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Abstract

This study ighe first to generate twoatient satisfactiomstrumentsthePaediatric

Surgical Patient Evaluation Qste@nnaire (PSPEQ, Parent forar)d theQuestiomaire

RQ &KLOGU HiQMospdaX(QASH) Child formwith robust preliminary

psychometric properties that capture theezigmces of 5 to 1§earold paediatric day

surgery patients and their paremtsural and metropolitan Australia3 D W LHQ WV | D
SDUHQWVY HYDOXDWLRQV RI $XVWUDOLDQ SDHGLDWULF V
travel time on these evaluatiowss also newly investigated. Ttheoretical structure

was generated to illustrate the interrelationships between the most agfients 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 teeg the specialist through tankek after dischargeEvaluations of

care by patients and parents were investigated to identify the important needs and issues
specific to parent and child using a multiphethod approach. Participants included

214 parents (4 males, 210 females) and 58 paedsatigical @tients aged 5 to 10

yearsold (159 males, 55 females). Sestriuctured interviews and newly constructed
guestionnaires shortly after surgery uncovered attitudes and issues on services delivered
during the paediatric surgical experience. In the quangtahase of the study,

exploratory factor analysis of the newlynstructed PSPE(ron. pea speck)resulted

in a fourfactor structure and included Hospital Staff, Surgeons, Hospital Facilities, and
Access factors. The 4tem solution accounted foi742% of the score variance.
&URQEDFKTY DOSKDV IRU WKH | DP% EkplMaAdEWNMEEDIOHY UDQJH
analysis with the nely constructed QCSkKpron. kew- kish) generated a threfactor

structure that included Child Friendliness, Quality af&; and Comforté&ctors. The
10LWHP VROXWLRQ DFFRXQWHG IRU RI WKH VFRUH YD
factor subscales ranged from 591. In a oneway betweersubjects MANOVA with

PSPEQ factors, participants who travelled 90 minutesare each way to the surgical

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

p =.02) compared to participants wtravelled less than 90 minutes each way to the
surgical facility M = .02,SD= .88). Travelime to the facility accounted for 13% of

the variance in ratings of access to carehe 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 genlegsimgle-item measures of overall satisfaction with

care, overall quality of hospital care, and intent to recommeniob@talservice to a

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

statistically significantg < .00L). 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 studgemtstrudured interview data were analysed using a combination of
grounded theory and content analydistercodenmeliability testing was conducted with

D UDQGRP VDPSOH RI WKH LQWHUYLHZ GDWD DQG .ULS.
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 tloategories that emerged from the data were determined and

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

emergent theetical structure reflecteid detail the relationships between the
categoriesandthecentral catgory 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 transcrigthis study provided

evidence for the impaahce and reltaility of 5to 10year ROG SDHGLDWULF SDWLHC
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 suegl health care information at the hospital administration,
staff training, and government funding leviisough 22 recommendations which

should improve health care delivery, thogproving the health of rural and metropolitan

paediatric surgical patiemeand their parents.
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But those who wait on theORD
Shall renewtheir strength;
They shall mount up with wings like eagles,
They shall run and not be weary,
They shall walkand not faint.
Isaiah 40:31
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Chapter 1: Introduction

Background of the Problem

SDWLHQW VDWLVIDFWLRQ LV D SDWLHQWYV SRVLWLYH
or particular aspects of healthre received (Cleary & McNeil, 1988; Lindeelz,
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 itseltlever, Jin, Levinson, & Meltzer, 2008; Haskard et al.,
2008) and is used for a variety of purposes such as indicptalgy of care (Jenkinson
Coulter, Bruster, Richards, & Chando2®02; Magaret, Clark, Warden, Magnusson, &
Hedges, 2002), assessingghth 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), prediatg 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 aspeadtsare found to influence patient satisfaction
levels (Aday, Anderson, & Fleming, 1980; Corbet & McGuigan, 2008¢cRansky &
Thomas, 1981) has beeBHILQHG DV WKH 3SDWLHQWVY SHUFHSWLRQ
VHUYLFHY FDQ EH REWDLQéta., Z¥KHAH Q. @1 . H@isliccludé&sK R UW H
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, &avies, 198R

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 Welfi&ie/ A
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 metropolitanrge laural
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 financiallgljysaad
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
metopolitan 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 patieatg.(Gordon et al., 2009), which
due to ts chronic nature, messitates travelling frequently a distant site while the
patient is unwell. What has not been investigated in the national and international
literature is the impact of accessing paediatricslargery care at a distant site. ha
strong and unique case can be made for investigating the impact of accessing distant
paediatric daysurgical services by rural and regional families.

Although children and their pants are recognised as consumengaadiatric
health care, both hawifferent needs (e.g., Callery & Luker, 1996; Hennessy, 1999).
Findings support the argument that evaluations of medical and hospital care by acutely
ill children are diffeent from those of their paresf{e.g., Chesney, Lindeke, Johnson,
Jukkala, & Lyrch, 2005,Lindeke, Fulkerson, Chesney, Johnson, & Savik, 2009;
Magaret, Clark, Warden, Magnusson, & Hedges, 2002). The vast majority of paediatri
studies rely solely on parexfppinions of the services received (e.g., Ammentorp,
2006; Sawyer, Miller, Pson, Marino, & Homer, 1996; Schaffer, Vaughn, Kenner,
Donohue, & Longo, 2000), thus ignoring the views of the child. Studies on paediatric
SDWLHQWVY HYDOXDWLRQV RI FDUH KDYH EHHQ SUHGRPL(
to 15 years (e.g., Black, ®ger, & Fotheringham, 1995; Shapiro, Welker, &dbson,
1997; Stevens, 1986), even thougli<for more research with younger children have
been made at both local (Draper, 1997; Draper & Hill, 1995) and international (Chesney
et al., 2005; Hennessy, 19%elander & Leinilpi, 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, & Beker893) 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., 200&iK Mayes & Caramico, 1996). Theey
argumens IRU REWDLQLQJ \ReeGbatkdn Fhit l@&hihddr® $ine lack of
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a body ofreseach focusing on this age group and more importantly, the limited
findings that there are fundamental differences betweeage groups. These
arguments reinforcthe 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 outpatiéais., Bitzer, Volkmer, Petrucci,
Weissenrieder, & Dierks, 2012; Lindeke et al., 2009) and hospital inpatients
(e.g.,Chesney et al., 2005; Heary, Hennessy, McGesatBach, & Fitzgerald, n.d.).
There is dack of psychometrally sound instrumentspeifically designed for use with
younger paediatric dagurgery patients. No research to date has examined the
evaluations of paediatric surgical dpgtients aged 5 to 10 years and their parents and
how travel time impacts on those evaluatiofe holigic experience of paediatric
surgical care from seeking a refermala specialist through to aftdischarge care is

also yet to be investigated.

Statement of the Problem

The prolblem addressed in this study is:

:KDW DUH SDWLHQWYV Yor3 @f @usrBlidnp@ediairic dpecialistX D W

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

There isa lack of validated instruments developed for use with young children
and none that are ddeped based on a paediatric eaygey sample.To answer this
guestion, there is a need to design an Australian paediatrsudggry qustionnaire for
use with 5 to 1§/earold paediatric patients. There is also a lack of research that
examines in detail the issues faced by families vdoaessing paediatric surgicare
from thereferral to after dischargelhus, an interview formas needed to capture in
detailthe experiences of families wiagcess paediatric surgical care. Thus, a multiple

methal approach is required to addrésis problem.

Purpose of the Study
The present studgxaminel the experiences of paediatric surgical patients and
WKHLU IDPLOLHV ZLWK D IRFXV RQ UXUDO DQG UHPRWH S
distant kealth services. This studyso examinétheimpact of accessing specialist
paediatric surgicadervices at a distant sis@d how traveing to the site impactedn
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parent and patient satisfaction with surgical services and passassed outcomes of

surgery.

The informatia generated from thstudy
1. Contributesnew and significant information to the field of paediatric
KHDOWK FDUH DQG FKLOGUHQYV YLHZV RI WKHLU
2.  Contributes to specialist paediatric staff knowledge toward tailoring
paediatric surgical care to the needs of the child;
3. Provides YDOXDEOH LQVLJKW LQWR FKLOGUHQYV H[SH
surgery;
4.  Providesinformation thashould contribute to service delivery better
tailored to daycasepaediatric patients and parents;
5.  Will lead to nursing and medical interventions thaiwdd improve the

quality of care for distant children and thiimilies.

Overall, this researgbrovides recommendations for policy change including
the legitimsation and necessity of providing paediatric elective surgical services to all
Australiars, therefore improving access and equity of paediatric surgical services,

especially for rural and remote residents.

Research Aim

The specific aimand hypothesesf this study are

1. To measure the perceived efficacy of paediatric surgical care as
experenced by rural and metropolitan paediatric patients and parents
accessing local surgical services;

2. To design alay-surgery patient questionnaii@ children and
provide preliminary reliability validity data on the instrument;

3. To design alay-surgey questionnairdor parentof paediatric patients
and provide preliminary reliability validity data on the instrument;

4. TR GHVFULEH DQG H[SODLQ SDUHQWVY DQG SDWLI
remote paediatric surgical care in terms consistent witledsions of
care known tanfluence patient satisfactiong., interpersonal skills,

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

5.  Toidentify the relationships beeen the ratings of these dimensions of
care includinghe 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)
andmacro (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 metroglitan 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 differencén ratings of the quality of care between travelling

and local patients will be in the accestated aspects of care.

Research Questions

The first quantitativgphase of the study addres#les following research

questions:

1.

How do parents of patientgho have had a minor structural surgical procedure
rate their satisfaction with various aspects of paediatric surgical care?
How do patientaged 5 to 1§earswho have had a minor structural surgical

procedure rate their satisfaction with various atpetpaediatric surgical care?
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3. What are the factors generated by the newly constructed Paediatric Surgical
Patient Evaluation Questionnaifearent FormPSPEQusingexploratory

factor analysis?

4. What are the factors generated by the nesglystructed @estionnaire on
&KLOGUHQYV 6 X U(ZHid FornQQE&)Sihyexploratoryfactor
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 careivececompared
to families living less than 90 minutes by car from the surgical facility using
MANOVA?

The second quantiiae phase of the study addresses the following question
6. What are the relationships between the factors generated by the newly
corstructed PSPE@ndoverall perceptions of caees indicated in the

guestionnaire usg multiple regressioanalyss?

The first qualitative phase of the study addressed the following two research
guestions andeveral sufuestions
7. What arethe percered efficacies of the paediatric surgical service provided to
parents and patients?
a. How arethese perceived efficacies described by parents?
b. How arethese perceived efficacies described by patients?
8. What arethe perceived shortcomings of and consequier@@mmendations
for improvement to the paediatric surgical service provided to parents and
patients?
a. How arethese shortcomings and recommended improvements described by
parents?
b. How arethese shortcomings and recommended improvements described by
patients?
c. To what extentoes 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 followew dsearch

questions

9. Based onlte categories that emerged from phase 1, what are the relationships
between the emergent categoassexplained by parents and pati@nts

10. Based on the theoretical structure that emerged from phase 1, what is the central
category towhich all other categoes are relate?i

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

emergentheoretical structure?

Importance of the Study

This study contributes nekwnowledge as it ithe first to generate two
instrumentgthe PSPEQ anthe QCSH)with robust preliminary psychometric
properties that capre the experiences of 5 to-¥8arold paediatric daygurgery
patients and their parents.

SDWLHQWVY DQG SDUHQWVY HYDOXDWLRQV RI $XVWUI
care and the ipact 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 catesasibed by parents. This
is dlso a new contribution to knowledge, since it newly captured the holistic experience
of paediatric surgical carfromthe specialisteferral to lweek after discharge.

This study demonstrad that children as young as/&arsold were able to
reliably evaluate aspects of hesugical care By taking on board their comments and
ratings such evaluations in turn can be usedrtbance the quality of that car€his
study also demonstrated that children can make important contributions to the
enhancerant of the health care services provide to th&ims 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 aReatathcler, Leino
Kipli, & Katajisto, 2009) Thus, the findings of this study demonstrate that parents can
no longer be the only evaluators of paediatric health caxedaato children as young
as 5yearsold.

This study also identifiethe aspects of care most predictofgarent and
patient satisfaction with Australian paediatric surgical care and those which warrant
attenton. These findings contribute surgical health care informatiowhichresulted
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in a set of recommendations for policy, procedure, and praatitiee service provider,
hospital, and government legelThese recommendations contribute to specialist staff
knowledge toward tailoring paediatric surgical care to the needs of the patient and
parent. In turn, these recommendations should improvehrezak delivery, thus
improving patient outcomes via patient satisfactionmmdmising overall health care
Ccosts.

The importance of patient ssfaction and its association wiglatient outcomes
such as predicting health status (Da Costa et al9; 134l et al., 1998) and predicting
patient compliance (Federman et al., 2001; Plantova et al.) 20@8be considered.
The recommendations generated by this study to enhance the paediatric surgical service
provided should improvether aspects gfatient outcomessuch as treatment
compliance.

The constructs captured by the PSPEQ and QCSH appear to be clear, with items
ORDGLQJ RQ WKHLU ORJLFDO IDFWRUV 7KLV VXJJHVWYV )
DQG SDWLHQWVY HY D pakdatid dy@uvgeryIh@sphasdthly. LThese V W
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 childcentred information. Parak V] HYDOXDWLRQV DV FDSWXUHG
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 contialimprovement of paediatric surgical care for both patients
and parents.

