MYC  MYC  

                      82        88       94       96       98     101      104     107     108     109      111     115      118     119     120       121     127      128    133    134 

 
           SH 

           SK 

 
                     MOC  MOC  MOC  MOC  MOC   MOC   MOC   FOC  MOC  MOC   FOC  MOC  FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                      7         8         16      23       32       33       34        35      36       40       43       44       45        47      51        54       55       57      58       60 

           SH 
           SK 

 

 

00 = 59 (118)  01 or 10 = 0  11 = 1 (2) 

 

1 – (119)   0/ 118 x 2       α = 1  

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 1 0 0 0 1 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 1 0 0 0 1 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 1 0 0 1 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 1 0 0 1 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 

108 0 108 

0 12 12 

108 12 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

118 0 118 

0 2 2 

118 2 120 
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Appreciation of Service Providers 
 

Appreciation of Non-specified Servcie Providers 

 
                     MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  FYC    MYC  

                         12       22      23       24       28        30       32      34         37      39       40       53        62        63       65      66       72       74        80        81         

       SH 

       SK 
 

 
  MYC   MYC   FYC  MYC  MYC MYC   MYC  MYC   MYC  MYC   FYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC MYC MYC  

                         82        88       94      96       98     101       104    107      108     109      111     115      118     119     120     121     127      128    133    134 

           SH 
           SK 

 

 
                    MOC  MOC  MOC  MOC  MOC  MOC   MOC  FOC  MOC  MOC   FOC  MOC  FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                         7         8          16     23       32        33       34       35      36       40        43       44       45       47        51        54       55       57        58       60 

          SH    

          SK 

 

 

 

00 = 40 (80)     01 or 10 = 2  11 = 18 (36) 

 

1 – (119) 2/82 x 38        = .9236258    = .924   α = .92  

 

 

 

 

 

 

Appreciation of the Surgeon 

 
                    MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC MYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  FYC   MYC  

                        12       22      23       24         28        30       32      34        37       39         40       53        62       63      65       66       72       74        80       81         

           SH 
          SK 

  

 
 
                      MYC   MYC   FYC  MYC  MYC MYC  MYC  MYC   MYC  MYC  FYC   MYC   MYC  MYC  MYC MYC  MYC  MYC  MYC  MYC  

                         82        88       94       96       98     101       104    107     108     109      111     115     118     119    120     121      127      128      133    134 

           SH 

           SK 

 
                         
                     MOC  MOC  MOC  MOC  MOC MOC   MOC   FOC  MOC  MOC  FOC    MOC  FOC   MOC  MOC   MOC  MOC MOC   MOC  MOC 

                         7         8          16     23       32       33       34        35      36        40       43       44       45       47         51        54       55       57      58        60 

          SH 

          SK 

 

 

00 = 23 (46)  01 or 10 = 1  11 = 36 (72) 

 

1 – (119)   1/47 x 73       = .9653234   = .965   α = .97   

 

 

 

 

 

 

0 1 1 1 1 1 0 0 1 0 1 0 0 0 0 0 0 0 0 1 

0 1 1 1 1 1 0 0 1 0 1 0 0 0 0 0 0 0 0 1 

0 0 0 0 1 0 0 0 0 1 1 1 0 1 0 0 0 0 1 1 

0 0 0 0 1 0 0 1 0 0 1 1 0 1 0 0 0 0 1 1 

0 0 0 1 0 0 0 0 0 0 0 1 0 0 0 0 1 1 0 0 

0 0 0 1 0 0 0 0 0 0 0 1 0 0 0 0 1 1 0 0 

80 2 82 

2 36 38 

82 38 120 

0 1 1 1 0 0 1 1 0 1 0 1 1 1 0 1 1 0 1 1 

0 1 1 1 0 0 1 1 0 1 0 1 1 1 0 1 1 0 1 1 

1 1 0 0 0 1 1 1 0 1 0 0 0 1 1 1 0 1 0 0 

1 1 0 0 0 1 1 1 0 1 0 0 0 1 1 1 0 1 0 0 

1 0 1 0 1 1 1 1 1 1 1 0 1 1 1 1 0 0 1 0 

1 0 1 0 1 1 1 1 1 1 1 0 0 1 1 1 0 0 1 0 

46 1 47 

1 72 73 

47 73 120 
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Appreciaton of the Nurses 
 

  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC MYC  MYC  MYC  MYC  MYC  MYC  MYC  FYC  MYC  

     12       22      23       24       28        30       32      34         37      39       40       53        62       63       65      66      72       74        80       81         

           SH 
          SK 

 

         
                      MYC   MYC   FYC  MYC  MYC MYC  MYC  MYC   MYC  MYC  FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                        82        88       94       96       98     101       104    107     108     109     111     115        118     119     120     121     127      128    133    134 

          SH 
          SK 

 

                         
 MOC  MOC  MOC  MOC  MOC   MOC   MOC  FOC  MOC  MOC  FOC  MOC  FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                         7         8        16       23       32       33       34        35      36        40        43       44        45        47      51        54       55       57       58       60 

SH                                 

SK  

 

 

 

 

00 = 56 (112)  01 or 10 = 0  11 = 4 (8) 

 

1 – (119)   0/ 112 x 8     α = 1 

 

 

 

 

 

 

Appreciation of the Anaesthetist 

 
  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC MYC  MYC MYC  MYC  MYC  MYC  MYC  MYC  MYC  FYC   MYC  

     12       22      23       24       28        30       32      34         37      39       40       53        62       63       65      66      72       74        80        81         

           SH                                                                             

          SK 
 

 
                        MYC   MYC   FYC  MYC  MYC MYC  MYC  MYC   MYC  MYC  FYC  MYC   MYC  MYC  MYC  MYC  MYC MYC MYC MYC  

                       82        88       94       96       98     101       104    107     108      109      111     115     118      119     120      121     127     128      133    134 

          SH 

          SK 
 

 
                  MOC  MOC  MOC  MOC  MOC   MOC   MOC FOC  MOC   MOC   FOC  MOC  FOC   MOC  MOC  MOC   MOC   MOC  MOC  MOC 

                          7         8          16     23       32       33       34        35      36       40       43        44       45        47      51        54       55         57      58       60 

          SH 
          SK 

 

 

 

00 = 58 (116)  01 or 10 = 0  11 = 2 (4) 

 

1 – (119) 0 / 116 x 4     α = 1    

 

 

 

 

 

 

 

0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 1 0 1 0 0 0 0 0 1 0 

0 0 0 0 0 0 0 0 0 0 1 0 1 0 0 0 0 0 1 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

112 0 112 

0 8 8 

112 8 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 

0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

116 0 116 

0 4 4 

116 4 120 
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Appreciation of the Theatre Staff 

 
                  MYC  MYC  MYC  MYC  MYC  MYC   MYC MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   FYC   MYC 

  12       22       23       24        28        30       32      34        37       39        40       53        62       63       65      66        72       74       80        81         

SH                                 
SK 

 

         
 
                        MYC   MYC   FYC  MYC  MYC MYC  MYC  MYC   MYC  MYC  FYC  MYC   MYC  MYC  MYC  MYC  MYC MYC MYC MYC  

                        82        88       94       96       98      101    104      107     108     109      111     115     118      119     120      121     127     128     133     134 

          SH 

          SK 

 
                         
                      MOC  MOC  MOC  MOC  MOC   MOC   MOC   FOC  MOC  MOC   FOC  MOC  FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                         7         8       16       23       32       33         34       35      36       40       43        44       45        47       51       54          55       57      58       60 

          SH 

          SK 

 

 

00 = 58 (116)  01 or 10 = 0  11 = 2 (4) 

 

1 – (119) 0 / 116 x 4     α = 1    

 

 

 

 

 

 

 

Appreciation of the Orderly 
      
                   MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  FYC  MYC  

    12       22      23       24       28        30       32       34       37      39        40       53        62       63       65        66       72       74        80       81             
           SH 

           SK 

 
        
                       MYC   MYC   FYC  MYC  MYC MYC  MYC  MYC   MYC  MYC  FYC  MYC   MYC  MYC  MYC  MYC  MYC MYC MYC MYC  

                         82       88       94       96       98     101       104    107     108     109      111    115     118       119     120     121     127      128    133    134 

          SH 

          SK 
 
                        

 MOC  MOC  MOC  MOC  MOC   MOC   MOC  FOC  MOC  MOC   FOC  MOC  FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                          7         8        16       23       32       33       34        35      36       40       43        44       45        47       51        54       55       57      58       60 

           SH 

           SK 

 

 

00 = 60 (120)  01 or 10 = 0  11 = 0 

 

1 – (119)   0/ 120 x 0   α   = 1   

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 

116 0 116 

0 4 4 

116 4 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 
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Decisions Respected 
 
                  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC MYC  MYC   MYC  MYC  MYC  MYC  MYC    MYC    MYC  FYC  MYC 

                       12       22       23       24       28        30       32        34        37      39        40       53        62       63       65       66       72        74        80       81 

           SH 

          SK 

 
  

 MYC   MYC   FYC  MYC  MYC MYC  MYC  MYC   MYC  MYC  FYC  MYC MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  

                          82        88       94      96       98     101      104    107      108     109     111     115     118     119     120     121     127     128     133     134 

           SH 
           SK 

 

 
                       MOC  MOC  MOC  MOC  MOC  MOC   MOC  FOC  MOC  MOC   FOC  MOC  FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                           7         8       16        23       32        33       34       35      36       40        43       44       45       47      51        54       55       57      58       60 

          SH 

          SK 

 
 

00 =  60 (120) 01 or 10 = 0  11 = 0 

 

1 – (119) 0 / 120 x 0   α = 1 

 

 

 

 

 

 

Preparing for Procedure 
 

Accessing Services 
 

 MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC MYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  FYC  MYC  

 12        22       23       24       28        30        32      34         37      39        40       53        62       63       65        66      72       74        80       81         

          SH 

          SK 
 
       

                        MYC   MYC   FYC  MYC  MYC MYC  MYC  MYC   MYC  MYC  FYC   MYC   MYC  MYC MYC  MYC  MYC MYC MYC MYC  

                           82       88       94       96       98     101      104    107     108     109      111     115     118     119     120     121     127     128    133    134 

           SH 

           SK 
 

                         
 MOC  MOC  MOC  MOC  MOC MOC   MOC   FOC  MOC  MOC  FOC   MOC   FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                          7         8          16     23       32       33       34        35      36          40       43       44       45       47       51       54       55       57      58       60 

           SH 

           SK 
 

 
 

00 =  50 (100) 01 or 10 = 2  11 = 8 (16) 

 

1 – (119)   2/ 102 x 18       = .8703733    = .870   α = .87    

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 

0 0 0 0 0 0 1 0 0 0 0 0 0 0 1 0 1 0 0 0 

0 1 0 0 0 0 1 0 0 0 0 0 0 0 1 0 1 0 0 0 

0 0 1 0 0 1 0 0 1 0 0 0 0 1 0 0 0 0 0 0 

0 0 1 0 0 1 0 0 1 1 0 0 0 1 0 0 0 0 0 0 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

100 2 102 

2 16 18 

102 18 120 
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Life Disruption  
 

             MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  MYC   MYC MYC  MYC  FYC  MYC  

 12       22       23       24        28       30       32      34         37      39       40        53        62       63       65        66      72       74        80       81         

          SH 

          SK 
  

         
                    MYC   MYC   FYC  MYC  MYC  MYC  MYC  MYC MYC  MYC   FYC  MYC   MYC  MYC  MYC  MYC  MYC MYC   MYC MYC  

                        82        88       94       96       98     101     104     107     108     109      111     115     118     119      120     121      127     128      133    134 

           SH 
           SK 

 

                         
                MOC  MOC  MOC   MOC  MOC  MOC   MOC   FOC   MOC   MOC  FOC   MOC  FOC   MOC  MOC  MOC  MOC MOC   MOC  MOC 

                        7         8         16      23       32       33       34        35        36        40       43       44       45        47       51        54       55        57       58       60 

           SH 

           SK 

 
 

00 =  55 (110) 01 or 10 = 0  11 = 5 (10) 

 

1 – (119) 0 / 110 x 10     α = 1  

 

 

 

 

 

Child-friendly Facilities 
 
 MYC  MYC  MYC  MYC  MYC  MYC   MYC MYC  MYC MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC   MYC   FYC  MYC  

 12       22        23       24       28        30       32        34       37      39       40       53        62       63        65        66       72        74      80        81         

           SH                     

SK 

 
 
                   MYC   MYC   FYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  FYC  MYC   MYC   MYC   MYC   MYC  MYC  MYC MYC MYC  

                      82        88       94       96        98     101       104    107     108      109      111     115     118     119     120      121     127      128      133    134 

           SH 

           SK 

 

 
                    MOC MOC  MOC  MOC  MOC   MOC  MOC   FOC   MOC  MOC   FOC   MOC  FOC  MOC   MOC  MOC   MOC  MOC  MOC  MOC 

                        7         8        16       23        32       33       34        35       36       40        43       44        45       47       51        54       55       57       58        60 

           SH 

           SK 

 
 

00 = 45 (90)  01 or 10 = 2       11 = 13 (26) 

 

1 – (119)   2/92 x 28        = .9076203   = .908    α = .91  

 

 

 

 

 

 

 

 

 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 1 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 1 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 1 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 1 0 0 0 0 

110 0 110 

0 10 10 

110 10 120 

1 0 1 1 1 1 0 0 0 0 0 1 0 0 0 0 0 0 1 0 

0 0 1 1 1 1 0 0 0 0 0 1 0 0 0 0 0 0 1 0 

0 0 0 0 0 0 0 0 0 0 0 1 1 1 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 1 1 1 0 0 0 0 0 0 

1 0 0 1 0 1 0 0 0 0 0 1 0 0 0 0 0 0 0 0 

1 0 0 1 0 1 0 0 0 0 0 1 0 0 0 0 0 0 1 0 

90 2 92 

2 26 28 

92 28 120 
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Preoperative Waiting 
 
                 MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  FYC  MYC  

 12       22        23       24       28        30       32       34        37      39        40       53        62       63       65         66       72       74       80       81         

           SH 

           SK 
 

 
                 MYC   MYC  FYC    MYC  MYC  MYC  MYC  MYC  MYC  MYC    FYC   MYC  MYC  MYC  MYC  MYC MYC   MYC  MYC  MYC  

                      82        88       94       96        98      101      104     107     108     109      111     115     118     119      120     121     127     128      133     134 

           SH 
           SK 

  
              

 

                    MOC  MOC  MOC   MOC  MOC MOC   MOC   FOC  MOC  MOC   FOC  MOC  FOC   MOC   MOC  MOC  MOC MOC   MOC  MOC 

                       7           8        16        23      32       33       34        35      36         40       43       44       45        47       51       54        55       57       58        60 

           SH 

           SK 

 
 

00 = 0         01 or 10 = 0 11 = 60 (120) 

 

1 – (119)   0/0 x 120   α = 1    

 

  

 

 

Parent Anxiety 
 
                  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  FYC  MYC  

                       12       22       23       24        28       30       32       34        37       39        40       53       62       63        65       66       72        74       80       81         

           SH 

           SK 

 

 
                    MYC   MYC   FYC  MYC  MYC MYC  MYC   MYC   MYC  MYC   FYC  MYC   MYC  MYC   MYC  MYC  MYC MYC  MYC MYC  

                      82        88       94       96        98      101     104     107      108     109      111     115     118     119     120      121     127     128      133     134 

           SH 

           SK 
 

 
                   MOC  MOC   MOC  MOC  MOC   MOC  MOC   FOC   MOC  MOC  FOC  MOC   FOC   MOC  MOC  MOC  MOC  MOC   MOC  MOC 

                        7         8        16       23       32       33        34        35       36       40       43        44        45       47       51       54       55        57       58       60 

           SH 
           SK 

 
 

00 = 50 (100)       01 or 10 = 1 11 = 9 (18) 

 

1 – (119) 1 /101 x 19     = .9379891 = .938   α = .94        

 

 

 

 

 

 

 

 

 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

0 0 0 

0 120 120 

0 120 120 

0 0 1 0 1 0 0 0 1 0 1 0 1 0 0 0 0 0 0 0 

0 0 1 0 1 0 0 0 1 0 1 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 1 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 

0 0 0 1 0 0 0 0 0 0 1 0 1 0 0 0 0 0 0 0 

0 0 0 1 0 0 0 0 0 0 1 0 1 0 0 0 0 0 0 0 

100 1 101 

1 18 19 

101 19 120 
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The Procedure 
 

Separation  
 
                 MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  FYC  MYC  

                       12       22       23       24       28        30       32       34        37       39       40        53       62       63         65      66      72       74        80       81         

           SH 

           SK 

 
                   

                   MYC   MYC   FYC  MYC  MYC MYC  MYC  MYC   MYC   MYC  FYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC    MYC  MYC  

                      82        88       94       96       98     101       104    107       108     109      111     115     118     119     120     121      127     128    133    134 

 

           SH 

           SK 
                          

                    MOC  MOC  MOC  MOC  MOC   MOC   MOC  FOC   MOC  MOC   FOC   MOC  FOC   MOC  MOC  MOC  MOC  MOC  MOC  MOC 

                         7         8        16        23       32       33       34        35        36      40       43        44       45       47        51       54        55       57      58       60 

           SH 

           SK 

 

 

00 =  60 (120)     01 or 10 = 0         11 = 0 

 

1 – (119) 0 / 120 x 0     α = 1   

 

 

 

 

 

Anaesthetic Induction 

 
           MYC  MYC  MYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   FYC  MYC  
 12       22        23       24        28       30       32        34       37       39       40        53       62       63        65       66       72        74        80      81         

           SH 
           SK 

 

 
                   MYC   MYC   FYC  MYC   MYC  MYC  MYC  MYC   MYC  MYC   FYC   MYC   MYC  MYC  MYC  MYC  MYC MYC  MYC  MYC  

                      82        88       94       96        98      101     104     107      108     109     111      115      118     119     120     121     127     128      133     134 

           SH 
           SK 

 

 
                    MOC  MOC  MOC  MOC  MOC   MOC   MOC  FOC  MOC   MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC MOC 

                        7         8        16        23       32       33       34        35       36       40        43       44       45       47         51      54       55       57        58       60 

           SH 

           SK 

 
 

00 =  54 (108)       01 or 10 = 1   11 = 5 (10) 

 

1 – (119) 1 / 109 x 11       = .900754   = .901   α = .90      

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 

0 1 0 0 0 0 0 0 0 0 1 0 0 0 0 0 1 0 0 0 

0 1 0 0 0 0 0 0 0 0 1 0 0 0 0 0 1 0 0 0 

0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 1 0 0 0 0 0 1 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 

108 1 109 

1 10 11 

109 11 120 
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Parental Presence 
 
                   MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   FYC  MYC  

                      12        22       23       24        28       30       32       34        37       39        40       53        62       63       65       66       72       74        80       81         

           SH 

           SK 

 
 
                 MYC   MYC   FYC  MYC  MYC   MYC   MYC  MYC  MYC  MYC   FYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC MYC  

                      82        88       94       96        98      101      104     107     108     109      111     115     118     119      120     121     127     128      133     134 

           SH 

           SK 
 

 
                    MOC  MOC  MOC   MOC  MOC  MOC  MOC   FOC   MOC  MOC   FOC   MOC   FOC  MOC  MOC  MOC  MOC  MOC  MOC  MOC 

                        7         8        16       23        32       33       34        35       36        40       43       44        45       47       51       54       55        57        58       60 

           SH 

           SK 

 
 

00 = 52 01 or 10 = 2  11 = 6 (12) 

 

1 – (119) 2 / 106 x 14       = .8396237   = .840   α = .84    

  

 

 

 

Unexpected Events 
 
                 MYC  MYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   FYC  MYC  

                      12        22       23       24        28       30       32       34        37       39       40        53       62        63       65      66        72       74        80      81         

           SH 

           SK 
 
                   MYC   MYC   FYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC   FYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC MYC  

                      82        88       94       96       98       101     104     107      108     109      111     115     118     119     120      121     127     128       133    134 

           SH 

           SK 

 
                    MOC  MOC  MOC  MOC   MOC   MOC  MOC  FOC  MOC   MOC   FOC  MOC  FOC   MOC   MOC  MOC  MOC MOC   MOC  MOC 

                       7          8        16       23        32       33        34       35      36        40        43       44       45       47       51        54       55       57        58       60 

           SH 

           SK 

 
 

 

00 = 58 (116)    01 or 10 = 0   11 = 2 (4) 

 

1 – (119) 0 / 116 x 4   α = 1        

 

 

 

 

 

 

 

 

 

 

 

 

0 1 0 0 0 0 0 0 1 0 0 0 1 0 0 0 0 1 0 0 

0 1 0 0 0 0 0 0 1 0 0 0 1 0 0 0 0 1 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

1 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

104 2 106 

2 12 14 

106 14 120 

0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 

116 0 116 

0 4 4 

116 4 120 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       496 

 

Parent Support 
 
                 MYC  MYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   FYC  MYC  

                      12       22       23        24        28       30       32       34        37       39       40        53       62        63       65       66       72       74        80       81         

           SH 

           SK 

 
 
                    MYC   MYC  FYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC   FYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC MYC  

                      82        88       94       96        98      101      104     107     108     109      111     115     118     119      120     121     127      128     133     134 

           SH 

           SK 
 

 
                    MOC  MOC  MOC  MOC   MOC  MOC  MOC   FOC   MOC  MOC  FOC    MOC  FOC    MOC  MOC  MOC  MOC MOC   MOC MOC 

                       7         8        16       23        32        33      34        35       36       40       43        44       45        47       51       54       55        57        58       60 

           SH 

           SK 

 

 
 

00 = 59 (118)  01 or 10 = 0  11 = 1 (2) 

 

1 – (119)   0/ 118 x 2    α = 1       

 

 

 

 

Parent Facilities 
 
                 MYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   FYC  MYC  

                       12       22       23       24        28       30       32       34        37       39        40       53       62       63        65      66       72       74        80       81         

           SH 
           SK 

 
  

                   MYC   MYC   FYC   MYC  MYC  MYC   MYC  MYC   MYC  MYC  FYC   MYC   MYC  MYC  MYC  MYC  MYC MYC  MYC  MYC  

                   82        88       94       96        98      101      104     107      108     109     111     115      118     119      120     121     127     128     133    134 
           SH 

           SK 
 

 
                    MOC  MOC  MOC  MOC   MOC   MOC  MOC  FOC   MOC  MOC   FOC   MOC  FOC   MOC  MOC  MOC  MOC  MOC  MOC  MOC 

                        7         8         16      23       32         33      34        35       36       40       43       44        45       47        51        54       55       57       58       60 

           SH 
           SK 

 

 

 

 
00 = 57 (114)      01 or 10 = 1 11 = 2 (4) 

 

1 – (119) 1 / 115 x 5      = .7930471   = .793   α = .79     

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

118 0 118 

0 2 2 

118 2 120 

0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

1 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

114 1 115 

1 4 5 

115 5 120 
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Access to Privacy 
  
                    MYC  MYC  MYC  MYC   MYC   MYC  MYC  MYC  MYC MYC   MYC   MYC  MYC  MYC MYC  MYC  MYC  MYC   FYC   MYC  

                      12         22      23       24       28        30       32        34       37      39        40        53       62       63        65       66       72       74        80       81         

           SH 

           SK 

 
 
                   MYC   MYC   FYC  MYC   MYC  MYC  MYC   MYC   MYC  MYC  FYC   MYC   MYC  MYC  MYC  MYC  MYC MYC  MYC  MYC  

                      82       88        94       96       98       101     104    107       108     109     111      115     118     119      120     121     127      128     133     134 

           SH 

           SK 
 

 
                    MOC  MOC  MOC  MOC  MOC   MOC   MOC   FOC  MOC  MOC FOC    MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC  MOC 

                       7         8         16        23       32       33        34        35      36       40        43       44       45        47       51        54      55       57        58       60 

           SH 

           SK 

 

 
00 = 60  01 or 10 = 0  11 = 0 

 

1 – (119) 0 / 120 x 0    α = 1     

 
 

 

 

 

Post-Operative Events 
 
            MYC  MYC  MYC  MYC  MYC   MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  FYC  MYC  