This study providefurther support for the multiplemethod approach to
research. As evidence of this, i tsubstantial nuber of negative issueaised by
parents in the quightive interview phase of the study that were not captured in the
PSPEQ or QCSH, despite conducting a pilot study of bothumstnts. With this
research opportunityhe insight gained from the qualitative interview phase of this
study revealed additi@h possible ways that paediatric surgical care can be improved
IRU SDWLHQWY DQG SDUHQWYV 7 Krhéthod Appreach ¥ddsX SSRUW ||
support to earlier findings by Calnan (1988), Fitzpatrick and Hopkins (1983), and
Locker and Dunt (1978)sawnell as a more recent multipheethod study by Merkouris,

Papathanassogloand Lemonido2004) who investigated similar topics.
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Scope of the Study

This study investigated the Héacare evaluations of 5 to 4@arold paediatric
day-surgery pagnts and their parent®arents of children underyearsold were also
recruited for the studyChildren under §earsold were excluded from the study.
Local and travelling paediatric patients and their families atterghggurgeryat an
Australianmetropditan or regional hospital in geographically conveniecationsin
New South Wales and Victonmgere invited to participate in this studyhis was a
single-surgeon study where the pool of potential participants originated from one
Australian speialist paediatric surgeorf-amilies were invited to participate and those
who gave informed consent were included in the study.

Patients werscheduled for structural repair procedureg (inguinal hernia
repair and circumcision) that require angeal anaesthetic (New South Wales Health,
1999). Patients with developmental detaynentl health disabilitiesand those who
were scheduled for a nenvasive procedure (e.g., endoscopy or colonoscapy®
excluded from the studyParents unable teead English at a"6grade level (due to
illiteracy or ron-English speaking background) were also excluded from the study.
)DPLOLHY DWWHQGHG WKH SDHGLDWULF VXUJHRQTV FOLQ
although families attended a number of différaurgical facilities for the surgery
including childonly metropolitan facilities, regional private facilities, and regional base
facilities. The participating families in the sample attended one of six surgical facilities.
Families attending other fdities 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 panahd participants of the pilot studgnd items created by the

researcherAll topics raised were included in either the questionnaire or interview.

Definition of Terms

Access:$Q DVSHFW RI KRVSLWDO FDUH WKDW LV GHILQHG DV
with which servicescalce H REWDLQHG ZKHQ QHHGHG™ 6KRUWHOO HV
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

LQ WKH SDWLHQWVY JHRJUDSKLF DUHD 3HQFKDQVN\ 7KF
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Axial Coding: 37KH SURFHVYVY RI UHODWLQJ FDWHJRULHV WR WKt
SD[LDO” EHFD XYV slareih&theakisrofa-cdtegory, linking categories at the

OHYHO RI SURSHUWLHY DQG GLPHQVLRQV"™ 6WUDXVV &R
Auditability: ThH SRLQW DW ZKLFK :DQRWKHU UHVHDUFKHU FDQ
WUDLOY XVHG E\ WKMVKQYHWWNQIEHORIZ \LPLW KH VS

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

FDQ GLIIHU LQ WKHLU OHYHO RI YDULDELOLW\ ZLWK EURLIL
HMFODVVHVY RI FRQFHSWYV FIRAOrbir; 19YEFDWHJRULHY 6WUD
Code: A name or label given to a category (Strauss & Corbin, 1998).

Codebook: 3 he conceptualisation of all the concepts to be measured in the analysis.

The development of a set of full explanations of thedanceptshatguides the

researcheW KURXJK WKH FRGLQJ WDVN" 6SURXOH S

Coding: 2 he analytic process through which data are fractured, conceptualized and

integrated to formWKHRU\" 6WUDXV\W.3)&RUELQ

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

non LQWHUSHUVRDW LASQWR YULBWMMHMUDFWLRQ  3DVFRH S
adequate education of patients on all facets of their condition, treatment and hospital

routines (Jenkinson et al., 2002).

Complementarity Multiple -methods Sudy: A reseach desigrthatinvolves the use

of qualitative andjuantitative method® operationalise overlapping yet different

aspects of a phenomenon to bring about a more comprehensivstandimg Greene,

Caracelli, & Graham]989 Nastasi, Hitchcock& Brown, 2010).

Concept: , GHDV RU WKHPHV WKDW DUH 3WKH EXLOGLQJ EORFN
1998, p. 100).

Concurrent design The timeordering of a quantitative phase and a qualitativesph

in a mixedmethods or multiplenethods 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 SamplingA form of nonrandomsampling where participants are

VHOHFWHG EDVHG RQ ZKR LV 3DYDLODEOH DQG ZLOOLQJ V
(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 iguired 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: 3+RZ YLYLG DQG IDLWKIXO WKH GHEFULSWLRQ RI W
informants, and also the readers who have had the human experience, should recognise

WKH UHVHDUFKHUVY GHVFULEHG H[SHULHQFHYV DV WKHLU
Dimensions:37KH UDQJH DORQJ ZKLFK JHQHUDO SURSHUWLHYV F
speciicPWLRQ WR D FDWHJRU\ DQG YDULDWLRQ WR WKH WKH
Efficiency: An aspect of hospital care that is definedheslength of time taken by

hospital staff to complete tasks related to the pateegt,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

31 HD W X U H ¥Ingrih WHish+-take is\Welivere@.g, clarity of signs and directions,

RUGHUO\ IDFLOLWLHY DQG HTXLSPHQW SOHDVDQWQHVYV F

p. 1837).
Fittingness: 7KH SRLQW DW ZKLFK 3*WKH ILQGLQJV RI D VWXG\ u
RXWVLGH WKH VWXG¥Y3). 0OF&DEH S

Formal Theory: Derived using grounded theory methodology, it ikeoretical

interpretation or explanation afgenerailssue 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 frod KH S D UW L FL S Whidk §eviedtdd ridi S HFW LY H
descriptive and explanatory theory based on the generation of conceptual categories and
the relationships between them (Charmaz, 2006; Strauss & Corbin, 1998).

Intercoder Reliability: 2 he extent to wich 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 toahe categorieqSproule, 2006, p. 118).
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Interpersonal Skills: An aspect of hospital care that is defined*asi DW XUHV RI WKH ZD

LQ ZKLFK SURYLGHUV LQWHUDFW SHUVRQDOO\ ZLWK SDWL

Interview Protocol: 37 KH GH YV F the 8nwre prezesslin setting up and executing

WKH LQWHUYLHZ ™ p%B2HDNZHOO

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 (S®&auss

Corbin, 1998). Each major category is comprised of one or more cate(@irasss &

Corbin, 1998).

Memos: 3Written records of analysis that may vary \&H RU IRUP"~ 6WUDXVV &F
S LQFOXGLQJcotRueras, theorekicdd Mstéoperational notes,

DQG VXEYDULHWLHV RI WKHVH"™ 6WUDXVV &RUELQ S

Multiple -methods Design 2 7ZR RU PRUH VWXGLHV XVLQJ GLITHUHQW

DGGUHVVY WKH VDPH UHVHDUFK TXHVWLRQ RU GLIITHUHQW

(Morse, 200, p. 340) and where each component of the research is an independent,

standalone study (Morse, 2010).

2SHQ &R Ghe&xhalyiic process through which concepts are identified and their

SURSHUWLHY DQG GLPHQVLRQV DUHINYPRR\Ypd1OHG LQ WKH

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

guestionnaire developed in the present research to capture evaluations of paediatric

elective daysurgery care by parents.

Pain: 3 $ unpleasant sensorpéemotional experience associated with actual or

SRWHQWLDO WLVVXH GDPDJH RU GHVFULEHG LQ WHUPV R

Paradigm: A VHW RI EHOLHIV RI SULQFLSOHV WKDW WRJHWKHU

& Lincoln, 1994, p. 107).

Patient Satisfaction $ SDWLHQW{V SRVLWLYH HYDOXDWLRQ RU MX

particular aspects of health care received (Cleary & McNeil, 1988; L-ihele; 1982;

Williams, 1994).

Phenomena:? & HQW U b eld&aUDNSUHVHQWHG DV &FRMMRHSWY™ 6WUI

1998, p. 101).

Properties €haracteristics of a category, the delineation of which defines and gives it

meaning 6 WUDXVV &RUELQ S
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Purposeful Convenience Samphg: Used in the present study, a form of sampling that

combines prposeful and convenience samplimbgere asetting, group, or individuals

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

guestion(s) being investigate®articipants aréhenselected from this framework

basedonwhdV *DYDLODEOH DQG ZLOOLQJ WR SDUWLFLSDWH C

Leech, 2007, p. 114).

Purposeful Sampling: A form of nonrandom sampling where setting, group, or

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

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

4XHVWLRQQDLUH RQ &KLOGUHQTV 6XUJHUTheQ +RVSLWDO

guestionnaire developed in the present research to capture evaluations of paediatric

elective daysurgery care bpatients.

Relational Content Analysis:A qualitativeapproach wherboth 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 establishihg how

identified themes relate to one another (Robson, 2002; Spadé,

Subcategories S &RQFHSWV WKDW SHUWDLQ WR D FDWHJRU\ JLY

V SHFLILIuEh\Wdt¥p€s or classefsconcepts that occur within broad aqees

(Strauss & Corbin, 1998, p. 101)

Substantive Theory:Derived using grounded theory methodology, it ibeoretical

interpretation or explanation ohassue or problem which is specific to a particular

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

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

within a surgical setting.

Technical Skills and CompetenceAn aspect of hospital care that is defined as the

SFRPSHWHQFH DdhighBténdatdds bf QikgAosis and treatment

(.9, WKRURXJKQHVYV DFFXUDF\ XQQHFHMJWa&ddtallL VNV DQG
S DQG DOVR LQFOXGHY GRFWRUVY RSHUDWLQJ VN

$OUXEDLHH $ONDDYLGD
Theoretical Sampling: 3'DWD JDWKHULQJ GULYHQ E\ FRQFHSWYV GHL
WKHRU\ DQG EDVHG RQ WKH FRQFHSW RI 3PDNLQJ FRPSDU

places, people, or events that will maximize opportunities to discover variations among
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conceptsandR 3 GHQVLI\" FDWHJRULHYV LQ WHUPV RI WKHLU SUR
(Strauss & Corbin, 1998, p. 201).

Theoretical Saturation: Occurs WKHQ 3QR Q HZ dineRrsBhklcodhditbys,
actionsorLQWHUDFWLRQV RU FRQVHTXHQFB&biDUWISYHHQ LQ W
p. 136).

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

represented by the data (Dey, 1999)

Triangulation: 7KH SGHVLIJQHG XVH RI PXOWLSOH PHWKRGV ZLW
biases, in investagions of the same phenomenon in order to strengthen the validity of
LQTXLU\ UHVXOWV" *UHHQH HW DO S

Overview of Methodology

Based on the purpose of the study, research aim, and research questions, the
present study involved a multiplaethods design relating to the paediatric surgical
experience of parents and patiemtbich included measurinteir ratings of
satisfaction with the care receivethe literature review presented in Chapter 2
provided the basis for anceptual framewtd which guided the research study.

The mutiple-method approach was defined &SRQVLVWLQJ RI S\WZR RU PR
studies using different methods, which address the same research question or different
SDUWV RI WKH VDPH UHVHDUFK TXWheWw eRQcompdRény H S
of the research is an independent, stalothe study (Morse, 2010). The use of
guantitative and quihtive methods in the multiplmethod approacmeantthatthe
strengths oboth approaches baoa part ofand therefore strengthehthe findings of a
research study. The pragmatisessearchmovement has increased the popularity of
multiple-methods research (e.g., Johnson & Onwuegbuzie, 2004; Morse 2010).

The present study adoptdte multiplemethods approach nable the use of
both quantitative and qualitative approaches. The quantitative approach was used to
explore and establish the levels of and statistical relationbbipgeen aspects of
hospital care anpatient satisfactionThisinvolved a questionnaire study. Parand
patient questionnaires were distributed and the data thaheladed in the analysis
were 214parent questionnaires and 58 child questionnaifég qualitative approach
was used to build on the quantitatiiedingsof the study by providing richadathat
capturedhe experience of participants which in turn helfedescribe and explain the
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relationshipsetween the dimensions of care generated by the quantitative component
of the study.This involved semstructured interviews and analysing theta generated
by195 interviews. Both parts of the study involved a purposeful convenience sample.
The study includetivo separate but concurrent phasB$fiase 1 involved the
use of quantitativenethods to capture those dimensiaisare known to inflence
patient satisfactigrdetermining patient and pant ratings of those aspecénd
investigating the relationshifetween those aspects and patient satisfactismg
exploratoryfactor analysis @d multiple regressigrarelational structurdl ustrating the
influences orpatient satisfactiowasgenerated Phase 2 involved the use of qualitative
methods to describe and explain the experience of patients and parents who received
specialist paediatric dagase surgical carelThegrounded theorgnalysis allowed
salient themes to emerge, resulting in the generation of a substantive(tleepry
conceptual frameworkhat accounted for all the identified themes and the relationships
between themA synthesised conceptual framework that integritesconceptual
framework generated in the literature review (Chaptgth®)relational structure
generatedn phase 1 of the results (Chaptey@)d theconceptual framework found in
phase 2 of the results (Chapterig)presented in Chapter 5.
The research findings resulting from phase 1 amége 2are presenteinh
Chapter 4. The second phdmelds on the first phase by helpingdescribe and
explain the initial finding®f phase Jand the overaltudy provideparticularinsight
into theunique reeds an@éxperienceof paediatric surgicgbatientsand 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 ofsierch design are

also described.