                       12       22       23       24       28        30       32        34       37       39       40        53        62       63       65       66        72       74       80       81         

           SH 
           SK 

 

 
                   MYC   MYC   FYC  MYC   MYC  MYC  MYC   MYC  MYC  MYC   FYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC MYC  MYC  

                      82        88       94       96        98      101     104     107      108     109      111     115     118     119      120     121     127      128      133    134 

           SH 

           SK 

 
 
                    MOC  MOC  MOC   MOC  MOC   MOC  MOC  FOC   MOC  MOC   FOC    MOC  FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                       7         8        16        23       32        33       34       35       36       40        43       44       45        47      51        54        55       57      58        60 

           SH 

           SK 

 
 

00 = 0  01 or 10 = 0  11 = 60 (120) 

 

1 – (119) 0/0 x 120    α = 1     

 

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

0 1 1 

0 120 120 

0 120 120 
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Cost-Effectiveness 
 
                 MYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  FYC  MYC  

                      12        22       23       24        28       30       32        34       37       39       40        53       62        63       65       66       72        74        80      81         

           SH 

           SK 

 
 
                    MYC  MYC  FYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC   FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                       82       88       94       96        98      101     104     107      108     109     111      115     118      119     120     121     127      128     133     134 

           SH 

           SK 
 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC   MOC  MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                        7         8         16       23       32        33       34       35       36       40        43       44        45       47       51       54       55        57        58       60 

           SH 

           SK 

 

 
00 = 59 (118)     01 or 10 = 0  11 = 1 (2) 

 

1 – (119)   0/118 x 2   α = 1     

 

 

 

 

Better Quality of Life 

 
 
                 MYC  MYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC   FYC MYC  

                      12        22       23       24       28        30       32       34        37       39       40        53       62       63        65       66        72       74       80       81         

           SH 

           SK 

 
 
                   MYC   MYC   FYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC   FYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC MYC  

                      82        88       94       96        98      101     104     107      108     109      111     115     118     119      120     121     127      128     133    134 

           SH 

           SK 
 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC  MOC  MOC    FOC   MOC   FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                        7         8        16        23       32        33       34       35       36       40        43       44        45       47       51        54       55       57        58       60 

           SH 

           SK 

 
 

00 = 60 (120)  01 or 10 = 0       11 = 0 

 

1 – (119) 0 / 120 x 0    α   = 1  

 

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

118 0 118 

0 2 2 

118 2 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 
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Availability of Services 
 
                 MYC   MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC   MYC  MYC MYC  MYC  MYC   MYC  MYC  FYC  MYC  

                       12       22       23       24        28       30       32       34        37       39        40       53       62       63        65       66       72        74        80      81         

           SH 

           SK 
 

 
                    MYC  MYC  FYC   MYC  MYC  MYC  MYC   MYC   MYC  MYC   FYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC MYC  MYC  

                       82       88       94       96       98       101     104      107     108     109      111     115     118      119     120     121     127     128      133     134 

           SH 
           SK 

 

                      
 
                 MOC  MOC   MOC  MOC  MOC   MOC   MOC  FOC  MOC  MOC   FOC   MOC   FOC   MOC  MOC   MOC  MOC  MOC MOC  MOC 

                       7         8        16        23       32        33       34       35       36       40        43       44        45       47       51        54       55       57        58       60 

           SH 

           SK 

 

 
00 = 58 (116)  01 or 10 = 0  11 = 2 (4) 

 

1 – (119) 0 /116 x 4        α = 1     

 

 

 

 

After-discharge Care 
 
                  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  FYC  MYC  

                       12       22        23       24       28       30       32        34       37       39        40       53        62       63       65       66        72       74        80      81         

           SH 

           SK 

 
 
                     MYC  MYC  FYC   MYC  MYC  MYC   MYC  MYC   MYC  MYC  FYC   MYC   MYC MYC  MYC  MYC  MYC  MYC  MYC  MYC  

                       82       88       94       96       98       101     104     107      108     109      111    115      118     119     120     121      127      128      133    134 

           SH 

           SK 
 

 
                    MOC  MOC  MOC  MOC   MOC   MOC  MOC  FOC  MOC   MOC   FOC   MOC  FOC   MOC   MOC  MOC  MOC  MOC  MOC MOC 

                        7         8         16      23        32        33       34       35       36       40        43       44       45       47        51       54        55       57        58       60 

           SH 

           SK 

 
 

00 = 57 (114)  01 or 10 = 0  11 = 3 (6) 

 

1 – (119) 0 /114 x 6      α = 1    

 

 

 

 

 

 

 

 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

116 0 116 

0 4 4 

116 4 120 

0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 1 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 1 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

114 0 114 

0 6 6 

114 6 120 
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Improving the Service 

 
Accessing Services Issues 
 
                 MYC   MYC  MYC  MYC  MYC   MYC  MYC   MYC MYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  MYC  MYC  FYC  MYC  

                       12       22       23       24        28       30       32        34       37      39        40        53        62       63       65       66       72         74       80      81         

           SH 
           SK 

 

     
                    MYC  MYC   FYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                       82       88       94        96       98      101     104     107      108     109      111     115     118     119      120      121     127     128      133    134 

           SH 

           SK 

 
 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC  MOC   MOC   FOC   MOC  FOC   MOC  MOC   MOC  MOC  MOC  MOC MOC 

                         7         8         16       23        32       33      34        35       36        40       43       44       45        47       51       54        55        57      58       60 

           SH 

           SK 

 

 
00 = 59 (118)  01 or 10 = 0   11 = 1 (2) 

 

1 – (119) 0 /118 x 2      α = 1    

 

 

 

Preoperative Waiting Issues 
 
       

                    MYC  MYC  MYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  FYC   MYC  

                      12        22       23        24       28       30       32        34       37       39        40       53       62       63        65       66       72        74       80      81         

           SH 
           SK 

 

 
                    MYC   MYC   FYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   FYC    MYC   MYC  MYC  MYC  MYC   MYC MYC  MYC MYC  

                      82        88       94       96        98      101    104     107      108     109      111      115      118     119     120      121     127      128    133    134 

           SH 

           SK 

 
 
                  MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC   MOC  MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC  MOC 

                          7         8       16        23       32       33       34        35       36       40        43       44        45       47       51       54       55        57       58       60 

           SH 

           SK 

 

 
00 = 30 (60)  01 or 10 = 3  11 = 27 (54) 

 

1 – (119)   3/ 63 x 57       = .9005874   = .901   α  = .90   

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

118 0 118 

0 2 2 

118 2 120 

1 0 1 1 0 0 0 1 0 0 0 1 1 1 0 1 0 1 1 0 

1 0 1 1 0 0 0 1 0 0 0 1 1 1 0 1 1 1 1 0 

1 1 0 0 1 0 1 0 1 0 0 0 0 0 1 0 0 0 1 0 

1 1 0 0 1 0 1 0 1 0 0 0 0 0 1 0 0 0 1 0 

0 1 1 1 0 0 1 0 0 1 1 1 0 1 1 0 1 0 1 0 

0 1 1 1 0 1 1 0 0 0 1 1 0 1 1 0 1 0 1 0 

60 3 63 

3 54 57 

63  57 120 
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Lack of Respecting Decisions 
 
                  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  FYC  MYC  

  12       22       23       24       28        30       32        34       37       39       40        53        62       63       65       66       72        74       80       81         

           SH 

           SK 

 
 
                    MYC   MYC  FYC  MYC   MYC  MYC  MYC   MYC  MYC  MYC   FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC MYC  MYC  

                       82       88       94       96       98       101     104     107      108     109      111     115     118      119     120     121     127      128     133     134      

           SH 

           SK 
 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC   FOC  MOC  MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC MOC 

                        7         8        16        23       32        33       34        35      36       40       43        44        45        47      51        54       55        57       58       60 

           SH 

           SK 

 

 
00 =  60 (120) 01 or 10 = 0  11 = 0 

 

1 – (119) 0 / 120 x 0      α = 1  

 

 

 

 

Feeling Uninformed 
 

                    MYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC   FYC  MYC  

                      12        22       23       24        28        30       32       34       37       39       40        53       62       63        65       66       72        74        80      81         

           SH 
           SK 

 

 
                   MYC  MYC  FYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC   FYC   MYC   MYC  MYC  MYC   MYC    MYC  MYC MYC MYC  

                       82       88       94       96       98       101     104     107      108     109     111      115     118     119      120      121      127    128     133     134 

           SH 
           SK 

 
                        

                    MOC  MOC   MOC  MOC  MOC   MOC  MOC  FOC   MOC  MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC MOC 

                       7         8         16       23       32        33       34       35       36       40        43       44        45       47       51       54        55       57        58       60 

           SH 
           SK 

 

 

00 = 51 (102)  01 or 10 = 1  11 = 8 (16)  

 

1 – (119) 1 / 103 x 17     = .9320391    =.932   α   = .93       

 

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 

0 1 0 0 0 0 0 0 0 1 1 0 0 0 1 0 0 0 0 0 

0 1 0 0 0 0 0 0 0 1 1 0 0 0 1 0 0 0 0 0 

0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 

0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 

0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 1 0 0 1 0 

0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 1 0 0 0 0 

102 1 103 

1 16 17 

103 17 120 
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Unprofessional Behaviour 
 
                 MYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC   MYC MYC  MYC  MYC  MYC  MYC  MYC   FYC  MYC  

                       12       22       23       24        28       30       32        34       37       39        40        53      62       63        65       66       72       74        80       81         

           SH 

           SK 
 

 
                    MYC   MYC  FYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC   FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                       82       88       94        96       98      101     104     107     108      109     111     115       118     119     120     121     127      128    133     134 

           SH 
           SK 

 

 
                  MOC  MOC  MOC   MOC  MOC  MOC   MOC  FOC  MOC   MOC  FOC   MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC  MOC 

                        7         8        16        23       32        33       34        35      36        40       43       44        45       47       51       54       55        57        58       60 

           SH 

           SK 

 

 

 
00 = 60 (120)  01 or 10 = 0  11 = 0 

 

1 – (119) 0 /120 x 0      α = 1    

 

 

 

 

Limited Hospital Resources 
        
                     MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  FYC  MYC  

  12       22        23       24       28       30        32       34        37       39       40       53        62       63       65       66        72       74        80      81             

           SH 
           SK 

 

 
                   MYC    MYC   FYC  MYC  MYC  MYC   MYC  MYC   MYC  MYC  FYC  MYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC MYC  

                      82        88        94       96       98      101      104     107     108     109     111     115      118     119     120     121      127      128     133     134 

           SH 

           SK 

 
 
                     MOC  MOC  MOC  MOC  MOC  MOC   MOC  FOC   MOC  MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                         7         8         16       23       32       33        34        35      36        40       43       44        45        47      51        54       55        57      58       60 

           SH 

           SK 

 

 

 
00 = 60 (120)  01 or 10 = 0  11 = 0 

 

1 – (119) 0 / 120 x 0      α = 1   

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 
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Impersonal Care 
 
            MYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   FYC  MYC  

 12        22       23       24        28       30        32       34       37       39        40       53       62        63        65      66       72        74        80      81         

           SH 

           SK 

 
 
 MYC  MYC   FYC  MYC  MYC   MYC  MYC  MYC   MYC  MYC  FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC MYC  MYC  

                       82       88        94       96       98      101     104     107      108     109     111     115      118      119     120    121      127     128       133    134 

           SH 

           SK 
 

 
                    MOC  MOC   MOC  MOC  MOC  MOC   MOC  FOC   MOC  MOC   FOC  MOC   FOC   MOC  MOC   MOC  MOC  MOC  MOC MOC 

                        7         8         16       23       32       33       34        35       36       40        43      44        45       47        51        54       55       57        58       60 

           SH 

           SK 

 

 
00 = 56 (112)  01 or 10 = 1  11 = 3 (6) 

 

1 – (119) 1 / 113 x 7       = .8495602   = .850   α = .85   

 

 

 

 

Policy Change 

 
                  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  FYC  MYC  

                       12       22       23       24       28        30       32        34        37      39       40        53        62       63        65      66       72       74         80       81             
           SH 

           SK 

 
 
                    MYC   MYC   FYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC   FYC  MYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC MYC  

                    82       88        94       96       98     101     104       107     108     109     111     115      118     119     120      121      127     128     133    134 

 

           SH 

           SK 
 

 
                     MOC  MOC  MOC  MOC   MOC  MOC  MOC  FOC   MOC  MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC MOC 

                        7         8         16       23       32       33        34       35       36        40       43       44        45       47       51        54       55       57        58       60 

           SH 

           SK 
 

 

 
00 = 60 (120)  01 or 10 = 0   11 = 0 

 

1 – (119)   0/120 x 0   α = 1    

 

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 

0 0 0 0 0 0 0 1 0 1 0 0 0 0 0 0 0 0 0 1 

0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 1 

112 1 113 

1 6 7 

113 7 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 
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Limited Parental Presence 
 
                  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  FYC  MYC  

                       12       22       23       24       28        30       32        34       37       39        40       53        62       63       65       66       72        74       80      81         

           SH 

           SK 

 
 
 MYC   MYC  FYC  MYC  MYC  MYC   MYC  MYC   MYC  MYC  FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC MYC  MYC  

                       82       88       94       96       98      101      104     107      108     109     111     115      118     119      120     121     127      128     133     134 

           SH 

           SK 
 

 
                  MOC  MOC  MOC  MOC  MOC   MOC   MOC  FOC  MOC  MOC   FOC  MOC  FOC   MOC  MOC  MOC  MOC MOC  MOC  MOC 

                        7         8          16     23       32       33       34        35      36       40       43       44       45        47      51        54       55       57      58       60 

           SH 

           SK 

 

 
00 = 56 (112)      01 or 10 = 0  11 = 4 (8) 

 

1 – (119) 0 / 112 x 8     α = 1    

 

 

 

Needing Support 
 

 
                  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC   MYC MYC  MYC  MYC  MYC  MYC   MYC  FYC  MYC  

  12        22       23       24       28        30       32        34        37      39       40        53       62       63        65       66        72       74       80       81             
           SH 

           SK 

 
 
 MYC   MYC  FYC   MYC  MYC  MYC  MYC MYC   MYC  MYC   FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                       82       88        94       96       98      101     104     107      108     109     111      115     118      119     120     121     127      128     133    134  

           SH 

           SK 

 
 
                    MOC  MOC  MOC   MOC  MOC MOC   MOC   FOC  MOC   MOC   FOC  MOC   FOC   MOC  MOC  MOC   MOC  MOC  MOC MOC 

                       7         8         16       23       32       33        34        35      36       40        43       44        45       47      51        54        55       57        58        60 

           SH 

           SK 
 

 

 
00 = 60 (120)  01 or 10 = 0  11 = 0 

 

1 – (119)   0/120 x 0       α = 1     

 

 

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 1 

0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 1 

0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

112 0 112 

0 8 8 

112 8 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 
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Limited Hospital Facilities 
 

Food Facilities  
 
                    MYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  FYC  MYC  

 12       22        23       24        28        30       32       34        37      39       40       53        62       63        65       66        72       74       80      81             

           SH 

           SK 
 

 
 MYC   MYC  FYC  MYC  MYC   MYC  MYC  MYC   MYC  MYC   FYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                       82       88        94      96       98       101     104     107      108     109      111      115     118     119     120     121     127      128     133    134 

           SH 
           SK 

 

 
                    MOC  MOC   MOC  MOC  MOC  MOC   MOC  FOC  MOC   MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC MOC 

                       7         8         16       23       32        33       34        35      36        40       43        44       45       47       51        54       55       57        58       60 

           SH 
           SK 

 

 

00 =   58 (116)  01 or 10 = 0  11 = 2 (4) 

 

1 – (119) 0 / 116 x 4      α = 1     

 

 

 

 

 

Parent facilities 
 
                  MYC  MYC  MYC  MYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  FYC  MYC  

                       12       22       23       24        28       30       32        34       37       39       40        53        62       63       65        66       72       74       80      81         

           SH 

           SK 
 

 
 MYC  MYC  FYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC   FYC   MYC   MYC  MYC  MYC  MYC  MYC MYC  MYC  MYC  

                       82       88       94       96        98      101     104      107     108     109     111      115     118      119     120     121      127     128     133     134 

           SH 
           SK 

 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC   MOC  MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC MOC 

                        7         8         16       23       32        33       34       35       36       40        43       44        45        47       51       54       55       57        58       60 

           SH 
           SK 

 

 

 

00 = 60 (120)  01 or 10 = 0  11 = 0 

 

1 – (119) 0 / 120 x 0     α = 1    

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 

116 0 116 

0 4 4 

116 4 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 
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Patient Bed 

 
                  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC   MYC  MYC  MYC MYC  MYC  MYC   MYC  FYC  MYC  

  12      22         23       24       28        30       32       34       37       39        40        53       62       63       65       66       72        74       80      81         

           SH 
           SK 

 

 
 MYC  MYC  FYC   MYC  MYC   MYC  MYC   MYC  MYC  MYC  FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                       82       88       94        96       98      101     104      107     108     109      111     115      118     119     120     121     127      128     133     134 

           SH 
           SK 

 
 
                    MOC  MOC   MOC  MOC  MOC   MOC  MOC  FOC  MOC   MOC   FOC  MOC   FOC   MOC   MOC  MOC  MOC  MOC  MOC MOC 

                        7         8         16       23       32        33       34       35       36        40       43       44       45       47        51        54       55       57        58       60 

           SH 

           SK 

 

 

00 = 60 (120)  01 or 10 = 0  11 = 0 

 

1 – (119) 0 / 120 x 0     α = 1      

 

 

 

Child facilities 

 
                  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  FYC  MYC  

                       12       22        23       24       28        30       32       34       37       39        40       53        62       63       65       66       72        74       80       81         

           SH 

           SK 
 

 
 MYC   MYC  FYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC   FYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                       82       88       94        96       98      101      104     107     108     109      111     115     118      119     120     121      127     128     133     134 

           SH 

           SK 

 

 
                    MOC  MOC  MOC   MOC  MOC   MOC  MOC  FOC  MOC   MOC   FOC   MOC  FOC   MOC   MOC  MOC  MOC  MOC  MOC MOC 

                        7         8        16        23       32        33        34      35       36        40       43       44       45        47       51        54       55       57        58       60 

           SH 
           SK 

 

 

 

 

00 = 56 (112)  01 or 10 = 0  11 = 4 (8) 

 

1 – (119) 0 /112 x 8     α = 1     

 

 

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 1 0 1 0 1 0 0 0 0 0 0 0 0 0 1 0 0 0 

0 0 1 0 1 0 1 0 0 0 0 0 0 0 0 0 1 0 0 0 

112 0 112 

0 8 8 

112 8 120 
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Parking 

 
                 MYC   MYC  MYC  MYC   MYC  MYC MYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  FYC  MYC  

  12       22       23       24        28       30       32       34        37       39       40        53       62       63        65       66        72        74       80      81         

           SH 
           SK 

 
                      

                    MYC   MYC   FYC  MYC  MYC  MYC   MYC   MYC  MYC MYC   FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                      82       88         94       96       98      101      104      107    108     109     111      115     118      119    120      121      127     128     133     134 

 

           SH 
           SK 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC   MOC  MOC   FOC  MOC   FOC   MOC   MOC  MOC  MOC  MOC  MOC MOC 

                       7         8         16       23       32        33       34       35       36       40        43       44       45       47        51        54       55       57        58        60 

           SH 
           SK 

 

 

 
00 = 60 (120)  01 or 10 = 0  11 = 0 

 

1 – (119) 0 / 120 x 0    α = 1     

 

 

 

Other 

 
                  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  MYC  MYC  FYC  MYC  

  12      22        23       24       28        30        32       34       37       39       40        53       62        63        65      66       72       74        80      81         

           SH 

           SK 

 
 
                    MYC   MYC  FYC   MYC  MYC  MYC   MYC  MYC  MYC  MYC   FYC   MYC   MYC MYC  MYC   MYC  MYC  MYC  MYC MYC  

                       82       88        94       96       98      101     104      107     108     109      111     115     118     119      120     121      127     128     133     134 

           SH 

           SK 
 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC   FOC  MOC   MOC   FOC  MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC MOC 

                        7          8        16       23       32        33        34       35      36        40        43      44       45        47       51        54       55       57        58       60 

           SH 

           SK 

 

 

 
00 =  60 (120) 01 or 10 = 0  11 = 0 

 

1 – (119) 0 / 120 x 0     α = 1     

 

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 
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Lack of Privacy and Security 
 
                  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC   MYC   MYC  MYC  MYC MYC  MYC  MYC   MYC  FYC  MYC  

  12       22       23       24       28        30       32       34       37        39       40        53        62       63       65       66       72        74       80       81         

           SH 

           SK 

 
 
 MYC  MYC  FYC   MYC   MYC  MYC  MYC  MYC   MYC  MYC  FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                       82       88       94        96       98      101     104      107     108     109      111     115     118      119     120     121     127      128     133     134 

           SH 

           SK 
 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC   MOC   MOC   FOC  MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC MOC 

                         7         8         16       23       32        33       34       35       36        40        43      44        45        47       51       54       55       57      58        60 

           SH 

           SK 

 

 
00 =  58 (116) 01 or 10 = 0  11 = 2 (4) 

 

1 – (119) 0 / 116 x 4    α = 1   

 

 

 

 

Hospital Structure and Layout Issues 
 
                  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  FYC  MYC  

  12       22       23        24       28       30       32       34       37        39       40        53       62        63       65       66       72       74         80      81         

           SH 
           SK 

 

 
 MYC  MYC   FYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC   FYC   MYC   MYC  MYC  MYC  MYC  MYC MYC  MYC  MYC  

                       82       88        94      96       98       101     104      107     108     109      111     115     118      119     120     121     127      128     133     134 

           SH 

           SK 

 
 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC  MOC   MOC   FOC   MOC  FOC   MOC  MOC  MOC   MOC  MOC  MOC MOC 

                          7         8        16       23       32        33       34       35       36       40        43       44        45       47       51        54        55       57      58       60 

           SH 

           SK 

 

 
00 = 59 (118)  01 or 10 = 0  11 = 1 (2) 

 

1 – (119)   0/ 118 x 2    α = 1   

 

 

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 

116 0 116 

0 4 4 

116 4 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

118 0 118 

0 2 2 

118 2 120 
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Discharge Issues 
 
                  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC   FYC  MYC  

 12        22       23       24       28         30      32       34        37       39       40        53       62       63        65       66       72       74        80      81         

           SH 

           SK 

 
 
                    MYC   MYC  FYC   MYC  MYC  MYC  MYC  MYC  MYC   MYC   FYC   MYC   MYC  MYC  MYC  MYC  MYC MYC  MYC  MYC  

                       82       88       94       96        98      101     104     107     108      109      111     115     118      119      120     121     127     128    133    134 

           SH 
           SK 

 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC   MOC  MOC   FOC  MOC   FOC   MOC  MOC   MOC  MOC  MOC  MOC MOC 

                        7         8       16        23       32        33       34       35        36      40        43       44        45       47        51       54       55        57        58       60 

           SH 

           SK 

 

 
 

00 = 60 (120)  01 or 10 = 0  11 = 0 

 

1 – (119)   0/ 120 x 0     α = 1  

     

 

 

 

Other category/subcategory 1 

 
 

                    MYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  FYC  MYC  

  12      22        23       24        28       30        32       34       37       39        40       53       62        63       65       66       72        74      80      81         

           SH 

           SK 

 
 
 MYC   MYC  FYC  MYC  MYC   MYC  MYC   MYC  MYC  MYC  FYC   MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC MYC  

                       82       88       94       96        98      101     104      107     108     109     111      115     118     119      120     121     127      128     133     134 

           SH 

           SK 
 

 
                 MOC   MOC  MOC   MOC  MOC   MOC  MOC  FOC  MOC  MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC   MOC  MOC MOC 

                       7          8        16        23       32        33        34      35       36       40        43       44        45       47       51        54        55       57       58       60 

           SH 

           SK 
 

 

 
00 = 54 (108)  01 or 10 = 1  11 = 5 (10) 

 

1 – (119)   1/ 109 x 11       = .900754   = .901   α = .90     

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 

0 0 1 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 

0 1 0 0 0 0 1 0 1 0 0 0 0 0 0 0 0 0 1 0 

0 1 0 0 0 0 1 0 1 0 0 0 0 0 0 0 0 0 1 0 

108 1 109 

1 10 11 

109 11 120 
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Other Category 2 