Delimitations

The patient participants in this study were limited aegtiatric patients
scheduleddr structural repair procedurés.g.,inguinalhernia repair and
circumcision)that requiregeneral anaesthetic (WeSouth Wales$iealth, 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 studyThis is particularly relevant in rural and regional hospjtals
which are usually smaller than metropolitan hospitals and have a smaller
patient base (Moscovice Rosenblatt, 2000). In light of the rigorous process
used to seleaday-case patients as described by Rudkin, OsborneDayikd
(1993), obtaining research samples frday-surgerylists enabled control of
variations in illness severity.

Although adenoidctomy and tonsillectomy are common ¢hiagric
surgical procedures (New South Waltésalth, 1999)ear, nose, and throat
(ENT) surgery specialisation is relatively large, and surgical workforce
analysis (Baume, 1995) has determined that there are adequdters of
such surgeons. In contrast, the paediatric surgesiasation is very small
(Royal Australasian College of Surgep8602) and the vast majority of this
workforce regles in metroplitan areas (RACS2001). Paediatric patients are
therefoe less likely to be required to travel longer distances for surgical
procedures conducted by ENT specialists. Paediatric patients whoegccess
ENT surgical services were excluded from the study. Due to the nature of data
collection, parents unable to teEnglish at a®Bgrade level (due to illiteracy
or nonEnglish speaking background) and children with developmental delays
and mental health disabilities were also excluded from the study.

The singlesurgeon design of the study controlled for surgeolh ski
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 daygurgery patients from aged®d10-yearsold inclusive
and their parents were invited to evaluate their care. To obtain feedback from a
broader age range, parsmif children less thanyearsold were also invited to
participate. StudieRQ SDHGLDWULF SDWLHQWVY HYDOXDWLR
predominantly conducted with patients aged 10 to 15 years (e.g., Black &
Sawyer, 1995Shapiro et al. 1997 Stevens, 1986). Th&imary argument
made by some child health and development researdrerscluding
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paediatric patients under 10 years is that younger chigireggle with some
healthrelated 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; R, Wolf, Lewis, & Pantell,
1983; Shapiro et al., 1997). However, a number of those studies (e.g., Herjanic
et al., 1975; Rifkin et al 198) and others (e.gBush & Holmbeck, 1986;
Chesney et al., 2005; Heary et al.d.) that included children as young as 5 or
6 years have achieved sound levels of internagistancy (Chesney et al.,
2005;Heary et al., n. dRifkin et d., 1988), interrater relidility
(e.g.,Herjanic et al., 1975), and te®test reliability(e.g.,Bush & Holmbeck,
1986). Younger children have also been foundligcriminate between
different aspects of a paediatservice(e.g., Heary et al., n. dSimonian et al.,
1993. Those findings suggest that it shoulddwssible to develop an
instrument with good psychometric properties for use with children from age 5
years and above, provided questions aresgutén an agappropriate manner
Travel time to the surgical facility was an independent variable.

Research has indicated that trawele, rather than distance travelled,
correlated with patient satisfaction levedsq.,Fox & Storms, 1981; Pascoe,
1983). A threshold d®0 minutesvas used in this study to delineate local from
distant familiedbecausét corresponded witkheeligibility criteria for
Australianstategovernmentunding schemes for travelling patients. Although
the threshold varies from state to state (Department of Health Victoria, 2009;
4XHHQVODQG +HDOWK W Kite., KQOBKHVW VWDWHVT '
Departmenbf Health Victoria, 2009; McGrath & Seguerra, 200@s adopted
for this study. This threshold also aligns with previous research that
investigated the impact of travel to health q@erdon et al.2009 Yanzi et
al., 200).

Semistructured interviews are conducted witfamilies on arrival to
their -week postoperative consultation with their surgeon. Immediately after
the interviews, newly constructed parent and patient questionnaires were
distributed tafamilies. The multiplemethod approach adoptadthe 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 answethe 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 approadiéoconstruction of the
PSPEQ (parent form) and the QCSH (chddh) provided the basis for
ansvering research questions 1 ta$set out in this chapteResearch
guestions 1 to fertain to determining patient and parent ratings, generating
factors, nvestigating 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-steatitured
interview phase of the study provided the basiafswering research
guestions 7o 11 as set out in this chapteResearch questionst@ 11 focused
on patient and parent descriptions of the perceived efficacies of the paediatric
service prowled 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 leve(®ascoe, 1983; Wast 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 accd2aent variables that have
been implicated in influencingatient satisfactiosuch as age (e,gQRahmqvist,
2001), selreported health status.@.,Hargraves et al., 2001), patient gender
(e.g.,Tucker & Kelly, 2000), incomee(g.,Xiao & Barber, 2008), and
education €.g., Rubig Pearson, Clark, & Breitkopf, 200Were also included
in the parent questionnaire to allow for statistical analysis to control for any
associated sample bias.
Ethics pproval was obtained from the Human Rese&thics
Committee of the University of NSWhe institution in whichlthe researcher

wasenrolled at the commencement of the study (approval nudazs).
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Limitations

A numberof limitations weremherent within the design of thisudy.
Purposefutonvenienceampling was used in the presstudy. This is a form
of nonrandom sampling thaombines purposeful and convenience sampling
where asetting, group, or individuals are purposefully targeted due to their
characteristics which align with the research question(s) being investigated
(Onwuebuzie & Leech, 2007). Participants are then selected from this
IUDPHZRUN EDVHG RQ ZKR LV 3DYDLODEOH DQG ZLOO

2QZXHJEX]LH /HHFK S 7KLV VWXG\{V DSS
purposeful in that families who werleet recent recipient of specialist paediatric
surgical care were targeted. Convenience sampling was also adopted in that
any family that was visiting for a postoperative folloyy consultation was
approached and families who were available and willingtemd an interview
and take a questionnaire home to complete were recruited as participants.
Thereforethose who declined to participate may have had more negative
evaluations of the care received or a qualitatively different experience of the
surgical vsit compared to those who agreed to participate. No demographic
data was collected from parents who declined to participate so their
characteristics are no knowitherefore, the generalBELOLW\ RI WKLV VWXG
findings are limitedo this sampleintil these results are replicated by future
studies.

Limitations ofthe questionnaire phase of the study included hawing
control overtheresponse rate because participants completed the
guestionnaires in their own time and returned them by rRai§siblepositive
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)nherent 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 he qualitative interview phasé this studyincluded the
threat to reliability (Hutchinson & Wilson, 1992).08e parents engaged more
in the interview process, articulated their experience differently to others, and
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disclosed more information than otherBhus,the conceptual framewérthat
emerged from thenterviewsmay represent to a greater extentéRperiences

of thesemore vocaparents. Another lintionis the possibility of social
response bias (Barriball & While, 1993) because interviews were conducted at
WKH VXUdddliRf kom& Although participants were reassured that
no part of their interview would be disclosed to the surgsocial desirability

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

study, the emergent theoretical stire 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 othis 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, defition 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 stugdwhich include patient satisfaction, healtlersice access
preoperative @axiety, and psychometric instrumentation. The gap in the literature is
identified and justification for the study outlined. Chapter 3 providesdetailed
account of the concurrent mylke-method research design adopted, justification for the
approachand made explicit the connection between the research questions and the data
analysis undertaken tmswer them. Chapter 4 presetfts 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
HPHUJHQW WKHPHYV UHIOHFWLQJ WKH SDWLHQWVY DQG SD
carewere 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 structurbapfer 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 areatitien dr
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Limitations, suggestions for further research, and implications for future practice,

procedureandpolicy in the fam of recommendations are provided

Chapter Summary
This chapter provided an overview of this study and included arbrieew 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 westatéd. The
VLIQLILFDQFH RI WKH VWXG\YV ILQGLQJY DQG WKHLU LPS
procedure and practice were then outlined. The scope of the study was then described.
Key terms and definitions wepgesented, followed by an overwieof 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 reviewtbe 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 literaéview is outlined in
Figure 2.1 Key concepts wolved in this study and the relationships between those
FRQFHSWY DUH UHYLHZHG 7KH ODFN RI UHVHDUFK LQYH\
SDWLHQWVY HYDOXDWLRQV RI $XVWUDOLDQ SDHGLDWULF
travel time on these evaluatis is identified. The need to conduct research in this area is

also demonstrated.
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A 4

Patient Satisfaction: Impact of Travel to Medical Care
A Multidimensional Concept *

Impact of Travel to PaediatriCare

A 4
History of Patient Satisfaction v

and Evaluation of Medical Care Travelling Families and Access to
Preadmission Programs

A 4
Dissatisfaction with Medical Care .

Parental Anxiety and the Child Patien

A 4

Types of Patient Feedback v

Other Predictors ofieoperative

\ 4

Influences on Patient Satisfaction Leve v

Patient Characteristics Children and Surgery: Minimising

Patient Expectations Preoperative Anxiety

Aspects of Care ¢

Younger Children and

Interpersonal Skills
Hospitalisation for Surgery

Communication and Information

Technical Skills and Competence \ 4

Coordination and Contirity &KLOGUHQTV 8QLTXH

Efﬁciency of lllness

Facilities and Physical Environment A 4

Access & KL O G U H&Qifinsg af Health Care
A 4

v Qualitative Studies on
Hospital Care with Children

Ratings of Aspects of Hospital Care

A 4

. v Quantitative Studies on
Rankings of Aspects of Care Medical Care with Children
by Importance

\ 4

Chapter Summary

Figure2.1 Key Concepts and Structure of the Literatusview.
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Patient Satisfaction: A Multidimensional Concept
SDWLHQW VDWLVIDFWLRQ LV D SDWLHQWYV SRVLWLYH
or particular aspects of health care received (Cleary & McNeil, 1988; LiPeler
1982; Williams, 1994). Patient satisfactis a multidimensional construct
FKDUDFWHULVHG DV DQ DWWLWXGH ZKLFK UDQJHV RQ D |
experiences and expectations (Linékaiz, 1982; Pascoe, 1983, Ware, Snyder, Wright,
& Davies, 1983). Patient satisfaction ratings &exéfore a reflection of the patient and
a measure of the care received (LinBetz, 1982; Sitzia & Wood, 1997; Ware et al.,
1983). The multidimensionality of patient satisfaction has had international support
from research in the US (Nguyen, Attkiss&nStegner, 1983; Pascoe, 1983; Ware,
Snyder, Wright, & Davies, 1983), Canada (Da Costa et al., 1999), UK (Black &
6DQGHUVRQ -HQNLQVRQ HW DO IHZLV $XV\
France (Labarere, Francois, Auquier, Robert, & Fournylp@fd Scandinavia
(NathorstBods, Munck, Eckerlund, & Ekfelddandberg, 2001). These studies indicate
that patients distinguish between different aspects of care when evaluating its quality
(Rubin, 1990) and that this is consistent across differenttheale 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 caBa¢k & Sanderson, 1993;
.UXSDW )DQFH\ &OHDU\ 29&RQQRU
Although various measures of satisfaction include different aspects of medical
care (Sitzia, 1999), the nature and number of dimensions of care that constitute patient
satisfactioQ DUH DUJXDEO\ ILQLWH ([WHQVLYH FRQWHQW DQD
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 satisfaadn, 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 etl., 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 singeovided 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; Rowlhatm, 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). Thigwtilated 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, &
6FULYHU OF/HOODQ /XERUYVNay, OB2RIichE@ & : RR G\ ‘U
*HGGHOO LOOQHVVHYVY ZLWK D YLHZ WRZDUG $XVWUD
Crowley, 1976), Canadian (Haworth et al., 1974) UK (Pichaud & Weddell, 1972) and
US (McLellan et al., 1982; Rodgers 1977; Shortridge, 1974) govertreiecations 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 Aiagtmessel,
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 cebenefit approach to medical care evaluation mdwait t
SDWLHQWVY RSLQLRQV RI WKHLU FDUH ZHUH QRZ EHLQJ V
$W WKH VDPH WLPH DV SDWLHQWVY RSLQLRQV ZHUH 1
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 doctgatient relationship, with a link being established betwegh
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, klqrlo
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
DQG XQGHUVWDQGLQJ WKH SDWLHQWYfV SHUVSHFWLYH LQ
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However, some objected (Davies & Ware, 1988; Wensing, Grol, & Smits, 1994)
to the submissive patient role that wasmoted 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 includepatient 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 pergpecin 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 1990¢Donabedian, 1988, 1992). Patermarers, family, and the public (as tax
payerswere 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), UKBollam, McCarthy, & Mbdell, 1988,CarrHill, 1992) and
AustraliaC(UDSHU +LOO SDWLHQWVY SHUVSHFWLYH
source of information to be incorporated in the process of improving the quality of
health care services. US (Cleary, 1999), UK (Wensirigyn, 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 determiningyibe and level of need of
health care services. In contrast, the private health sector began to consider patient
VDWLVIDFWLRQ DV DQ LQGLFDWRU RI D SDWLHQWTTV GHFL"
used the construct to alter the provision of privedalth 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 meastsefiiClever, et
al., 2008; Haskard et al., 2008nd is used for a variety of purposes such as indicating
quality of care (Jenkinson et al., 2002; Magatedl.,2002), assessing health care
delivery (Eriksson & Svedlund, 2007; Ong et al., 2007), jotedj 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 caretguajprovement (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