 
 
                 MYC  MYC   MYC  MYC  MYC  MYC   MYC   MYC  MYC MYC  MYC   MYC  MYC  MYC  MYC   MYC  MYC  MYC  FYC  MYC  

                      12       22         23       24       28       30       32        34       37       39       40        53       62        63       65        66       72       74       80      81         

           SH 

           SK 

 
 
                    MYC   MYC   FYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC   FYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC  

                    82       88        94       96      98       101     104     107     108      109      111    115      118     119      120     121     127     128   133    134 

           SH                                    
           SK 

  

                                                   
                  MOC  MOC  MOC  MOC  MOC  MOC   MOC  FOC   MOC   MOC   FOC  MOC   FOC   MOC  MOC   MOC  MOC  MOC  MOC MOC 

                        7         8         16       23       32       33        34       35       36        40        43      44        45       47       51        54       55       57        58       60 

           SH 
           SK 

 

 

 
00 = 60 (120)  01 or 10 = 0  11 = 0 

 

1 – (119) 0 / 120 x 0   α = 1 

 

 

 

Other Category 3 

 
            MYC  MYC   MYC  MYC  MYC  MYC  MYC  MYC  MYC  MYC   MYC   MYC  MYC  MYC MYC  MYC  MYC   MYC  FYC  MYC  

  12       22       23        24       28       30        32       34       37        39       40        53       62       63       65       66       72       74        80       81         

           SH 

           SK 

 

 
 MYC   MYC  FYC  MYC  MYC   MYC  MYC  MYC  MYC   MYC  FYC   MYC   MYC  MYC MYC  MYC   MYC  MYC  MYC MYC  

                       82       88        94      96       98       101     104      107     108     109     111     115      118      119     120     121     127     128      133    134 

           SH           

           SK 
             

 
                    MOC   MOC  MOC  MOC  MOC   MOC  MOC   FOC  MOC   MOC  FOC  MOC   FOC   MOC  MOC   MOC  MOC  MOC  MOC MOC 

                       7         8         16       23       32        33        34       35      36        40        43      44        45       47       51       54        55       57        58       60 

           SH 
           SK 

 

 

 
00 = 60 (120)  01 or 10 = 0  11 = 0 

 

1 – (119) 0 / 120 x 0      α = 1 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

120 0 120 

0 0 0 

120 0 120 
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Child Feedback 
 

Best things 
Care  

 
                     MOC  MOC  MOC  MOC   MOC   MOC  MOC  FOC  MOC  MOC  FOC  MOC   FOC   MOC  MOC  MOC  MOC  MOC   MOC  MOC 

                       7          8        16       23        32        33       34       35      36       40        43       44        45        47      51        54       55       57       58        60 

           SH 

           SK 

 

 

00 = 19 (38)  01 or 10 = 0  11 = 1 (2) 

 

1 – (39)   0/ 38 x 2      α = 1      

 

 

Food 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC   MOC  MOC   FOC  MOC   FOC   MOC   MOC  MOC  MOC  MOC  MOC MOC 

                        7          8        16      23        32        33       34       35       36       40        43       44       45       47        51       54        55       57        58       60 

           SH 
           SK 

 

 

00 = 18 (36)  01 or 10 = 0  11 = 2 (4) 

 

1 – (39)   0/36 x 4    α = 1    

 

 

 

Child-friendly Facilities 
 

                    MOC  MOC  MOC   MOC  MOC   MOC  MOC  FOC  MOC   MOC   FOC  MOC   FOC   MOC   MOC  MOC  MOC  MOC  MOC MOC 

                        7         8         16       23       32        33       34       35      36         40        43      44       45        47       51        54       55       57       58       60 

           SH 
           SK 

 

 

00 = 16 (32)  01 or 10 = 0  11 = 4 (8) 

 

1 – (39) 0 /32 x 8     α = 1     

 

 

At Home 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC  MOC   MOC   FOC  MOC   FOC   MOC   MOC  MOC  MOC   MOC MOC MOC 

                        7          8        16       23       32        33       34       35       36        40       43       44        45       47        51       54       55       57        58       60 

           SH 

           SK 

 

 

00 =  20 (40)  01 or 10 = 0  11 = 0 

 

1 – (39) 0 / 40 x 0   α = 1       

 

 

 

0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

38 0 38 

0 2 2 

38 2 40 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 

1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 

36 0 36 

0 4 4 

36 4 40 

1 0 0 0 0 0 1 1 0 0 0 0 1 0 0 0 0 0 0 0 

1 0 0 0 0 0 1 1 0 0 0 0 1 0 0 0 0 0 0 0 

32 0 32 

0 8 8 

32 8 40 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

40 0 40 

0 0 0 

40 0 40 
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Parental Presence 

 
                    MOC  MOC   MOC  MOC  MOC  MOC   MOC  FOC   MOC  MOC   FOC   MOC   FOC   MOC  MOC  MOC  MOC  MOC  MOC MOC 

                        7         8        16        23       32        33       34       35       36       40        43        44       45       47       51        54       55       57       58       60 

           SH 
           SK 

 

 

 

00 = 20 (40)  01 or 10 = 0  11 = 0 

 

1 – (39) 0 / 40 x 0   α = 1       

 

 

 

Other 

 
                    MOC  MOC  MOC   MOC  MOC  MOC   MOC  FOC   MOC  MOC   FOC  MOC   FOC   MOC  MOC  MOC   MOC  MOC  MOC MOC 

                       7         8        16        23       32        33       34       35       36       40        43       44       45        47       51        54       55        57       58       60 

           SH 

           SK 
 

 

 

00 = 20 (40)  01 or 10 = 0  11 = 0 

 

1 – (39) 0 / 40 x 0   α = 1       

 

 

 

Things to improve  

 

Before the Procedure 

 
                    MOC   MOC  MOC  MOC  MOC   MOC  MOC   FOC  MOC  MOC   FOC  MOC   FOC   MOC  MOC  MOC   MOC  MOC MOC  MOC 

                        7         8        16        23       32        33        34      35       36       40         43      44        45       47       51        54       55        57       58       60 

           SH 

           SK 

 

 

 

00 =  18 (36)  01 or 10 = 0  11 = 2 (4) 

 

1 – (39) 0 / 36 x 4   α = 1       

 

 

 

 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

40 0 40 

0 0 0 

40 0 40 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

40 0 40 

0 0 0 

40 0 40 

0 1 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 1 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 

36 0 36 

0 4 4 

36 4 40 
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Intrusive Events 

 
                     MOC  MOC  MOC  MOC  MOC   MOC  MOC  FOC  MOC  MOC   FOC   MOC   FOC   MOC  MOC  MOC   MOC  MOC  MOC MOC 

                        7        8        16        23        32       33       34        35      36       40        43       44        45       47       51        54       55       57        58       60 

           SH 
           SK 

 

 

 

 

00 =  19 (38)        01 or 10 = 0  11 = 1 (2) 

 

1 – (39)   0/ 38 x 2      α = 1   

 

 

Physical Symptoms 
 
                     MOC  MOC  MOC  MOC  MOC  MOC  MOC   FOC  MOC   MOC   FOC   MOC  FOC   MOC  MOC   MOC  MOC  MOC  MOC MOC 

                        7         8        16       23       32        33       34       35       36        40       43       44       45        47       51        54       55       57        58       60 

           SH 

           SK 

 

 

00 = 17 (34)      01 or 10 = 0  11 = 3 (6) 

 

1 – (39) 0 /34 x 6     α = 1 

      

 

 

Fear 

 
                    MOC   MOC  MOC  MOC  MOC  MOC  MOC   FOC  MOC   MOC   FOC  MOC   FOC   MOC  MOC  MOC   MOC  MOC MOC  MOC 

                         7          8        16       23       32       33       34        35      36        40        43      44        45       47        51       54       55        57       58       60 

           SH 

           SK 

 

 

00 = 20 (40)  01 or 10 = 0  11 = 0 

 

1 – (39) 0 / 40 x 0   α = 1       

 

 

 

Emotional Distress 

 
                    MOC   MOC  MOC  MOC  MOC  MOC  MOC   FOC   MOC  MOC   FOC   MOC  FOC   MOC  MOC  MOC   MOC  MOC MOC  MOC 

                        7         8         16       23       32        33       34       35        36      40        43       44       45       47        51       54         55       57       58       60 

           SH 

           SK 

 

 

00 = 18 (36)  01 or 10 = 0  11 = 2 (4)  

 

1 – (39)   0/ 36 x 4    α = 1     

 

 

 

 

0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 

38 0 38 

0 2 2 

38 2 40 

1 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 

1 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 

34 0 34 

0 6 6 

34 6 40 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

40 0 40 

0 0 0 

40 0 40 

0 0 0 0 0 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0 

36 0 36 

0 4 4 

36 4 40 
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Life Disruption 

 
                    MOC   MOC  MOC  MOC  MOC  MOC   MOC  FOC   MOC  MOC   FOC   MOC  FOC   MOC   MOC  MOC  MOC  MOC  MOC MOC 

                       7         8         16       23       32       33        34       35       36       40        43       44       45       47        51        54       55        57       58       60 

           SH 
           SK 

 

 

 

00 = 20 (40)  01 or 10 = 0  11 = 0 

 

1 – (39) 0 / 40 x 0   α = 1       

 

 

 

 

Other 

 
                    MOC  MOC   MOC  MOC  MOC   MOC MOC   FOC   MOC  MOC   FOC   MOC  FOC   MOC   MOC  MOC  MOC  MOC  MOC MOC 

                       7         8        16        23       32        33        34       35      36       40        43       44        45       47       51        54       55       57        58       60 

           SH 
           SK 

 

 

 

00 =  20 (40)  01 or 10 = 0  11 = 0 

 

1 – (39) 0 / 40 x 0   α = 1       

 

 

Neutral 
 
                    MOC   MOC  MOC  MOC   MOC  MOC  MOC  FOC   MOC  MOC   FOC  MOC   FOC   MOC   MOC  MOC  MOC  MOC  MOC MOC 

                        7          8        16       23       32        33       34       35       36       40        43       44       45        47        51       54       55        57       58       60 

           SH 

           SK            

  

 

00 = 19 (38)  01 or 10 = 0  11 = 1 (2) 

 

1 – (39) 0 / 38 x 2   α = 1       

 

 

 

 

 

 
 

 

 

 

 

 

 

 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

40 0 40 

0 0 0 

40 0 40 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

40 0 40 

0 0 0 

40 0 40 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 

38 0 38 

0 2 2 

38 2 40 
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Appendix M 

 

Codebook: Category Labels and their Definitions 

 

Parent Data 

 

Major Concept Label: Service Access 

Definition: Any statement describing how access to the service provider occurred and 

issues that encouraged parents to access a paediatric surgical service provider (newly 

defined here). 

 

Major Category Label: Facilitators of Accessing this Service Provider  

Definition: Any statement describing the reasons why parents were encouraged and able 

to access this particular paediatric surgical service provider.  This includes receiving 

positive recommendations from friends, having past experience with the same service 

provider, and experiences at other services (newly defined here).  

 

Category Label: Experiences of Others 

Definition: Any statement regarding a friend, acquaintance, or family member’s 

endorsement of the surgeon, specific hospital, or staff at a specific hospital (newly 

defined here). 

Example: My girlfriend had a child who had a procedure done at the hospital and the 

staff were brilliant (MYC 3). 

 

Category Label: Past Experience with the Same Service Provider  

Definition: Any statement comparing the present surgical experience with a previous 

experience including the same hospital or medical staff (newly defined here).  This 

excludes statements regarding the preoperative waiting time on the day of the procedure 

categorised under ‘Events During Preoperative Waiting’.  

Example: It’s the second time I’ve been to the regional private hospital for one of my 

children.  My daughter has had a procedure before (MYC 70).  

 

Category Label: Accessing to Service Provider 

Definition: Any statement referring to waiting time from the point at which medical 

attention was sought until the day of the procedure.  This includes any suggestion to 

improve waiting time from the point at which medical attention was sought until the day 

of the procedure (newly defined here).  

Example 1: S – the speed at which everything happened so we had a morning consult 

and by afternoon [the] op was done (MYC 71). 

Example 2: We initially had trouble getting a referral ...The hospital was fine; the 

procedure was difficult to get a referral for.  The referring paediatrician kept blocking 

our efforts to have it done, but everything was fine once we got a referral (MYC 19).  

 

Category Label: Decisions Respected 

Definition: Any statement referring to positive interpersonal contact between parent and 

a specific medical staff member in relation to honouring the preferences of a parent 

concerning their child’s care (newly defined here).  This excludes statements classified 

in the ‘Accessing Services’ category. 

Example: S gave us the ‘for and against’ but let us make the decision (MYC 50). 
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Category Label: Cost-Effectiveness 

Definition: Any statement making reference to the affordability of the care received 

(newly defined here). 

Example 1: No out of pocket expenses with Medicare (MYC 20). 

Example 2: We think we got a great deal (MOC 1). 

 

Category Label: Experience at Other Services 

Definition: Any statement making reference to experiencing other services (newly 

defined here).  This excludes statements regarding the preoperative waiting time on the 

day of the procedure categorised under ‘Events During Preoperative Waiting’. 

Example: We’ve had the experience of one of the kids having a procedure done in 

metropolitan children’s hospital and it was such a hassle to find accommodation for all 

of us and getting from here to there to the hospital and getting home.  It is completely 

different when you can have the procedure done in a place that’s two minutes away 

(MOC 15). 

 

Major Category Label: Facilitators of General Service Access 

Definition: Any statement describing the reasons for accessing the paediatric surgical 

service, not related to the specific service provider such as achieving a better quality of 

life for the child (newly defined here).  

 

Category Label: Toward a Better Quality of Life 

Definition: Any statement referring to the reason for the procedure, or an improved 

quality of life in the patient as a result of the surgical procedure (newly defined here).    

Example 1: It will be easy for him [child] in the long run.  He was quite fine after it.  

Better quality of life ... His [child] skin was twisted so he had to have it done (MYC 2). 

Example 2: The procedure will improve child’s name quality of life (MYC 1). 

 

Major Concept Label: Managing the Process of Surgery 

Definition: Any statement describing how families dealt with the process of surgery 

from arrival at the hospital on the day of the procedure to several weeks postoperatively 

(newly defined here). 

 

Major Category Label: Managing the Hospital Preoperative Period  

Definition: Any statement describing the ways in which families experienced and dealt 

with the hospital preoperative period, from arrival to the hospital to immediately prior 

to the procedure (newly defined here).  

 

Category Label: Parent Anxiety 

Definition: Any statement referring to parents’ feelings of concern, apprehension, fear, 

uneasiness, nervousness, distress or discomfort leading up to the surgical procedure as 

defined by Markovic et al. (2004, p. 77).  This includes any statement making reference 

to this being the first time their child has had surgery or wishing their child didn’t 

require the procedure.  This excludes statements regarding parent fear or distress 

experienced during the child’s anaesthetic induction; as categorised under ‘Anaesthetic 

Induction’. 

Example 1: I was very nervous about the operation.  I was very nervous (MYC 35). 

Example 2: As a mum, I was anxious. I haven’t had a child have an op before  

(MYC 69). 

Example 3: Of course it’s hard for him.  You don’t want to have to go through it if you 

don’t need to (MOC 2). 
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Category Label: Events During Preoperative Waiting 

Definition: Any statement referring to length of time, waiting time, child hunger or 

thirst and child distress from the morning of the procedure, arriving at the hospital, to 

the commencement of the surgical procedure.  This also includes any negative statement 

or suggestion to improve the timeliness and logistics of the service such as changes to 

hospital policies and procedures during the preoperative period at the hospital (newly 

defined here). 

Example 1: He was fasting from 12 p.m. but had his last bottle at 9 p.m.  We arrived at 

7:30 a.m. and went in at 9:30 a.m.  He was second on the list.  They had the toy room 

but I brought my own toys.  He’s a good baby but he was a bit hungry.  If it was another 

child, he may have screamed more (MYC 42). 

Example 2: Do kids early in the morning, straight off the bat.  It’s too hard to explain to 

a two and a half year old that you can’t eat for two hours (MYC 91). 

Example 3: When you go in to see the nurse first thing in the morning – better for the 

paperwork to be mailed out and done before the day because that was half an hour we 

didn’t need (MYC 69). 

  

Category Label: Anaesthetic Induction  

Definition: Any reference to the process of anaesthetic induction including parent or 

child anxiety or distress leading up to or during the anaesthetic induction (newly defined 

here).  

Example 1: I had to hold him for the anaesthetic which was a bit traumatic.  I haven’t 

had to do that before.  He didn’t want to be left alone so I had to hold him when they 

did the anaesthetic (MYC 7). 

Example 2: Hubby said that they gave her an anaesthetic gel but she had a reaction to it 

so she really didn’t have anything – which distressed her (MYC 116).  

 

Category Label: Unexpected Events 

Definition: Any reference to a general or specific unexpected medical event occurring 

with the patient during or after the preoperative consultation; or during the surgical 

procedure (newly defined here). 

Example 1: The waiting was difficult.  It took longer than expected because when they 

opened her up the procedure was a bit different to what they thought (MYC 46). 

Example 2: He had a foreskin issue and found a hernia in his belly button by accident 

[during the preoperative consultation].  She did both procedures at once.  We tried the 

cream for the foreskin but it didn’t work (MYC 22). 

 

Category Label: Separation 

Definition: Any reference to the process of separation from the child just prior to 

surgery (newly defined here). 

Example 1: As soon as I came to the last door, he cried (MYC 15). 

Example 2: Walking away from him in the operating suite was the worst thing I have 

ever had to do   (MYC 26). 

 

Major Category Label: Postoperative Management  

Definition: Any statement describing how families managed the child’s postoperative 

events from waking in recovery to several weeks postoperatively (newly defined here).  

 

Category Label: Hospital and Home Post-operative Events 

Definition: Any reference to the child experiencing physiological, medical, or 

behavioural symptoms such as pain, distress, nausea, vomiting, sleep disruptions or 
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changes in appetite from immediately after waking from the procedure to and including 

returning home (newly defined here). 

Example: He woke up scared.  They came and got me.  I took a bottle in with me.  He 

was screaming.  He settled once I picked him up.  The staff in recovery were great; 

when we went back to the ward he had trouble sitting up on his bottom so it was a bit 

tender (MYC 42). 

 

Major Concept Label: Facilitators and Constrainers to Managing the Process of 

Surgery 

Definition: Any statement describing experiences or aspects of care that assisted or 

impaired the ability of families to manage the process of surgery (newly defined here). 

 

Major Category Label: Interaction with Service Providers 

Definition: Any positive or negative statement made regarding specific interactions with 

service providers (newly defined here).    

 

Appreciation for Service Providers 

The first six categories within the Interaction with Service Providers major category 

encompass statements that refer to contact between parent or child and a non-specified 

or specific service provider (e.g. surgeon, nurses, anaesthetist, or theatre staff) leading 

to the successful transmission of information or positive interpersonal contact between 

parent or child and a service provider.  While the definition for these categories is 

similar to that of Meakin and Weinman’s (2002) ‘communication comfort’ (p. 259) 

factor as featured in the Medical Interview Satisfaction Scale (MISS-21), a different 

category label has been used here (i.e., Appreciation for Service Providers) to reflect a 

more unified, all-encompassing  concept.   

 

Category Label: Appreciation for Non-specified Service Providers 

Definition: Any statement referring to contact between parent or child and non-specified 

service providers leading to the successful transmission of information or positive 

interpersonal contact between parent or child and service providers (newly defined 

here).  All statements referring to more than one type of staff member regarding 

successful transmission of information or positive interpersonal contact between parent 

or child and more than one type of staff member are also to be included here. 

Example 1: I was impressed with the level of care provided.  The staff made a conscious 

effort to be personal.  We were that happy that we were planning to send a letter of 

thanks to the hospital (MYC 16). 

Example 2: Openness of the staff.  From S right the way through they were really warm 

(MYC 105). 

 

Category Label: Appreciation for the Surgeon  

Any statement referring to contact between parent or child and the surgeon leading to 

the successful transmission of information or positive interpersonal contact between 

parent or child and the surgeon (newly defined here).    

Example 1: S was wonderful.  They gave a lot of information, S was very understanding.  

They came out of the operating room after the operation which was very good.  Other 

surgeons might get the registrar to come out and see the family but S came out 

themselves (MYC 3). 

Example 2: S is very empathetic to what parents are anxious about.  There have been 

two operations on child’s name.  This is the second one.  S asked us ‘Are you feeling 

alright?’  The whole service of S was great (MOC 17). 
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Category Label: Appreciation for the Nurses  

Any statement referring to contact between parent or child and the nurses, leading to the 

successful transmission of information or positive interpersonal contact between parent 

or child and the nurses (newly defined here).    

Example 1: Some nurses don’t communicate with you, but the nurses at the regional 

base hospital were great...The nurses kept us informed about what was going on  

(MYC 4).  

Example 2: The care from the nurses, they are genuine and always listening (MOC 28). 

 

Category Label: Appreciation for the Anaesthetist 

Any statement referring to contact between parent or child and the anaesthetist leading 

to the successful transmission of information or positive interpersonal contact between 

parent or child and the anaesthetist (newly defined here).    

Example: Even the anaesthetist told us everything was fine after the operation and told 

us about what to do about after-surgery care (MYC 110). 

Example 2: The anaesthetist was very lovely too (MOC 31). 

Category Label: Appreciation for the Theatre Staff  

Any statement referring to contact between parent or child and the Theatre Staff leading 

to the successful transmission of information or positive interpersonal contact between 

parent or child and the Theatre Staff (newly defined here).    

Example 1: I’m a nurse at regional base hospital where she had her surgery.  The nurse 

in theatre gave her a cannula and mask for her dolly and a book on princesses that she 

likes.  It was great (MYC 132). 

Example 2: Theatre staff – He fell asleep.  I was freaked out about the anaesthetic.  

They took their masks off, the tubing, lifted machines.  It was like I was bringing in 

their child.  I expected child’s name to be awake and crying (MYC 78). 

 

Category Label: Appreciation for the Orderly  

Any statement referring to contact between parent or child and the orderly, leading to 

the successful transmission of information or positive interpersonal contact between 

parent or child and the orderly (newly defined here).    

Example: Even the orderly was lovely.  She wheeled me and child’s name on the bed 

which was great.  ID: 504   

 

Category Label: Feeling Uninformed 

Definition: Any negative statement or suggestion to improve the communication and 

information given between parent or patient and medical staff to assist patients and 

parents in feeling informed about their child’s care as defined by Walker, Brooksby, 

McInerney and Taylor (1998, p. 195).  In addition, this includes being given 

inconsistent or contradictory advice from medical staff.  Walker et al. label this category 

‘Feeling Informed’ despite the category including as part of its definition “a lack of 

explanations about what to expect, what was likely to happen or when it would happen” 

(p. 195).  Therefore, the term ‘Feeling Uninformed’ was adopted for clarity of meaning.   

Example 1: They should ask us what to bring on a “List to take” – especially with the 

older children.  They [the children] put [a] hospital gown on.  They should ask as to take 

a light dressing gown because the hospital gown is very drafty so we made our favourite 

blanket into a cape; advice to bring something to cover the bottom (MOC 31). 

Example 2: The hospital rang us the night before and said [to arrive at] 3:00p.m. when 

they had originally said 12:30 p.m. before which was the only bad bit.  And I had 

prepared for 12:30 p.m. (MYC 110). 
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Category Label: Impersonal Care 

Definition: Any statement on care that was impersonal such as forgetting parents or 

child’s names or being billed for services already paid for or any suggestion to improve 

staff interactions with parent and child (newly defined here).  Also includes any 

negative staff-parent or staff-patient interactions not categorised under ‘lack of 

respecting decisions’ or ‘health and safety’.  

Example 1: We normally go to regional base hospital but we went to regional base 

hospital this time and it was a bit impersonal.  Regional base hospital was impersonal. 

For example, when we were leaving, I said thanks but they didn’t say bye”.  I got a call 

and they called my husband by the wrong name and said he needed a workers certificate 

but he didn’t need one, they gave us the wrong information.  They rang back and said 

sorry wrong number (MYC 50).  