Metaanalyses oftte patient satisfaction literature (Hall & Dornan, 1988a;
1988b; Sitzia and Wood, 1997) and recent Australian-siate hospital surveys
(e.g., Department of Human Services Victoria, 2009; Victorian Department of Health,
2010) have commonly reported dretrarity 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 patientdiid 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 anehoepital adult
patients (Blendon, Schoen, DesRagh@sborn, & Zapert, 2003), and UK
guestionnairdy-mail research on adult surgical patients (Black & Sanderson, 1993)
have reprted findings to the contrary.€., patient dissatisfactipn

Andrus (1984) found US patients to be dissatisfied with etyaof 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 thectspf care measured
(Andrus, 1984). Similarly, Black and Sanderson (1993) using a postal survey one
month postoperatively found UK dayrgery patients to be dissatisfied with various
aspects of their care. Higher rates of dissatisfaction occurrearking 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 f@cedure (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
guestionnaire research on adult-degy X UJHU\ SDWLHQWYV 2T&RQQRU *LEEF
1991), Australian interview research on adult patients recovering from heart surgery

(Daly & McDonald, 1993), and in Sweden by interview research gurairent 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
etal DQG SDHGLDWULF SDUHQW GLVVDWLVIDFWLRQ ZL
in interview (While & Wilcox, 1994) and questionnaire (Black & Sanderson, 1993;

Hicklin, Tostevin, & Wyatt, 1999) research on parents of paediatrissdegery

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 cae 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 moleddetai
and specific questions regarding particular aspects of care (Bruster, Jarman, Bosanquet,
& Weston, 1994; Pascoe, Attkisson, & Roberts, 1983; Williams & Calnan, 1991). Ina
UK postal questionnaire study on general practitioner care, dental care;ateeit
hospital care (N = 454), 83% of thepatient hospital participants were satisfied with
WKHLU KRVSLWDO FDUH ZKHQ DVNHG 32YHUDOO ZHUH \RX
(Williams & Calnan, 1991, p. 713). In contrast, when the samecipeamits were asked
WR UDWH WKH VSHFLILF DVSHFWV RI FDUH LQGLFDWHCG
(Williams & Calnan, 1991, p. 713), 35% indicated their dissatisfaction with the rigid
KRVSLWDO WLPHWDEOH ZHU H fed yudlDW21 % indidaBedZ L W K W K
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 ndide®t have time to be attentive



PERCEIVED EFFCACIES OF PAEDIATRIC SURGICALCARE 32

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 theliglof 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 ingm 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 alsmfluences the nature of the responses given. Asking patients about
3KRZ VDWLVILHG” WKH\ DUH ZLWK SDUWLFXODU DVSHFWYV
and as a consequence, such items are not sensitive to detecting specific problems
encounteredby patients (Jenkinson et al., 2002; Ware & Hays, 1988). Instead,
methodological researchers (Cleary, Edgrhawmitan, McMullen, & Delbanco, 1992;
Ware & Hays, 1988) have argued that questionnaire items should capture the
experiences of patients by askiingm to rate aspects of care on a scale such as
HH[FHOOHQWY WR pSRRUY UDWKHU WKDQ D UHVSRQVH VF
GLVVDWLVILHGYT ,Q D 86 VWXG\ RI SDWLHQW VDWLVIDFWL
and Hays (1988) found that thteiV SRQVH VFDOH IRUPDW RI pH[FHOOHQV
responses with greater variance and were more sensitive to negative evaluations than
GLG WKH pYHU\ VDWLVILHGY WR pYHU\ GLVVDWLVILHGY UH
format also yielded resultthat statistically significanthyp(< .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 = 2118ubin, Ware, and Hayes (1990) found that the
MH[FHOOHQWY WR puSRRUY UHVSRQVH VFDOH \LHOGV OHVV
satisfaction scales. Thus, the nature of the items and the response scale used when
constructing a patient satisfagtiquestionnaire must be carefully considered. Using
WKH pPH[FHOOHQWY WR puSRRUY HYDOXDWLYH UHVSRQVH VI
appears to yield less skewed responses with more variability. These findings also
suggest that this response scalenbre 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, DUV V R Q FDSWXULQJ SDWLHQWVY
satisfaction with care is important in assessing the power of questionnaire subscales
(e.g., Jenkinson et al., 2002; Medisdrapeix, JimeneSerrano, Escolareina, &
BancAledo, 2012; Sorlie et al., 20). Studies investigating patient perceptions of care
commonly include questionnaire items that measure general satisfaction such as
MRYHUDOO KRZ VDWLVILHG DUH \RX ZLWK WKH FDUH \RX
WKH KHDOWK VH UMILLAdEEie, ZD02Jdnkr@da 'efjal., 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 el., 2000).

Closedquestion surveys also generate lower levels of dissatisfaction than
surveys that include space for comments, fagnasip discussions, and interviews
(e.g., Chesney et al., 2005; Dougall, Russell, Rubin, & Ling, 2000). In a UK study o
colonoscopy patients (Dougall et al., 2000), patients expressed high levels of
satisfaction with the service in closedded interviews and questionnaires. In contrast,
in-depth interviews with the same participants revealed a number of issues tivatirequ
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 epaded items were administered
(Chesney et al., 2005). Ratings of respondents for the etygbetl items indicated a
high level of satisfaction. Mean ratings by patients ranged from 3.96 to 4.91 and
SDUHQWVY PHDQ UDWLQJV UD Q Jdifa stblévitth 5 inddakina DOO R
more positive rating (Chesney et al., 2005). However, in the same study, negative
responsestoopell QGHG TXHVWLRQV VXFK DV 3:KDW LV WKH ZRU\
(Chesney et al., 2005, p. 226) were reported by 94 patients (80.0%) and 88 parent
(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 clpgestion surveys disurage
patients from expressing critical views (Dougall et al., 2000; Locker & Dunt, 1978).
7KXV DQ\ VWXG\ WKDW DLPV WR FDSWXUH SDWLHQWVY DC
hospital care should include both closatwed and opeended methods of dat
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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 baea 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 sashHaslam, 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 attitudmagy (LinderPelz, 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 includge é€Cohen, 1996; Hargraves et al., 2001,
Rahmqvist, 2001) and sakported health status (Cleary, Edgrtavitan, McMullen,

& Delbanco, 1992; Hargraves et al., 2001; Rahmquvist, 2001). Patient gender (Cleary et
al., 1992; Nguyen, Briancon, Empereur, & (Bamin, 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 implitatenfluencing 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 egtionnaire study on adult and pediatric hospital patients,
Rahmqvist (2001) found that patient satisfaction increased with age. Thenggeof
the sample was 1 to 9arsold, and parents of patients underyiarsold were
invited to assist or comp@H WKH TXHVWLRQQDLUHY RQ WKH SDWLHQ
found to be the greatest predictive variable of patient satisfaction when multiple
regression analysis was conducted accounted for almost a third of the variance
(Rahmqvist, 2001)lt shauld be noted here that in the case where parents of patients

completed the questionnaire, child age was confounded with proxy repdrtiag.
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similar US telephone survey study with hospital patients (Hargraves et al., 2001),
multiple regression analysiednd patient age to be one of the strongest predictors of
SDWLHQW UHSRUWHG SUREOHPYV 2Q0\ WKH PMHQ DJH zZD*
54), which included a regiond¥((= 51) subsample. The proportion of variance
explained by patient age for teargical patient group was ZA4which was highly
significant Hargraves et al., 2001). The proportion of variance explained by patient age
for the medical group was somewhat lower, ik highly significant (18%, with older
patierts reporting feweproblems 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 exgsience 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 &, 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 patits, partgularly if the doctor himself or herseff younger
than the patient (Cohen, 1996; Hall & Dornan, 1990).

Lower selfreported health status has also been associated with more negative
evaluations of medical care and higher reported problemdhaticare. A US
interview study by Cleary et al. (1992) on medical and surgical hospital patients
(N = 6,455) found perceidehealth status to have a small but significant positive
correlationwith patient overall evaluations of caréDverall evaluatins of care in that
VWXG\ ZHUH GHWHUPLQHG E\ DVNLQJ SDUWLFLSDQWYV IRU
UHFHLYHG-SRQ@WIWVFHDOH IURP SH[FHOOHQW ™ WR 3SRRU"™ &
similar US telephone survey study (N = 12,726) with hospdtiepts (Hargraves et al.,
2001), multiple regression analysis also found patiatetd health status to be one of
the strongest predictors of positive patient ratingseailth care. &ient helth status
explained nearly a quarter of the variafmethe surgical patient groypvith patient
health status explaining nearly a fifth of the variance withniadical patient group
(Hargraves et al., 2001). Patients with a higla¢ed health status were more likely to
give more positive ratings of the medicare 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 paediapitahpatients
(N = 3380), Ramqvist (2a0 found better patient genefaalth status, lower arety,
and lower pain to béighly significantpredictive variables of higher patient satisfaction
when multiple regression analysis was conduct8dneral hdth status was a very
weakpredictor in contrast to lower anxiety, which was approaching moderate predictive
strength (Ramqvist, 2001).ower pain was also a weak predictor (Ramqvist, 2001)
may be that healthier people have less exposure to hesdthrwd 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 hea#hlw 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 arehpatitisfaction 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). U &tudy on hospital inpatients,
Cleary ¢ al. (1992) found gender to have a very weak significant negative correlation
with patient overall evaluations of care with males evaigaheir care more positively
Similarly, Hargraves et al. (2001) found tii@males reported more problems with thei
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 relationghgtween gender and patient satisfaction. In
a French hospital inpatient study, Nguyen et al. (2002) found that male patients gave
small butsignificantlyhigher satisfaction ratings than did female patients, but only for
the hospital envonment, daily cee, carefrom the physicianand ancillary staff
dimensionof care Similarly, Hekkert et al. (2009) found female Scandinavian
inpatients and outpatients to significantlyless satisfid with the admission proceduyre
nursing care, medical care, andorrhation givenand 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 tivaimen 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 decistomakers not only for themselves but for their partners,
children, and parents (Nguyen et aD02).

Studies have also found a relationship between patient higteme 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 hospi@hisatinose
with lower income were more likely to give negative general evaluations otctre;,
although this was a weak significant correlati@imilarly, in a study on US feale
outpatients, Rubio et g2007) found women with annual incomes oflésan
$US10,000 a year showsdaynificantlymore dissatisfaction with their care compared
with women who earned $US10,000 or moreustly. In a US study on inpatients and
outpatients, Xiao and Barber (2008) likewise found higher annual personal incbee t
significantly correlated with patiesatisfaction 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 choisesau
dissatisfaction from the outset (Nguyen et al., 2002). In support of this, Nguyen et al.
(2002) found the strongest predictor of French hospitphirent satisfactiofevels was
choice of hospital Patients with only one hospital option expressadet 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 incame wa
associated with lower levels of nsargery inpatient satisfactiorzapka 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 (sgithinée
groups: < $US20,000, $US20,083US60,000, & > $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@ny stu
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 outpatidnes wit
high school education or less wenere satisfied with their care compared to women
with more than a high school educatio8imilarly, Hekkert et al. (2009) found that
Scandinavian inpatients and outpatients with a higher education (specific level not

specified) to baignificantlyless 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 meadiiecluded admission procedure, nursing care, medical
care, information given, patient autonomy, aftercanel 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 comparedpaitients wibhout
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 educatiorsigeifecantly
moresatisfied with access to catbe halth care provideand 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 theirlthegare experiencsignificantlymore
positively compared with neaniversity educated medical patient¥he same study
found university educated surgical patients reported more problems with their care
compared with nomniversity educated surgical patits (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 wasrgaefrom 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 thosekKetieet 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 levelstafistical 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 reurgcal) 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 ¢Rs, Frommelt, Hazelwood, & Chang, 1987; Sitzia &
Wood, 1997; Ware et al., 1983). An early review of 21 studies on primary care, mental
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health care and marketing research examined patient expectations as a determinant of
patient satisfaction (Ross et dl987). 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 sittian 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 exipace 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, & Glgiinin, 2002).

In studies that have investigated the predictive power of patient expectations on
patient satisfaction levels, findings remain mixed. In a widéhld questionnaire study
by patient satisfaction theorist LindBelz (1982) with US primgrcare patients
(N = 125), 8% of the variance in patient satisfaction scores was explained by patient
HISHFWDWLRQV RI WKH GRFWRUTV FRQGXFW "LITHUHQW
and Hopkins (1983) in a UK interview study with neurology spestiphtients
(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 versugogped
methods, may explain why the unrestricted interview method yielded these findings. In
a more recent UK questionnaire study (N = 3457), McKinley, Stevenson, Adams and
MankuScott (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 owgf-hours care accounted for more than a thirthe variance in patient
satisfaction scores. Others (e.g., Thompson & Sunol, 1995) have also arquiec ttoa
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 ohgaisfaction
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 inflcepatient 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 seaetofs 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 Bpital care are presented. A selection of prominent studies

are presented here and is not intended to be an exhaustive review.

Interpersonal Skills
L, QWHUSHUVRQDO VNLOOV FDQ EH GHILQHG DV 3IHDWX
interact personally wWw K SDWLHQWV"~ 6LW]LD :RRG S V XF
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 #nlevel 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 mossigrificantly and stronglypredictive 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, 19815 US telephone
questionnairestudy (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 satisfawith the
emergency visiand likelihood of recommenaly the service to someone else
Correlations ranged from small to medium (Thompson et al., 18 6jilarly, in a
large scale postal questionnaire study of five UK hospitals across medical, orthopaedic,
surgical, and elderlgdmissions (N = 2249), Jenkinson et al. (2002) found that two of
WKH WKUHH PDMRU SUHGLFWRURWIL FEQMADNECSHRWRBWLEVIDFW
IRU SDWLHQ Wp.386i I'FhesE @vé piadictoegplained nearly a third and a
fifth of the \ariance respectively (Jenkinson et al., 2008)s 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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prefaence were found to have significant strong positive correlations with overall
satisfactiorand ntent to recommend the servick a Norwegian questionnaire syud
on elective surgery patientd = 610), Sorlie, Sexton, Busund, and Sorlie (2000) found
thH IDFWRUV RI 3 TXDOLW\ RI FRQWDFW ZLWK QXUVLQJ VWD
PHGLFDO V WdbElmaj&determinants ofite overall satisfaction factor and
explained almost a third of the variance combin@tiese findings demonstrates
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 sugti¢hat 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 eitean39
questionnaire resulted inklDFWRU VWUXFWXUH WKDW LQFOXGHG VHSI
ZLWK WKH QXUVLQJ VWDII" DQG 3TXDOLW\ RI FRQWDFW ZL'
et al., 2000, p. 34). In a similar Danish paediatric hospital study with parents of
paediatric patientsX LWHPV UHODWLQJ WR GRFWRUVY EHKDY
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

doctorsare 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
thenonRLQWHUSHUVRDW LHEQWR YLBWHIU D F W L Rigat lea@i®t F R H
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 satigfaatith 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 witignificantlyhigher level of overdkatisfation
with the emergency visdnd the likelihood of recommemdj the service to someone
else with correlations ranging from small to mediugimilarly, Bain, Kelly, Snadden,
and Staines (1999) conducted a UK questionnaire study with adesudgery 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 careNl = 86) compared to those that did not receive any pdiimiéormation
(M =83 Bain et al., 1999). Patients that perceived being given sufficient explanation
about their surgical car®/(= 86) were statisticall significantly more satisfied
compared to patients who considered that they were given insufisiplanation
about the surgical procedd € 68,Bain et al., 1999). Those who indicated that they
had an adequate amountvedrning before discharge hadtatistically significantly
higher level of satisfactiorM = 87) compared to patients who perceiveling less
than adequate warning of dischartye< 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 haween 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 informatidated 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
WKH SDUWLFLSDQWVT UHYV SRQdutted dd &eltbemdskRo) DQDO\V LYV
establish the factor structure of the informatretated issues encountered (Krupat
et al., 2000). A foufactor structure was generated and factors were labelled:
1) information related to the surgical procedure, 2)rmgtion related to recovery and
afterdischarge 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 bdaghly statistically significanpositive 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 dedingddult 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-yedrbdld paediatric
hospital patients (Homer et al., 1999), items captrtJ SLQIRUPDWLRQ WR SDUHQ

S DQG SLQIRUPDWLRQ WR SDWLHQW? pcSitive ZHUH VW
predictors of overall ratings of the care receiged were strong and moderate
correlations respectivelySimilar findings were also @&lent 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 questiolasa@ to the quality of

information families received from hospital staff and whether families had any other

guestions which the facilitator could answer (Maisels & Kring, 2005). The

experimental group were not aware that they were receiving any esdrarchthe

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 teyatcondition 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 &#tally significant

improvement in patient satisfaction ratings across the main care aspects of nursing

(experimental grougvl = 4.50, control grougyl = 3.98, attending doctor

(experimental groupgyl = 4.60, control grougvl = 4.23 and resident doctor

(experimental grougyl = 4.65, control grougyl = 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 anat reside

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.
Resarch 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 o the Patient Judgements of Hospital Quality scale revealed that while the

IDFWRU 3LQIRUPDWLRQ" HPHUJHG D V-rBla@gd.itémsldaded’ IDFWR U

ZLWKLQ WKH 31XUVLQJ DQG 'DLO\ &DUH" S 6 IDFWRU DC

(p. S18) factocaptured the docteelated 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 hat included patients from 65 US chidedicated and general acute care hospitals

(N =50,446) reached the same conclusion (Miceli & Clark, 2005). In that study, postal

guestionnaire responses by parents to-aef6 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
LQFOXGHG 31 XUVLQJ FDUH” DQG 3<RXU FKLOGTV SK\VLFLD:
(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 inteapsksits
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 streabdr
OLFHOL &ODUNTV VWXG\ LQFOXGHG 31XUVLQJ FDUH"
SK\VLFLDQ" S %WRWK DVSHFWV LQFOXGHG LWHPV WKLEL
WKH QXUVHVY RU GRFWRU H J SIULHQGOLQHVYV FRXUWHV\
fiendOLQHVYV FDULQJ WR FKLOG™ S DQG WKH FRPPXQLFD
QXUVHV RU GRFWRU H J 31XUVHV LQIRUP XVLQJ FOHDU
FOHDU ODQJXDJH" S 6XFK ILQGLQJY DUH FRQVLVWHQ!
finGLQJV RI 8. UHVHDUFKHUV &RUWLY DQG /DFH\ WKDW
ZHUH PXFK DSSUHFLDWHG LQ WKH FRQWH[W RI LQIRUPDWI
exist in the paediatriciaprovider literature where an exploratory factor analysis found
3&RPSHWHQFH FRPPXQLFDWLRQ DQG FDULQJ" WR EH D ID
and in the general practitionprovider literature where an exploratory factor analysis
IRXQG 3&RPPXQLFDWLRQ FRPIRUW" WR EH D IDF&WRU OHDN
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

THFKQLFDO VNLOOV DQG FRPSHWHQFH KDV EHHQ GHIL
adherence to high standards of diagnosis and treatment (e.g., thoroughness, accuracy,
XQQHFHVVDU\ ULVNV DQG PDNLQJ ZB)Y Whis bsHeét 6f :DUH HW I
FDUH DOVR LQFOXGHY GRFWRUVYTY RSHUDWLQJ VNLOOV DQ"
$ONDDYLGD SDWLHQWVY HYDOXDWLRQV RI WKH WHF
less accepted by some within the medical profession (e.diamsl & 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 caraveMer, earlier
simulated studies on simple conditionsyéa@emonstrated the ability patentsto
MXGJH D FOLQLFLDQYY WHFKQLFDO SURILFLHQF\ UHJDUGC
McNamara, 1982; Roter, Hall, & Katz, 1987).

In US research, Vidon 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 askedcomplete a questionnaire on the physician as if
they were the patient (Wilson & McNamara, 1982). Participants statistically
significantly distinguished between high and lewels of physician competenaaed
were able to distinguish clinical competerfoom interpersonal aspects of care (Wilson
& McNamara, 1982).Level of physician competence also resulted figaly
statistically significaneffect on patient satisfactipwith high physician competence
being accompanied by a higher level of satista with cargWilson & McNamara,
1982). In a later US study (Roter €t,al987), university studentdl = 258)
participated in a simulated patigpitysician interaction and were asked to rate the
technical proficiency and interpersonal skill of tharysician. Roter et al. (1987)
found that patienta/ere able to differentiate technical skill from interpersonal skill and
a statistically significanfarge positivecorrelation was found between the pati¥r§
UDWLQJ RI WKHLU S WKiFawdlpdtierR Qiistddgivhm™id-bbiktydd F D O
identify the level of competence of a health care provider has also been demonstrated in
studies with parents of paediatric patients.

AXDQWLWDWLYH H J 29.HHIH 5REHUWRQ 6DZ\HU (
qualitdive (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
$XVWUDOLDQ VWXG\ E\ 29.HHIH HW DO SDUHQWYV RI
attendechn outpatient clinic. Parents were each shown videos of medical students who
FRQGXFWHG PHGLFDO LQWHUYLHZV ZLWK PRFN SDWLHQW\
competence of the medical student was artificially manipulated in the videos to test
whether parentsould perceive the difference between the videos in level of medical
VWXGHQW FRPSHWHQFH 2f.HHIH HW DO SDUHQWYV I
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medical student interviews, with the ratings beregy hghly statistically significantin

asimiODU $XVWUDOLDQ VWXG\ E\ 29.HHIH 6DZ\HU 5REHUW
paediatric outpatient clinic (N = 11) viewed videos of medical student mock patient

interviews. The interviews were artificially manipulated with high versus low levels of

medcal student competence and parents were then asked to rate their satisfaction with

HDFK RI WKH WZR YLGHR HQFRXQWHUV 2Y.HHIH HW DO
significantly more satisfied with thedgh competence video interviesompared to the

IRZ FRPSHWHQFH PHGLFDO LQWHUYLHZ 2Y.HHIH HW DO
more recent (Callery & Luker, 1996) UK qualitative paediatric research have also

demonstrated accurate parental judgements on the technical aspects of care. This has

occurral not only in paediatric chronic illnesses where parents become familiar with

WKHLU FKLOGYY FRQGLWLRQ DQG WUHDWPHQW :HVW
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
studieshave also demonstrated that health care provider competence is an aspect of

FDUH ZKLFK DOVR LQIOXHQFHV OHYHOV RI SDWLHQW VDW
McNamara, 1982).

Coordination and Continuity

Coordination and continuity have bedefined 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 inves/meeting the surgeon prior to the day of the
procedure (Cooper, 199®ajasaari, Sarajarvi, Koskinen, Autere, & Paavilainen, 2005;
Mitchell, 20@®) and then another point of contact with other health care providers at the
surgical facility on the day ofusgery. 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 diffeteservice providers in the surgical service (Sélbrt
et al., 1977). Also, in contrast to general practitioner care where guatient

interaction occurs on a more frequent basis and rapport is established over time, the



PERCEIVED EFFCACIES OF PAEDIATRIC SURGICALCARE a7

surgeonpatient relationship iasually 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
questom@QDLUH LWHPV VXFK DV 3LG WKH GRFWRU RU QXUVH"'
VD\ VRPHWKLQJ TXLWH GLITHUHQW"" 3DWULFN )HUULV +I
p. 311). The continuity aspect of care was captured with questionnaire items such as:
3'L G \eé®hP on the hospital staff tell you what you needed to know to care for your
FKLOG DW KRPH"" 3DWULFN HW DO Spectsof &RRUGLQ|
care had statistically significant medim positive correlatiwits overall ratings of
hosptal 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 timetaken 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 caservices such as timely assistance after pressing the call button
(Marino & Marino, 2000; Williams & Calnan, 1991). In an earlier UK questionnaire
VWXG\ RQ DGXOW KRVSLWDO SDWLHQWV 1 :LOOLDP\
EXV\ KDG pvVR3YWwak e third item most predictive of overall satigiacti
with hospital care and accounted for just under a tenth of the variadheefinding
indicates the importance that patients place on timely and efficient care from staff.
Similar resultshave 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 hospitalisedhildren 0 to 1#earsold (Marino & Marino, 2000). The
TXHVWLRQQDLUH LWHP 3:KHQ \RX RU \RXU FKLOG SUHVVHC
UHVSRQVH TXLFN HQRXJK"" 0D UL Q Righlylssixtisticallig S Z
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significantly correlated witloverall satisfaction with hospital care (correlation

coefficients not reported). In a similar large scale US study, ganéltto 21yearold

inpatients from 65 dspitals (N = 50,446) were sequestionnaires by mail. Items were

factor analysed to detaine the factor structure of the questionnaire instrument and the
LWHPV 3VSHHG RI DGPLVVLRQ ™ B2QXUVHVY SURPSWQHVV W
GLVFKDUJH SURFHVV® ZHUH IRXQG WR ORDG VWURQJO\ RQ
loadings .87;.78, and 67, respectively, Miceli & Clark, 2004). These factor loadings

indicated that the efficieneselated items made an important contribution to the overall
TXHVWLRQQDLUH LQVWUXPHQW LQ FDSWXULQJ SDUHQWVT

efficiency isan important aspect in the evaluation of hospital care.

Facilities and Physical Environment

J)DFLOLWLHY DQG SK\VLFDO HQYLURQPHQW LV GHILQH
which care is delivered (e.g., clarity of signs and directions, orderly fesifind
HTXLSPHQW SOHDVDQWQHVV RI DWPRVSKHUH =~ 6LW]LD
(1990) conducted exploratory factor analysis on the Patient Judgements of Hospital
Quality scale and found items relating to the hospital atmosphere, furnisgrgsand
directions, and parking loaded together on one factor which Rubin et al. (1990) named
3+RVSLWDO HQYLURQPHQW DQG DQFLOODU\ VWDII" S 6
of availability of hospital facilities during a hospital stay influentee 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 havingyatproom vas a
statistically significanpredictor 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 éaygery questionnaire study
by Bain et al. (1999), patients (N = 5069) who rated their level of gyriga less than
acceptable werstatistically significantlyless satisfied with their cacmmpared to
patients who considered their level of privacy eseptable. 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 stajstically
significantpredictors of patient satisfactip ZDV SEIKOVERPIRUW ™ DQG DFFRXQ\
fifth of the variancgp. 335) In the same study, physical comifwas found to have
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statistically significant moderate positive correlatianth overall satisfaction and

intent to recommend the servigknknson 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 paedpattients and their

parents.