Example 2: but the others ... She [child] found it difficult with the lights off so she 

wanted a little light but the nurse put on a big show about just putting a light on which 

was a bit harsh (MOC 26). 

 

Category Label: Lack of Respect for Decisions Made 

Definition: Any suggestion to improve contact between parent and a specific medical 

staff member in relation to honouring or respecting the preferences of a parent 

concerning their child’s care (newly defined here).  This excludes statements classified 

in the ‘Accessing Services’ category. 

Example 1: I was less impressed with the discharge.  We wanted a wheelchair and we 

didn’t get one (MOC 6). 

Example 2: While I was on the ward that afternoon and the staff that I work with were 

calling me barbaric.  ‘Only Arabs and Catholics have it done’ – they said (MYC 58). 

 

Category Label: Administrative Issues 

Definition: Any suggestion for improvement or negative statement on the hospital 

administrative system not otherwise categorised under ‘Feeling Uninformed’ or ‘Events 

During Preoperative Waiting’ (newly defined here).   

Example 1: When he went for the MRI, a nurse lost his referral.  We had to wait for 45 

minutes on the same day.  We were there until 9pm until she faxed the referral through 

(MYC 31). 

Example 2: Discharge – when we left I forgot to pick up the script.  I suggested that 

they fax the script to the closest pharmacy.  The girl on the front desk forgot to give me 

the script but it was easily fixed (MYC 33). 

 

Major Category Label: Facilities and Resources 

Definition: Any statement describing the ways in which hospital facilities and resources 

(and the absence of such) either supported or impaired the ability of families to manage 

the process of surgery (newly defined here).    

 

Category Label: Parent Facilities 

Definition: Any positive statement referring to non-medical hospital facilities provided 

specifically for parents (newly defined here).  

Example 1: I had a recliner chair (MOC 8). 

Example 2: Easy nappy change facilities (MYC 69). 

 

Category Label: Child-friendly Facilities 

Definition: Any positive statement referring to non-medical hospital facilities designed 

specifically for children (newly defined here).  
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Example 1: The Starlight Foundation games that child’s name could play (MOC 27). 

Example 2: [There were] a lot of baby toys.  There were lots of books.  [She] really 

liked the whiteboard (MOC 31). 

 

Category Label: Limited Hospital Facilities  

Definition: Any suggestion to improve hospital facilities and non-medical services for 

parents or children (newly defined here).    

 

Limited Food Facilities  

Example 1: There was no vending machine or nice coffee so the nurse gave me a packet 

of two bikkies.  For a private hospital I would have thought they would have had some 

nice coffee and light refreshments.  No milk – I had to have the coffee black.  I was 

starving – I packed an apple so I had that (MYC 77). 

Example 2: No choice of food – just had to have vegemite sandwiches but he wanted 

junk food so we got him hot chips (FOC 43). 

 

Limited Parent Facilities (excluding food) 

Example 1: Crappy magazines – some gardening and National Geographic [was 

wanted] not that stars crap (FYC 132). 

Example 2: Maybe a comments book where other Mums record their experience for 

mums to read in the waiting room (MYC 78). 

 

Limited Patient Bed Facilities 

Example: She was too big for the bed.  A bigger surgical bed; she was too big for the 

bed – you can put a new born on a big bed but you can’t vice versa (MOC 31). 

 

Limited Child Facilities (excluding food) 

Example 1: There were no toys for him at the hospital (MOC 16). 

Example 2: There were no toys there for his age group.  From 12 years up there were 

walkmans, baby toys and old magazines - good for the recipes - but nothing for him 

(MOC 61). 

 

Limited Parking 

Example: Parking – I needed to move the car every 2 hours (MOC 46). 

 

Category Label: Limited Hospital Resources 

Definition: Any suggestion to improve resource- related issues such as hospital staff 

numbers (newly defined here). 

Example 1: More doctors and nurses.  Nurses were run off their feet – you could tell 

that they were spread too thin (MOC 37). 

 Example 2: Weekends at the hospital are bad – low levels of staff including the pain 

management teams.  The doctor was on call, which is a bad idea (MOC 4). 

  

Category Label: Surgeon’s Rooms Car Park 

Definition: Any statement on the need to improve car parking facilities at the surgeon’s 

consulting rooms (newly define here).  

Example: Parking here at S’s surgery.  Need more parking (MYC 99). 

 

Major Category Label: Safety and Security 

Definition: Any positive or negative statement describing the privacy, security, health, 

or safety related aspects of hospital care that either supported or impaired the ability of 
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families to manage the process of surgery.  This includes recommendations for 

improvement to the safety and security at the surgical facility (newly defined here).    

 

Category Label: Privacy and security 

Definition: Any positive statement referring to privacy provided at the hospital for 

parents or patients.  Also included in this category are any statements regarding the 

patient’s or parent’s lack of privacy, security, or confidentiality at the hospital or 

suggestions to improve privacy and security at the hospital (newly defined here).  

Example 1: We had our own little area down at kids ward (MYC 67). 

Example 2: Hospital – in recovery – child’s name was really out of it.  It would have 

been better if we could have taken him away.  The hospital needs a safe area – a 

separate room for the small children so the parents can be alone with their child.  There 

was just a curtain which kept getting opened and closed (MYC 15). 

Example 3: I hated the hospital.  There was nothing for me to sign out, which I thought 

was odd (MOC 6). 

Example 4: Some discussions in the waiting room were a bit sensitive in terms of other 

children’s outcomes.  S talking to other parents.  It was less personal because S came 

out to talk to parents in the waiting room in earshot of other parents (MYC 132). 

 

Category Label: Health and Safety Concerns 

Definition: Any negative statement regarding non-interpersonal staff behaviour 

including unsafe or unhygienic practices or not administering wanted pain medication 

(newly defined here).   

Example 1: There wasn’t enough emphasis on washing hands.  When they took a child 

to the toilet, the staff never washed their hands (MOC 26). 

Example 2: By the time he was in his actual bed - not in recovery but afterwards - he 

was fine after that until he slipped on the floor and hit his head on the couch.  That’s 

when it all came out.  They didn’t put a sign up - the floor being slippery (FYC 111).  

 

Major Category Label: Hospital Structure and Environment 

Definition: Any negative statements or recommendations for improvement to the 

structure, layout, environment or atmosphere related aspects of the care provided by the 

surgical facility (newly defined here).    

 

Category Label: Hospital Structure and Layout 

Definition: Any suggestion for improvement to or negative statements on the hospital’s 

structural design or layout such as placement of seating or lack of signage to the 

cafeteria (newly defined here). 

Example 1: Seating should be more user-friendly (MOC 26). 

Example 2: The toilets for parents were difficult to find.  The toilet was communal.  I 

asked where the toilets were and directions were given but I couldn’t find a sign on the 

door.  I went in and it was dark and there was a lady there going to the toilet.  The 

toilets really need to be marked clearly ... We had to try and find the cafeteria which 

was hard to find (FYC 5). 

 

Category Label: Hospital Environment and Atmosphere 

Definition: Any suggestion for improvement to or negative statements regarding the 

hospital atmosphere including hospital smell, noise, and machinery in the operating 

theatre (newly defined here).   

Example 1: Two things: One he was overwhelmed by the business of the surgery room 

(MOC 53). 
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Example 2: She didn’t like the smell of the place (MOC 18). 

Example 3: They shouldn’t have McDonalds there.  It’s crap.  He could smell it which 

made it hard to distract him (MOC 59).  

 

Major Category Label: Getting There and Staying There 

Definition: Any positive or negative statement describing the impact that visiting 

hospital for surgery has on the lives of families and their routines such as the level of 

availability of services close to home and the extent of life disruption resulting from the 

hospital visit (newly defined here).  A part of the category label (i.e., Getting There) 

was adopted from Sobo, Seid, and Gelhard (2006) whose definition only encompasses 

transportation, parking, and distance.  This study has adopted the label to indicate a 

more global category.  Parking is not included in the definition here, and has been 

included in the ‘limited hospital facilities’ category.     

 

Category Label: Availability of Services 

Definition: Any reference to the importance or need for surgical services to be close to 

home (newly defined here). 

Example 1: Distance is an issue.  It’s important to get care locally.  I’m from town 

283km from Melbourne – if I couldn’t have the procedure done here, we would have 

had to go to Melbourne for the procedure (MYC 7). 

Example 2: It would be good if the service could be closer to our house (MYC 25). 

 

Category Label: Life Disruption 

Definition: Any statement referring to the impact of accessing care by families 

including driving, time off work, and child care for other children (newly defined here). 

Example 1: I had to get my mum to take time off work to look after the other kids.  My 

hubby took the day off work too because mummy is a worry wart.  I couldn’t have gone 

and sat there all by myself at the hospital waiting (MYC 113). 

Example 2: Impact of travel - family commitments, need to organise child care for two 

other children, time off work, can’t stay in own house [stayed overnight one night], 

expense, there are parent rooms available but only when very young children are 

hospitalised.  He also missed some school (MOC 4). 

 

Major Category Label: Support 

Definition: Any statement referring to the availability of support for families (and lack 

of support) during their visit to hospital and its impact on families (newly defined here).    

 

 

Category Label: Availability of Parent Support 

Definition: Any reference to a lack of or being provided with emotional or practical 

support during their child’s time in hospital, including support from family and staff as 

defined by Roden (2005, p. 229).  Roden labels this category ‘Parental Support’ (p. 229) 

despite the category including as part of its definition “a lack of family support” (p. 

230).  Therefore, the term ‘Availability of Parent Support’ was adopted for clarity of 

meaning.  

Example 1: It would have been better if I had some support so that someone else can sit 

with him and so I could get a coffee or something.  But I understand that the nurses 

have other patients to deal with.  I felt a little bit like I would have liked some moral 

support (MYC 3). 

Example 2: I couldn’t leave him to get some food (MYC 20). 
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Example 3: We did have relations close by that came to visit us in the hospital.  I would 

have felt so isolated if my sisters didn’t come to visit.  It was also great to meet 

someone with a child that had a similar condition.  My husband always comes, which is 

good to (MOC 4). 

Example 4: I went by myself.  I had to leave child’s name with them [nurses] while I 

went to the toilet.  They never made me feel like it was an inconvenience to them (MYC 

83). 

 

Category Label: Extent of Parental Presence 

Definition: Any reference to the importance or experience of being present with the 

child during the course of the hospital stay.  This also includes any reference to the 

desire to be present with their child (that was not fulfilled) at anytime during the child’s 

hospital stay as defined by Roden (2005, p. 232).  While Roden labels this category 

definition as “importance of being with your child” (p. 232), a different category label 

has been used here (i.e., ‘Extent of Parental Presence’) for the sake of conciseness.   

Example 1: I was allowed to go into the operating theatre until she went to sleep (MOC 

26). 

Example 2: With all the experiences I have had, this was the first time I was ever 

allowed in and lead into recovery.  As a parent, I really appreciated that, although I 

know that for some people it can be distressing to see their child upset, but it was good 

for me and for child’s name - for me to be there with him.  I’ve never been allowed to 

go into recovery before (MOC 13). 

Example 3: The negative is that only one parent is allowed to see him being inducted so 

it was my husband only and when he recovered I went in (MOC 27). 

Example 4: The worst thing was not being there (MOC 3). 

 

Category Label: After-discharge Care 

Definition: Any reference to receiving or accessing care or advice after discharge 

relating to the surgical procedure.  This also includes any suggestion for improvement 

to or negative statements on the after-discharge care provided by the surgical facility 

and its staff (newly defined here). 

Example 1: The next morning I got a call from the nurses just to see how things are 

going which was good.  I didn’t expect it (MYC 14). 

Example 2: I called S about it – they said maybe to run him a bath.  They said to ring 

them and let them know when he has weed (MOC 17). 

Example 3: The GP said the Registrar was expecting us.  We sat there for two hours and 

the registrar – he not a she, as the GP said she was. After giving her [the registrar] the 

letter from the GP explaining the procedure, she didn’t know what the procedure was 

(MOC 24). 

Example 4: [A] 24 hour helpline.  Someone to ring if something goes wrong; we had an 

issue so we needed a line to ring but there wasn’t any (FYC 107). 