The availability offacilities 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., P&y Whinn, Rajaratnam, & da Silva, 2008). In a US study with 5
to 17yearold paediatric emergency department patients (N = 76), the efficacy of
different pain relief treatments for musculoskeletal trauma was tested (Tanabe et al.,
2002). The three inteention 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 varietyfdistraction 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
distractonsavaD DEOH 7DQDEH HW DO &KLOGUHQYV SDLQ
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 tfwith 5 being most helpful an@ not helful) 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 stuidg sample of paediatric
SDWLHQWY DQG SDUHQWYV ZHUH HLWKH UniréatrentVDWLVILHG
given. A similar UK study was conducted with adult-gaygery patients (Penny et al.,
2008). Those who watched a DVD prior to and immediately after surgery rated their
satisfaction with pain management statistically significantly moreipelsiton a six
point scale M = 2.92) compared to patients who were given the presence of a nurse for
the same time periodA= 2.64) These findings demonstrate the importance of
providing children with age appropriate toys or games to distract thentlienpain
ZKLFK LQ WXUQ LPSURYHV SDUHQW VDWLVIDFWLRQ ZLWK
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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 rdceive

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
PHDVXUHG E\ pZDLWLQJ WLPHVY ZKLFK KDV EHHQ RSHUDYV
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
aQG WKH SURFHGXUH 5XGNLQ HW DO 6KRUW SHULR
are associated with higher levels of satisfaction in adult surgical patients (Boyce et al.,
1997; Meredith & Wood, 1996; Rudkin et al., 1996). However, based onajalit
UHVHDUFK uDFFHVVY DSSHDUV WR EH PRUH FRPSOH[ WKD
WLPHVY

In interview data on patient satisfaction, the early US research by Penchansky
and Thomas (1981) provided strong support for a multidimensional conceftioalafa
access to care. A total of 626 npatients 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 questionisee s
several sufaspects 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 d#ayeoappointment,
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), notingriet ltotal
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 caref Aday
(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 studyzeteaf

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
SSDWLHQWVYT SHUFHSWLRQ RI WKH HB'GHZXHWQKQAKLEGH GV H U \
(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)s@ssociated with
UHDFKLQJ WKH IDFLOLW\ DV ZHOO DV DGHTXDWH KHDOWK
also considered part of access (Penchansky & Thomas, 1981). These findings highlight
the need for patient satisfaction researchers to inclualege of accesslated
guestionnaire items in order to accurately capture the degree of satistauth access
to health care.
Based on the literature presented above, the main influences on patient
satisfaction ratings that exist in the literatura ba split into two categories:
1) Determinants of patient satisfaction, which include patient characteristics and patient
expectations, and 2) Perceptions of the aspects of care rec&éhisd:onceptualisation
can be seen graphically in Figl# andhas 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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Patient Satisfaction

Aspects of Care Determinants
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and Continuity
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Figure 2.2 Influences on Patientafisfaction

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, foedgcpri
and facility routines. Similarly, in a USBetaanalysis 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) skdlmpetence (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, informativesesd accessStudies on
patient satisfaction with aspects of hospital care can be seen inZT’hateal
dissatisfaction appears to occur more commonly with the aspects of information and
communication, interpersonal skills, access, and facilities. eTimadings 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 rdittiensional concept and that there is

room for improvement in the provision of hospital aumigical care.
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Table2.1

Studies on Aspects of Hospital Care Associated with Satisfaction and Dissatisfaction

Studies on satisfaction and dissatisfactiothh hospital carén =10)

Ammentorp et al. (2006). Danish hospital study (N = 300) with parents of 0 to 4®ar-old

paediatric patients. Composite score based on combined satisfaction and priority scere

Most satisfaction 2SSRUWXQLW\ WR JHW DQVZHUV WR TXHVWLRQV XQGHUVW
carrying out medical examinations, the child will be treated with medicine, being involved in the care and

treatment, the nurses are able to express thaand care (no percentages reported).

Most dissatisfactionThe 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
examiration, the nurses tell you about the procedures at the ward, the child will received appropriate
information (no percentages reported).

Black & Sanderson (1993). Four UK daysurgery units (N = 130).

Most satisfactionCleanliness of the ward, size bktward, premedication, special needs of patients,
difficulty getting medications, and the type and choice of anaesthetic (no percentages reported).

Most dissatisfactionParking 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 hogpitals.

Most dissatisfactionNot 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 caredmrctor 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

WKHLU ZzD\ WR PHHW SDWLHQWYV QHHGV QfenRfi€@HebaV KRVSLWDO
(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 dissatisfactionwWaiting 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-§&ar-old
paediatric patients.

Most dissatisfactionAmount of home care requiredfidrent 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 etal. (2002). Five UK hospitals (N = 2249).
Most dissatisfactionContinuity of care, emotional support and respect for patient preferences.
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Majasaari et al. (2005). Finnish questionnaire study with orthopaedic and gynaecologicdéy-
surgery patients (N = 100).

Most dissatisfactionShorter 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 forsasting the patient at home (no percentages reported).

Merkouris, et al. (2004). Inpatients from two Greek metropolitan hospitals (N = 200).

Most satisfactionFood 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 dissatisfactionPatient education (62.8%), orientation (60.8%), concern and communication
(50.8%), availability (48.7%), food variety (48.1%), toilet@hliness (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 teyZhr-old paediatric
patients. Scores range from 0 to I@with a higher score indicating a higher level of satisfaction.

Aspects of most dissatisfaction combineith aspects that yielded large correaltions vederall

satisfactionImprove staff sensitivity to the inconvenience of having a hospitalised @hi= 82.8),

improve the extent to which hospital staff meet the emotional and spiritual Med8Q), improve

UHVSRQVH E\ VWDII UHJDUGLQJ TXHVWLRQV RU FRESOHLQWY PDGH G)>
increased effort by staff to include paH QWY LQ GHFLVLRQV D ENRX8A4.IWrRprbvE KLO GV WUHI
accommodation and comfort for visitod & 80.3, improve information provided regarding available

facilities for immediate family members such as meals, accommodation and amenities

M=76.1 LQFUHDVH OHYHO RI VWDII FRQFHUQ WR RBERE3IBWKH FKLOGTV V

21T&RQQRU *LEEHUG "HVW -$lrddWNINBSX IV YAME).O LD Q G D\
Most dissatisfactionLong preoperative wait (11.3%), lack of postopieeafeedback 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 dissafaction 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 & Atkisso3).198
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 participanteaste |
important aspects rated by the participants were availability of the physicians to make
KRXVH FDOOV H[SHULHQFH ZLWK RWKHU RIILFH SHUVRQQ
facility as the least important (Andrus, 1984).
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In a US study with anrban 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 componentsthgir 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 needlod patient, the helpfulness of the facility support
staff, facility location, ease in making an appointmant the facilities and waiting
times on the day of the appointment.

Similar results have been found in a paediatric hospital sample. In shDani
hospital study (N = 300) with parents of 0 toyéarold paediatric patients,
Ammentorp, Mainz, & Sabroe (2006) used past research and qualitative interviews to
generate a 36em 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
RUGHU ZHUH GHWHUPLQLQJ WKH PHGLFDO SUREOHP ZLWk
HISODQDWLRQ RI WKH GLDJQRVLV RU SUREOHP XQGHUVW
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 praots 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 patientydallang 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 renote residents, 35% travel to metropolitan cer(lideban 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 cefirban centre
populaton between 25,000 and 99,999, AIHW, 20t¥eek 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
surgial 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, 2009s than half the
supply found in the capital cities (AIHW, 20090 remote zones (Urban centre
population greater than 4,999 and other remote areas with an urban centre population
less than 5,000 combined, AIHW, 20QH4¢ situation is more extreme, with the supply
of speialist 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 cfidefered
as0 to 14 years of age, AIHW, 200iWe in rural and remote areas when compared
with the age distributions of the metropolif@rban centre population 100,000 or
greater, AIHW, 2004) ared8BS, 2008). The small Australian paediatric surgeon
workforce(AIHW, 2009) further contributes to this mdistribution. 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 avaibble 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 ban 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 outf-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 paterwho 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 the distant group. The associated financial strain is
further exacerbated by the lower seelmonomic status typically experienced by rural
and remote Australians, when compared with their metropolitan counterparts
(Australian Bureau of Statistics, 200®ystralian Institute of Health and Welfare, 2005;
Bourke, 2001; Dixon & Welch, 2000). Current Australian Bureau of Statistics (ABS,
20009) figures indicate disposable household income to be 25% higher for residents in
capital cities compared with thoseifig in outer areas. Recent US research points to
similar trends in soci@conomic distribution (e.g., Aitken & Hathaway, 1993). In
$LWNHQ DQG +DWKDzZD\fV VWXG\ D VWDWLVWLFDOO\ VLJC
emerged, with the distant group miaig significantly less than the group living closer to
the tertiary centre.

Australian published research (Gordon et al., 2009; Keleher & Ellis, 1996;
McGrath, 1999) and governmefuinded studies (Bentley, 2001; Department of Human
Services Victorian, @08; 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 etal. (2009)RXQG WKH WRWDO SD\PHQWYV UHFHLYHG IURP
travel scheme, th@ueensland Patient Travel Subsidy Scheme (PTc®8¢red only
11% of the total cost of accessing care. That Australian state spheviaes financial
assistance for costscurred in travelling to a specialist appointment at least

NLORPHWUHY IURP D SDWLHQWYfYV SODFHSRMIAWHVLGHQFH
anecdotal reports were documented in a recent (2008) study by the Victorian state
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government Department of Ifan Services Victoria (DHSV). The Victorian state

government also provides a travel subsidy schemé@/itherian Patient Transport

Assistance Scheme (VPTAS) which provides financial assistance for costs incurred in

travelling to a specialist appointmeBtW OHDV W NLORPHWUHY IURP D SLC
residence (Department of Health Victoria, 2008he study (DHSV, 2008) examined

WKH H[SHULHQFHYV RI UXUDO 9LFWRULDQV ZKR WUDYHOOH
capital Melbourne for specialisare. Participants described the high-@upocket

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 papiits 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 improverthdaquacies of the VPTAS.

In addition to inadequacies in Australian state government funded subsidies for
patients who travel for specialisare, many patients are niotormed about such
schemes. In an Australian study on rural cancer patients,, Vdisms, 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 tha
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 stugdicGrath and Seguerra (2000) investigated the
effectiveness of the Queensland state governmerd tsahemewhen the Queensland
travel scheme was known as the Patient Travel Assistance SchehietPp WKH SDWLHQW T
perspective. It was found that 25% of participants were unaware of the scheme before
the study. ,Q % HQWOH\{V V W X48% ¢t patiexits \Dho were @idibieQ W
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 thBdiadio growing
community concerns and patient feedback, an Australiardedovernment Standing
Committee on Community AffairSenate 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 aflteend accommodation,

to better standardise benefits to achieve more equitable health outcomes, and to simplify
the current tedious administrative and complex application procedsesling

Committee on Community Affairs, 2007 While the recommendatiomsldress 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 exiges, 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; @uet 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, WiiaRedman, 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 alawat tdrugs and

childcare costs compared with urban residents, despite there being naourgban
differences in employment status or income (Mathews et al., 2009). In an Australian
study of dental patients (N = 823), Curtis et al. (2007) reptitgdy statistically
significant differences in travel times betwaemote patientandtheir regionabnd
metropolitan counterpartsRemote patients welikely to travel further and were also
significantlymore likely to be accompanied on dental visits by thgouse or

significant other and as would be anticipatesigaificantlygreateproportion of

remote residentequired childcare to attend the appointment (Curtis et al., 2007).

As well as the economic stresses of travelling to receive careattdges,
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, Roges€lark, MartinMcDonald, & Buikstra, 2005), a similar litketween
geographical distance and social isolation has been found in Australian qualitative
research on acute patients (Bentley, 2001; Keleher & Ellis, 1996; Veitch, Sheehan,
+ROPHV 'RRODQ :DOODFH ,Q .HOHKHd)aDQG (OOLV
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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 (Kelehe
& Ellis, 1996), which increased social and emotional isolation. Country patients and
their carers without citglwelling relatives face greater financial costs and the
inconvenience of organising accommodation, which was associated with greater
feelingsof social isolation and loneliness (Keleher & Ellis, 1996).

In a similar Australian studyy Bentley (2001,)one third of the country
inpatientrespondents described their time in a metropolitan hospital as lonely. Similar
feedback had already beenoeted 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 Seces Victoria study (2008)n 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 findgs 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 suppaaind 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 theintpa
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 patiemgs liv
greater than 100 miles (161 km) from care were more likely to express concerns
UHJDUGLQJ WKHLU FKLOGYVY EHKDYLRXU GLVWDQFH WR FI
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
PXFK PRUH OLNHO\ WR UHSRUW EHLQJ JLYHQ LQDGHTXDW!

condition and having to travel too far for treatment than were families livingrdlmse
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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
accommodton, 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
functionng 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
ZDV PHDVXUHG E\ WKH GLITHUHQFH EHWZHHQ SDUHQWVY L
individual relationships within the family (Yanzi et al., 2001).

In addition to the impaain 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), parerdc@ammodation (Leader et al., 2002), lack of social

support and feelings of isolation, which are compounded with parent anxiety about their
FKLOGTV KRVSLWDO VWD\ $VSLQ &DOOHU\ WLPI
1997, Leader et al., 2002; Yaret 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 & 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 dorguath
the caregiver and the child, and is linked to the stress associated with the surgical
procedure. PeD GPLVVLRQ FRPPXQLFDWLRQ ZLWK WKH IDFLOLW!
difficult for distant families when compared with local metropolitan pads$ievho are
likely to have either attended the facility in the past or visited the metropolitan facility
DQG DUH IDPLOLDU ZLWK WKH KRVSLWDOYY ORFDWLRQ DQ
1993; Ellerton & Merriam, 1994). Australian qualitative sasdwith 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 toeatl preadmission programs designed

to educate and provide opportunities to visit the operating and recovery rooms (Ellerton

& Merriam; New South Wales Health, 1999). Trawelhted pressures and obstacles

are in addition to the natural anxieties thatp®® WV H[SHULHQFH UHJDUGLQJ W
surgical procedure (Kain, Caldwaélindrews, 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
LQKLELW WKH SDUHQWTTY DELOLW\ W Rperi¢i&8 mMAWSWKHLU FK
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 undegoing minor surgery was significantly hightten 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
withapaUHQWYfV DELOLW\ WR VXSSRUW WKHLU FKLOG GXULAQ.
Carson and colleagues (1991) on paediatric tonsillectomy patients and their parents,
poorer child adjustment to hospital wagnificantly positively correlated with higher
levels of maternal trait anxigtynaternal overprotection, maternal overindulgeaoe
maternal rejectionThe 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 distressting
behaviour such as criticism was strongly positively correlated with child distress
behaviourduring venepuncture. Parent copimigpmoting behaviour such as
nonprocedural talknd humour was moderately positively correlated with child coping
behaviourduring 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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FDVHV D PKUPBGMWBLYVQFUHDVH SDUHQWDO DQ[LHW\

DELOLW\ WR UHVSRQG WR WKHLU FKLOGYV QHHGV
OLQLPLVLQJ D-cpbrativeii§ity ispartitularly important sensuch

feelings are associated witicreasing the F KL O G 1 VingUddrR & H &hkieties.

In a recent Hong Kong study by Li and Lam (2003), modestatitstically significant

positive correlations were found between the anxiety levels of 112 parents and their

children undergoingay-surgeryboth preoperativelyand pstoperatively In an

earlier Canadian study on paediatric gaygery patients (Johnston, Bevan, Haig,

Kimon, & Tousignant, 1988xignificantmoderate positiveorrelationsvere found

I XUV

EHWZHHQ WKHRSBUBD@QWYHM BSQIHL HW\ DoQeGatiVi¢ eHrs id tieK LO G U H Q

waiting room (Johnston et al., 1988). In a US randomised control trial on 67-parent
child pairs (Wang, Maranets, Weinberg, & Caldw&tidrews, 2004), maternal
preoperative anxiety in the acupuncture treatment grousigasicantlylower than
maternal anxiety of theham acupuncture control grougvang et al. (2004) also found
children of mothers who received the acupuncture treatmentsiggriéicantlyless
anxiouson entering the operating roacand when intnduced to the anaestieemask

In another recent US randomised controlled trial onrslagery patients, Kain,
CaldwellAndrews, 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 w&testically significantlymore

anxiows during anaesthetic inducticompared with calm children not accompanied by
a parent (Kain, Caldwelndrews, et al., 2006). These findings illustrate the impact
that marental 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 environmemeiated predictors gireoperative
anxiety in children and parents has been established in the literature. These include the
FKLOGYV WHPSHUDPHQW .DLQ ODF/DUHQ HW DO
negative experiences during a previous hospital stay (Hatava, Ofstkagerkranser,
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 et2004) and

.D1
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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 tgeHdsold, Kain, Mayes, and
Caramico (1996) found that previousigspitalised children havesggnificantly higher
level of preoperative anxiegompared to children who were admitted for the first time.
In a similar Swedish study (Hatava et al., 2000) of 160 ENT paedsurgical patients,
children aged 5 tol@earsold with previous anaesthetic experiemggresignificantly
more anxiousompared to children in the same age group without previous experience
with anaesthesia. In contrast to this, an Australian gfDdyidson et al., 2006) of 1250
surgical patients aged 3 to-y2arsold 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, mopeeence 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 programsufents 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 (Mairlaren, et al., 2007:
Kain, Mayes, Wang, Caramico, & Hofstadter, 1998), parental presence during
anaesthesia induction (Kain, CaldwAlhdrews, et al., 2006; Kain, Mayes, Wang,
Caramico, & Krivitza, 2000) and videotape modelling (Pinto & HollandswaQB9).
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 apeSSURSULDWH FklderGUHQ YV ER
Puig et al., 2003), distraction techniques (Patel, Schieble, Davidson, Tran, & Bennet,
2006; Vagnoli, Caprilli, Robiglio, & Messeri, 2005), pareluctor interviews
(LaMontagne, Hepworth, & Cohen, 2000) and mattmponent preparation programs
such a 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 resedkaier<aldwelt
Andrews, et i, 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.,



PERCEIVED EFFCACIES OF PAEDIATRIC SURGICALCARE 65

1999; Elkerton & Merriam, 1994; Feldd?uig 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 patiats 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, 199; New South Wales Health, 1999; Thomas, Burton, Withrow, &
Adkisson, 2004) and as a result, are limited tbahe preoperative preparation
resources such as videos (Pinto & Hollandsworth, 1989), books (fraldget al.,
2003), or both (Wakimizu, Kamatga 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 paediatrenpa(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 4yeat3old
admitted to the hospital in avdeek timeframe and grouped théw place of residence.
SDUWLFLSDQWYV OLYLQJ LQ D FLW\ ZLWK D SRSXODWLRQ R
group and participants living in a city with a population of < 25,000 were placed in the
n U X U D q%tridklaRdXeBal., 1987)The number oanxietyrelated behaviours
exhibited at discharge was higher in the rural group compared with the urbar{theoup
mean number of anxietelated behaviours as measured using the Behaviour
Observation Checklist exhibited by rural children was nearly dabbleumber of
behaviours exhibited by urban childreayen 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 a\fihadson et al.,
1987) with 67 hospitalised children aged 4 teygarsold. However, the rural versus
urban comparison of anxietglated behaviours did not approach significarice (
SHUFHQWDJH RI DQ[LRXV FKLOGUHQ LQ WHKH60OEMUEDQY JUR
LQ WKH pU XéHaasHué tbRhé 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 childre 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 Waletthj€ 999;

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 hospitalozzily.

OLQLPLVLQJ D FKLOGYV SUHRSHUDWLYH DQ[LHW\ LV RI SD

impact of that anxiety on patient outcomes is considered.

Children and Surgery: Minimising Preoperative Anxiety

Hospitalisation of a child has long bemtognised 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, & Tiedemar®9B; Johnston et al., 1988; Kain et al.,
2004; Kain, Mayes, CaldweAndrews, Karas, & McClain, 2006; Kain, Wang, Mayes,
&DUDPLFR +RIWDGWHU OLQLPLVLQJ D FKLOGTYV SuU
important because correlations have been foetaden 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@@pstudy on 241 tonsillectomy and
adenoidectomyatients aged 5 to iyearsold, Kain, Mayes, and colleagues found that
children who were anxious preoperatively experienced more pain during their time in
hospital and the days aftdischarge. During therecovery at home, children with
higher anxiety consumed significantly more pain medication than did children who
were not anxiougkain, Mayes, et al., 2006). More anxious children also had a
significantlyhigher incidence of mtoperative separationxaty 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 imidiéing room
(lower 25%). It was found that children with high preoperative anxiety showed
significantlymore maladaptive behaviour changes {sasgery compared to children
with low preoperative anxiet{Kain et al., 2004) on all five selected postopgeatiays
(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 ernergen
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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 claifrenence

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 orptstaperative

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 disturbancéBavidson et al., 2006; Kain, Mayes, & Caramico, 1996)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 impaytaintant
predictor of child anxietas measured by the Visual Analogue Scale (VAS) whish
been established as being both valid and reliable in measuring anxiety in both adults and
children and can be used as both asgdbrt for parents and an observer report for
children(Kain, Mayes Caramico, Silver et al., 1996; McCormack, Horne & Sheather,
SDUHQWY UDWHG WKHLU FKLOGYV DQ[LHW\ LQ WKH Z
the surgical procedure. Children agegearsold and younger were the most visually
anxious, with chilren 6yearsold 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. X¥clusions included children who underwent-otthours 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 thmodified Yale Preoperative Anxiety Scale (mYPAS, Kain et al.,
LPPHGLDWHO\ SULRU WR WKH FKLOGYY DQDHVWKHWLF
7KH P<3%$6 LV DQ REVHUYHU UHSRUW LQVWUXPHQW HVSHF
anxiety immediately por to anaesthetic induction and includes five behavioural
FDWHJRULHY HQFRPSDVVLQJ YRFDOLVDWLRQ LQWHUDFWL
expression, alertness and arousal. It has been found to be both a reliable and valid
measure of child anxie (Kain et al., 1997). Those in the high anxiety groopY PAS



PERCEIVED EFFCACIES OF PAEDIATRIC SURGICALCARE 68

score > 30Wweresignificantlyyoungercompared with those in the low anxiety group
(P<3%$6 VFRU thefefore highlighting the potential impact of ystegical

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 conducteddasrsurgerywherever possible.

&KLOGUHQTV 8QLTXH B@&HUVWDQGLQJ RI

Children perceive illnesdifferently from adults (Bibace & Walsh, 1980; Perrin
& Gerrity, 1981; Redpath & Rogers, 1984) due to developmental differences in
FKLOGUHQYTV XQGHUVWDQGLQJ RI LOOQHVV %LEDFH :DO
& RogH UV & KL O G U HRl4ted @abyrtih@ iR &/RiehQlven 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-yi&arsold were asked a series of 8 questions
DERXW LOOQHVV LQFOXGLQJ u+RZDGR Kk RA GERHY JMHWG VE EC
ZRUN"T S 5HVSRQVHV IURP VWUXFWXUHG LQWHUYLH:
acFXUDF\ DQG GHSWK Rl WKH FKLOGUHQYV UHVSRQVHV %
responses reflecting more accurate, logical and organised explanations (Perrin &
*HUULW\ ,Q UHVSRQVH WR WKH TXHVWLRQ p+RZ GR
(p. 845), older children responded by describing how they felt such as internal
sensations (Perrin & Gerrity, 1981). Many of the 54ged@rold children were unable
to answer the question even when they were able to give some form of explanation for
the causeand 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-yearsold. Statistally significant differencesvere found in the quality of sponses
to illnessrelated 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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GLIIHUHQWO\ WR DGXOWYV DQG WKDW FKLOGAHQNY GHYHO
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 agetb 2 7-yearsold scheduled for electivéay
surgerywere interviewed regarding the amount and type of information they desire
prior to surgery. A 46tem measure with good internal consistency reliability
(&URQEDFKIWQ FKLOGUH Q 1 xnaith WadadmiristeradQrHe
SHUFHQWDJH RI FKLOGUHQ HQGRUVLQJ WKH UHVSRQVH y,
2009, p. 1087) for an item ranged from 14% to 71.5% with more than 40% of children
HQGRUVLQJ pu, UHDOO\ ZDQW W\ PorteeRaL 2R p. 1087). W K H LW
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, possilbhgloxations, 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 tgyddrsold desiring a
significantlygreater amount of information on the medienvironment including items
VXFK DV p:KbW GRHVY WKH RSHUDWLQJ URRP ORRN OLNH"T
findings highlight the need for aggpropriate preoperative preparation programs for
paediatric patients if their anxiety is to benmised. To create aggppropriate
preadmission programs, it is essential that children be asked about their experiences

with the health care they receive.

&KLOGUHQYYV (YDOXDWLRQV RI +HDOWK &DUH

Despite the consumerism movement, the lack of consumébdek 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 resjadiittfocussed
patient evaluation research has been assessed as seriously lacking, and recent calls for
more research in the area have been nf@desney et al., 2005; Henngs$999;
Pelander et al., 2008). Although patient feedback from paediatrsuners is believed
to be importan(Draper & Hill, 1995; Hennegs 1999; Lindeke, Nakai, & Johnson,

PRVW SDHGLDWULF VWXGLHY UHO\ VROHO\ RQ SDUHQ
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(e.g., Ammentorp et al., 2006; Sawyer et al., 1996; Schaffer, @08l0), thus ignoring
the views of the child. A major weakness of such an approach is reinforced in the body
RI OLWHUDWXUH WKDW VXJJHVWV WKDW GLIITHUHQFHV HJL
views on paediatric health experiences.
Although childen and their parents or carers are recognised as consumers of
paediatric health care, both have different needs (Callery & Luker, 1996; Draper & Hill,
+HQQHVV\ 7KH IHZ HDUOLHU VWXGLHV FRPSDUL
WKHLU S DeptibQs\Wwi\paedattit/dare 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, Haermans, & Donovan, 1996) studies and is consistent with research on
child health status. In that research, pacnid agreement tends to be lowest for
TXHVWLRQV SHUWDLQLQJ WR WKH FKLOGYV LQWHUQDO VI
Morse, 2001). i one US study, parents tended to underestimate the negative emotional
impact of paediatric oncology rounds on their children (N = 35) compared with their
FKLOGUHQYVY UDWLQJV /HZLV HW DO 6LPLODUO\ SI
long term dllow-up consultations of childhood cancer surve/or 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
WUHDWPHQW .YLVW HW DO 3DHG lef2med)to heSDWLH QW
quality of the process of care during anaesthetic induction, such as pain, fear, and lack
RI LQIRUPDWLRQ SDUHQWVY FRPSODLQWYV IRFXVVHG PRU
patient relationship during maintenance therapy (Kvist e1881). 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 patient
discrepancies in perceptions of hospital care have beed fole 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 8 WKHLU SDUHQWVY H Jlindék& &t "1.QA0809HW D O
Magaret et al., 2002). In a US study with 4 teyg@rold paediatric outpatient clinic
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SDWLHQWYV 1 DQG WKHLU SDUHQWYV 1 SDUWLFL
partoftKkH FOLQLF H[SHULHQFH"" &KHVQH\ HW DO S
VWDII® 3KHOSIXO FRPPXQLFDWLRQ™ DQG 3FOLQLF SOD\ HJ
S ,Q FRQWUDVW SDUHQWY QRWHGfritXdyD Il FRPSHWHC
environPHQW"~ ,Q UHVSRQVH WR WKH LWHP 3:KDW LV WKH ZR
HISHULHQFH"" &KHVQH\ HW DO S SDWLHQWYV VW
ZDLWV® 3GLVWDQFH IURP KRPH™ DQG 3(ERUHGRP" S

waitsiQ FOLQLF" 3LQDFFHVVLELOLW)\ RI FOLQLF" DQG 3QHJID
These findings also indicate that parents and children differ in their evaluations of what

is most important when accessing health care. The few quantitative studpesiogm

patient and parent perceptgoaf medical and hospital care,ses in Table2.2, 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 whparedro their

parents. At the same time, and as seen in the studies of Lindeke et al. (2009) and

Simonian et al. (1993) presented in Tablg 2.2tatistically significant moderate to

strong correlation between patient and parent ratings demonstratgsuthg children

can validly ealuate their paediatric care. However, it should be noted here that
GLVDIJUHHPHQWY EHWZHHQ SDUHQWVY DQG FKLOGUHQVT L
F KL O G U H Qtfisvalsolirpporant to note here that parental age$1 QW RI1 D FKLOG TV
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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Table2.2
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-y@ar-old paediatric patients (N = 116) and their parents

(N = 115) who attended an outpatient clinic visit.