 

Major Concept Label: Reflections on the Surgical Care Provided  

Definition: Any evaluation of or statement describing how families managed the process 

of surgery in light of their general experience and the care received (newly defined 

here). 

 

Major Category Label: General Evaluations of Service Providers  

Definition: Any statements or general evaluations of the service providers encountered 

during the process of the child’s surgery (newly defined here).  
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Category Label: General Evaluations of Non-specified Service Providers 

Definition: Any positive general statement referring to contact between parent or child 

and a non-specified service provider not otherwise classified as ‘Appreciation for 

Unspecified Staff’ (newly defined here).  All statements referring to more than one type 

of staff member in general terms are also included here. 

Example 1: The staff at the day surgery (MYC 47). 

Example 2: ... nurses and S (MYC 3). 

 

Category Label: General Evaluations of the Surgeon 

Definition: Any positive general statement referring to contact between parent or child 

and a surgeon not otherwise classified as ‘Appreciation for the Surgeon’, or ‘Decisions 

Respected’ (newly defined here).   

Example: S did a fantastic job (MYC 4).  

 

Category Label: General Evaluations of the Nurses 

Definition: Any positive general statement referring to contact between parent or child 

and a nurse not otherwise classified as ‘Appreciation for the Nurses’ (newly defined 

here).   

Example: The nurses at the hospital (MYC 68). 

 

Category Label: General Evaluations of the Anaesthetist 

Definition: Any positive general statement referring to contact between parent or child 

and an anaesthetist not otherwise classified as ‘Appreciation for the Anaesthetist Staff’ 

(newly defined here).   

Example: The Anaesthetist was very good (MOC 11). 

 

Category Label: General Evaluations of the Theatre Staff 

Definition: Any positive general statement referring to contact between parent or child 

and a non-specified service provider not otherwise classified as ‘Appreciation for 

Theatre Staff’ (newly defined here).   

Example: The theatre staff were fantastic (MYC 18). 

 

Major Category Label: Other Evaluations  

Definition: Any general evaluations of the care received during the process of their 

child’s surgery making which no reference to specific service providers (newly defined 

here). 

 

Category Label: Public-Private Health Care Comparisons 

Definition: Any statement where explicit comparison is made between public and 

private health care and or preference is made for public or private health care over the 

other (newly defined here).  This excludes statements voicing a preference for one 

surgical facility over the other where the private-public comparison is not made.  

Example: We were impressed with the same level of care in both public and private 

hospitals (MYC 35).  

 

Category Label: General Evaluations of the Care Provided 

Definition: Any general positive statement regarding the health care experience (newly 

defined here) excluding statements which mention hospital staff in general or particular 

health care providers.  

Example: Generally a very good experience (MOC 31). 
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Category Label: Other 

Definition: Any statement not otherwise categorised. 

Example 1: It was his birthday the day of the operation (MYC 10). 

Example 2: He played footy this weekend (MOC 6). 

 

 

Patient Data 

 

Major Concept Label: Facilitators to Managing the Process of Surgery 

Definition: Any positive statement describing experiences or aspects of care that 

assisted patients in the management of the process of surgery (newly defined here). 

 

Major Category Label: Care 

 Definition: Any statement describing the care received during the hospital stay (newly 

defined here). 

 

Category Label: Care from Service Providers  

Definition: Any statement making reference to service provider-patient interaction 

leading to the successful transmission of information or positive interpersonal contact 

between the patient and a service provider (newly defined here). 

Example 1: The care (MC 56). 

Example 2: The staff were nice.  They explained what they were going to do (MC 4). 

 

Major Category Label: Hospital Services and Facilities 

Definition: Any positive statement describing access to hospital services and facilities 

during the hospital stay (newly defined here). 

 

Category Label: Food Facilities  

Definition: Any positive statement making reference to the food and drink provided by 

the hospital and consumed during the hospital stay (newly defined here). 

Example 1: I liked the food (MC 5). 

Example 2: It was really cool!  They gave me free lemonade and jelly!  (MC 61) 

 

Sub-category Label: Child-friendly Facilities 

Definition: Any positive statement making reference to the hospital’s child-friendly 

facilities such as toys, games, TVs or DVDs utilised during the hospital stay (newly 

defined here). 

Example 1: Blocks, toys, wooden horse, television and books (FC 28). 

Example 2: The little TV was good.  You really needed a distraction (FC 1). 

  

Category Label: Pain Management  

Definition: Any positive statement making reference to pain relief medication (newly 

defined here). 

Example: When I had the tablets – the pain tablets (MC 58). 

 

Major Category Label: Support from Family 

 Definition: Any positive reference by the child about having a family member present 

during their stay in hospital (newly defined here)  
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Category Label: Being with Mum 

Definition: Any positive reference by the child about having their mother present during 

their stay in hospital (newly defined here).  

Example: That mum could stay in the room with me (FC 1). 

 

Major Concept Label: Constrainers to Managing the Process of Surgery 

Definition: Any negative statement describing experiences or aspects of care that 

impaired patients in the management of the process of surgery (newly defined here). 

 

Major Category Label: During the Hospital Stay 

Definition: Any statement describing a negative experience during the hospital stay 

(newly defined here). 

 

Category Label: Preoperative Period 

Definition: Any statement making reference to an event, feeling or sensation occurring 

before surgery not otherwise categorised under ‘Fear’ or ‘Emotional Distress’ (newly 

defined here). 

Example 1: The gown – I feel so uncovered (FC 56). 

Example 2: Bad hunger (FC 31). 

 

Category Label: Intrusive events 

Definition: Any negative statement making reference to “any event involving entry into 

the body through the skin or a natural body orifice” as defined by Bossert (1994, p. 39). 

Example 1: I didn’t like the taste of the medicine – it was a syrup.  I had to have two big 

syringes full of syrup.  Better tasting medicine (MC 14). 

Example 2: The worst part was the gas ... smelt like off banana and texta (MC 56). 

 

Category Label: Physical Symptoms 

Definition: Any statement making reference to “any physical symptom or sensation” 

relating to the surgical treatment as defined by Bossert (1994, p. 39). 

Example 1: I woke up – had a bad headache.  Had a burp and all the bad gas came out 

(FC 31). 

Example 2: No pain, just my finger being numb (MC 56). 

 

Category Label: Fear 

Definition: Any statement making reference to experiencing fear or being scared at any 

time leading up to and during the hospital stay (newly defined here). 

Example 1: I was frightened before going in (MC 14). 

Example 2: I was scared after (MC 6). 

 

Category Label: Emotional Distress 

Definition: Any statement making reference to any emotional disturbance including 

anger, anxiety, or disorientation that the child experiences during their hospital stay 

(newly defined here). 

Example 1: After the anaesthetic - they were holding me down but I wanted to get up.  I 

was angry.  I just wanted to go home.  When I saw my finger - I cried because I saw a 

bit of blood (MC 56). 

Example 2:  I was stressed (FC 28). 
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Category Label: Hospital Equipment and Machinery 

Definition: Any negative statement making reference to experiencing medical 

equipment or machinery during the hospital stay (newly defined here). 

Example: I didn’t like the blood pressure machine at the hospital (MC 34). 

 

Major Concept Label: Managing the Process of Surgery 

Definition: Any statement describing how patients managed the postoperative period 

during the hospital stay and after discharge (newly defined here). 

 

Major Category Label: Managing Postoperatively 

Definition: Any statement describing the postoperative experience of patients prior to 

and after discharge from hospital (newly defined here). 

 

Category Label: At Home 

Definition: Any positive statement making reference to an event occurring after leaving 

hospital (newly defined here) 

Example 1: I improved my skills for swallowing tablets.  I was happy it [finger] wasn’t 

numb (MC 56). 

Example 2: I slept well, but it hurt when I turned over (MC 20). 

 

Category Label: Wanting Normal Routines 

Definition: Any statement referring to disruption to “family routine, normal activities, 

peer relationships, or school achievement” (p. 329) due to having a procedure in 

hospital or attending the pre-operative or post-operative consultation as defined by 

Coyne (2006a).  Coyne labels this category “Separation from family and friends”  

(p. 329) which only captures part of the category’s meaning.  Therefore, the all-

encompassing label ‘Wanting Normal Routines’ was used.     

Example 1: I’m not happy because I had to miss art today (FC 28).  

Example 2: I would have liked to go on Thursday.  I had 3 days off and I wanted to go 

to school the day we were asked to have the post-op at the hospital (MC 24). 

 

 

Major Concept Label: Reflections on the Surgical Experience 

Definition: Any general evaluations made regarding the visit to hospital (newly defined 

here). 

 

Major Category Label: Looking Back 

Definition: Any statement made in which the visit to hospital is reflected on positively 

(newly defined here). 

 

Category Label: Getting it Done 

Definition: Any positive statement making reference to feeling better or getting ‘fixed 

up’ (newly defined here). 

Example: It was good that I got fixed up (C M8). 

 

Category Label: Neutral 

Definition: Any statement about the surgical experience not perceived as positive or 

negative (newly defined here). 

Example: I wasn’t hungry really (MC 56). 
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Appendix N 

PSPEQ and QCSH Scoring and Interpretation Guide 

 

Paediatric Surgical Patient Evaluation Questionnaire (Parent Form) Subscales 

A higher score on the items indicates a more positive rating. 

Response Scale Scoring:  

 Excellent = 5, Very Good = 4, Good = 3, Fair = 2, Poor = 1 

 Strongly Agree = 5, Agree = 4, Neutral = 3, Disagree = 2, Strongly Disagree = 1 

 Very Easy = 5, Quite Easy = 4, Neither Difficult Nor Easy = 3,  

Quite Difficult = 2, Very Difficult = 1 

* = Item requires reverse scoring (i.e., 5 = 1, 4 = 2, 2 = 4, 1 = 5) 
 

Hospital Staff   

37b, 37c, 37k, 37m, 37n, 37o, 37p, 37q, 37r, 37s, 40a, 40b, 40c*, 40d, 40g, 40h, 41a, 

41b, 54 Subscale Total:   /95 (Cronbach’s α = .92) 
 

Surgeons 

30a, 30b, 30c, 30d, 30e, 30f, 30g, 30i, 37l, 55                    

Subscale Total:   /50   (Cronbach’s α = .90) 
 

Hospital Facilities 

31a, 37d, 37e, 37f, 37g, 37h, 37i  

Subscale Total   /35 (Cronbach’s α = .88) 
 

Access  

14a, 14b, 14c, 49a*, 49b*.     

Subscale Total   /25 (Cronbach’s α = .67) 

 

Relevance of Specific Items 

Items relevant to the hospital staff in general: 37m, 37o, 37p, 37s, 40a, 40b, 40c, 40d, 

40g, 40h, 41a, 41b. 

Items relevant to the nurses: 37k, 37n, 54.  

Items relevant to the reception staff: 37b, 37c, 37q, 37r.  

Items relevant to the surgeons: 30a, 30b, 30c, 30d, 30e, 30f, 30g, 30i, 37l, 55. 

Items relevant to the hospital facilities: 31a, 37d, 37e, 37f, 37g, 37h, 37i.  

Items relevant to the ease in accessing the surgical service: 14a, 14b, 14c, 49a, 49b.  
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Questionnaire on Children’s in Hospital (Child Form) Subscales 

A more positive rating is indicated by a higher score and a more ‘smiley’ face.  

Response Scale Scoring:  

 Very Well = 5 to Not Well At All = 1 

 Very Good = 5 to Not Good At All = 1 

 Very Easy = 5 to Not Easy At All = 1 

 Very Comfortable = 5 to Very Uncomfortable = 1 

 Just Right = 5 to Too Long = 1 

 

Child Friendliness 

2, 4, 11, 13, 15, 19.           

Subscale Total   /30 (Cronbach’s α = .67) 

 

Quality of Care   

33, 34.  

Subscale Total   /10 (Cronbach’s α = .91) 

 

Comfort    

26, 27.                       

Subscale Total   /10 (Cronbach’s α = .59) 

 

Relevance of Specific Items 

Items relevant to the hospital staff and efficiency in general: 27. 

Items relevant to the nurses: 13, 15, 19, 34. 

Items relevant to the surgeons: 2, 4, 33. 

Items relevant to the hospital facilities: 11, 26. 

 

 

Please see Chapter 4 for further details on the PSPEQ and QCSH instruments.   

 

 