Patient and parent scores were sigaiitly malerately positively correlated, but wesignificantly

different for 8 of the 12 instrument items. Parent mean item responses were statistically significantly
higheU WKDQ WKHLU FKLOGYV

Lindeke et al. (2009). US study on parerpatient dyads (N = 237, patients aged 4 to 2Qears-old)
who attended hospital for an inpatient visit or attended an outpatient clinic visit.

Positive orrelation between the parent and patient scoessmoderate However, 53% of parents rated
the care as higher thaiid their children.

Magaret et al. (2002). US study on 5 to lyear-old paediatric emergency room patients (N = 101)

and their parents.

Items correlategignificantlywith patient satisfactio HUH 3+RZ QLFH ZDV \RXU GRFWRU"" 3%
information"” D QG 3%RWK UGIF R O X Wi. R333)RIh cdBmrag) items correlatgnificantly with

parent satisfacto HUH 3+RZ SOHDVDBRWLRKQWHZL@WHRXU SK\VLFLDQ"" 3$GHT>
LQIRUPDWERWXDOZWILWHQLUQURRP™ 3$ FPWXPR RPB/M BsHAW tHrjeDn
ZDLWLQJpUBRR)P Patients 5 to 4karsold had a statistically significantly higher level of overall

satisfaction with emergency room cak £ .90) compared to their parenid € 1.4).

Simonian et al. (1993).US study on paediatric 6 to 14year-old outpatients (N = 55) and their
parents.

Positive orrelation between patient and pareatisfaction scores was large

Qualitative Studies onHospital Care with Children
A number of qualitative interview studies have been conducted with paediatric
hospital patients and their families (See Apperdior the full list of studies).
8QGHUO\LQJ WKHPHV WKDW UH IO H Fodern/géherag®witWthe= L S D Q W \
DLP RI HQKDQFLQJ WKH XQGHUVWDQGLQJ RI SDWLHQWVY |
service improvement. However, most of these paediatric studies focus on specific
aspects of care including the experience of stress during &lasgiibn (e.g., Bossert,
1994; Stevens, 1986), pain and postoperative symptoms (e.g., bedb& 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 mudlesmamber 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 postoperativexja@nience

exclusively (GedahDuff & 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). Thisefurth
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 garding the results obtained.

Quantitative Studies on Health Care with Children

7KH VPDOO QXPEHU RI TXDQWLWDWLYH VWXGLHV HJ[SC
care provision vary in the data collected. For example, the vast majority of studies
using qustionnaires 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
failedto 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
LPSURYHPHQW 2QH H[FHSWLRQ LV WKH &KLOGUHQYV +RV
(CHEQ), an instrument designed by Iristholars Heary et al. (n.d.) using exploratory
factor analys. This statistical technique produced conceptually meaningful factors so
that the CHEQ demonstrates sound psychometric properties and establishes the multi
GLPHQVLRQDO QDWXUH RI FKLOG VDWLVIDFWLRQ ZLWK KR
(n.d.) quesbnnaire was designed to assess the genemdtient 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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childrenusing exploratory factor analysis, but have exclusively concentrated on nursing
care in hospital (Pelander, Leieilpi, & Katajisto, 2009) and outpatient paediatrician
care (Bitzer et al., 2012), thus potentially limiting their utility to the specifadtheare
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$Htesfaction 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 patientsaanexpert panel enhanced the
clarity of the SCHS. The measure has been used to assess the ggrairahtn
hospital experience (Lindeke et al., 2006; Lindeke et al., 2009) and the paediatric
outpatient clinic experience (Chesney et al., 2005). Thergésability and validity of
the CHEQ and the SCHS would be considered questionable if it were used in research
with paediatric daysurgery patientsDay-surgery for paediatric patients is a unique
medical experience due to its invasive nature, whiclmspounded by the brief nature
of the daysurgery visit. This usually involves travelling to the facility and back home
on the same day as the procedure. Adding to the uniqueness of & gy
experience is the rapid nature of events which raiglsghe 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 factwmpound the need for more research into
the experience of paediatday-surgery

6WXGLHVY RQ SDHGLDWULF SDWLHQWVY HYDOXDWLRQV
conducted with patients aged 10 to 15 years (e.g., Black et al., 1995; Litt & Cuskey,
1984; dapiro 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 healgtated 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 oth
(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.zaf#h&Rifkin

et al., 1988), interater reliability (e.g., 89% agreement, Herjanic et al., 1975), and test
retest reliability (e.g., Pearson correlation =.76, Bush & Holmbeck, 1986).

Although warranting further scrutiny, this suggests that youdigiéiren 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 repted (e.g., Bitzer et al., 2012; Heary et al., n.d.; Pelander et al.,
2008). Also, responses to opended questionnaire itemse€Table2.3) and
qualitative interview studieséeTable2.4) with younger paediatric hospital patients
have found childreto 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 aga@ppopriate manneit is noted here however, that a detailed review of
WKH DVSHFWV RI FKLOGUHQTV VRFLDOataAdRNAGdRQ D O
relation to participating in hospital care evaluation research is beyond the scope of this
thesis

DQG
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Table2.3
SDHGLDWULF 3IDWLHQWVY %YHVW DQG :RUVW 7KLQJV DERXY\

Best and Worst Things about Being in Hospitat 4)

Curtis, Liabo, Roberts, & Barker (2004). UK study with a subsample of paediatric hospital

inpatients 4 to 19yearsold (N = 57).

Best ThingsCaring 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 appropriageifities 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 1lyearsold (N = 120).

Best ThingsPlay 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, stayintpathospital.

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 1years-old

(N = 388).

Best Things 3BHRSOH H J QXUVHV DQG SDUHQWYV SHRSOHTV FKDUDFWHU
(e.q., playing games), environment (e.g., the provision of privacy), and out¢emegetting 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 13ears-old (N = 120).
Best ThingsFood and drink after the procedure, feeling better, games, TV, the nice nurses and doctors.
Worst Things Needles, staying overnight in hospital, fasting, hospital smelfyabeand the procedure.
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Table2.4
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 teydars-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.

&DUQH\ HW DO 8. VW X Gan RAQpifakshtioiG ChIQrdn\A 16 L fyeaxsold
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, foydmation, 8) Home life (separation),

and 9) Describing pictures.

&R\QH D 8. VWXG\ RQ FKLOGUHQTV H[SHULHGQIépth ZLWK LQSDWLHQ
interviews were conducted with 11 children 7 to 14earsold from four paediatric wards in two
hospitals.

Children identified a range of fears and concerns, including: 1) Separation from parents and family
(subcategories includeadisruption to family routine, normal activities, peer relationships, and school
achievement), 2) Unfamiliar environmegtibcategories includddars of the unknown, strange
environment, professionals adilikes of noisy ward, bright lights at night, hot environment, inadequate
play facilities, food), 3) Receiving investigations and treatments (subcategories in@adedf:

operations, needles, mistakes in treatment, harm to body, mutilation, pain, altered body image, dying),
and 4) Loss of selfletermination (subcategories included: loss of independence, restricted activities,
lacking control over personal needs;Kimg 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-yearsold who had been lospitalised 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/osy, 3) Hurt/having fun, and 4) Felt caught and tried to escape.

Wennstrom, Hallberg, & Bergh (2008). Swedish study on dialogues with children aged 6 te 9

years-old (N = 20) undergoing elective daygurgery.

A conceptual model was generated on the bBSisWKH FRUH FDWHJRU\ pHQGXULQJ LQIOLF!
showing that the main problem for children havitay-surgeryis that they are forced into an

unpredictable and distressful situation. -Bperatively, the children do not know what to expect, as

GHVFULEHG LQ WKH FDWHJRU\ pIDFLQJ DQ XQNQRZQ UHDOLW\YT $GGL
MEUHDNLQJ DZD\ IURP GDLO\ URXWLQHVY DQG WKDW WKH\ DUH pWU\LC
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WKH SHULRSHUDWLYH S\HIQLURER QWKBIREDOWHI B WIFFR\R §BBDWLQJ GHVSLWF
and intertwined. PosRSHUDWLYHO\ WKH FDWHJRULHV pEUHDWKLQJ D VLJK RI
OLIHY HPHUJHG

Woodgate and Kristjanson (1996). Canadian study on hospitalisedt@ 6-year-old children

experiencing pain from (inpatient) surgical procedures (N = 11).

M+RZ SDUHQWY DQG QXUVHYV WDNH FDUHY ZDV WKH PDMRU FDWHJRU\ |
nurses responded to and cared for children in pain due to surgeraeintions. Sulsategories also

HPHUJHG DQG UHODWH WR WKH VWUDWHJLHY DQG IDFWRUV LQIOXHQF
DV IHHOLQJY H[SHULHQFHG E\ SDUHQWY DQG QXUVHV LQ FRSLQJ ZLWt
monitoring, comforting, carrying out technical care activities, strategies used to help care for children in

SDLQ WKLV LQFOXGHG NQRZLQJ IDFWRUV DIIHFWLQJ SDUHQWVY DQC
judgements, misconceptions, expectations, and interactiodsfeelings experienced by parents and

nurses in caring for children in pain.

2QH NH\ DUJXPHQW IRU REWDLQLQJ \RXQJHU FKLOGUH
experiaces 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 chddntred approach corresponds to changes at
the international policy level. The United Nations Convention on the Rights of the
&KLOG GLVFXVVHG WKH HVVHQWLDO QDWXUH RI VHHN!
important to them. The increased focus on a global-cleildred approach highlights
the major insufficiency of evaluating paediatric surgical care solely based on the views
RI SDUHQWY B5HVHDUFKHUV FDQ QR ORQJHWKIUMN®Y  WRPDHO
perceptions of their health care. The clulhtred approach to service evaluation is also
essential to obtain information otherwise unavailable.
Research tools designed for use with paediatriestagery 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 thé?aediatric Surgical Patient Evaluation Questionnaire (PSPEQ, parent
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IRUP DQG WKH 4XHVWLRQQDLUH RQ &KLOGUHQYV 6XUJHU!'
to obtain preliminary subscale reliabilities.
%\ LQYHVWLJIJDWLQJ SDUHQWuaforB ¢ addexiQ JHU SDWLHQ'
surgical care, the issues that promote satisfaction and dissatisfaction with that care will
EH HVWDEOLVKHG DQG WKHUHIRUH WKH TXDOLW\ RI FDUF
DQG SDUHQWVY HivaDcark¥ Ehaild R&dde fow anXéftects of improving
SDWLHQWVY DQG SDUHQWVY FR P Bedrdaq Etkl. 2000,K WUHDWPH
Platonova et al., 2008 This would then promote faster recovery times and minimise
patient relapses and-eelmissions to hospitals, whigrould 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 Cdiza (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; Stdsl& 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.gntiey, 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 rurahd remote paediatric surgical patients and their
families.
SDUHQWVYT DQG \RXQJHU SDWLHQWVY HYDOXDWLRQV F
surgical care and the impact of travel time on these evaluations have yet to be
investigated. This study investigd 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, preopegatiiety, 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 patiestazton 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. Dissatisfactaomariety 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&acpatient
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 lefgistient 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 idibedi.

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 anadeatigton
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 paedidimission to
KRVSLWDO 7TKXV DQ[LHWLHV UHJDUGLQJ D FKLOGTV VXU
exacerbated the further the distance from the surgical facility. The importance of
attending preadmission programs for paediatric patients was compountihed by
research that demonstrated the negative impact of preoperative anxiety on paediatric
patient outcomes. The negative effects of hospitalisation on younger children were then
UHYLHZHG LQ OLJKW RI WKH UHVHDUFK R® FKLOGUHQTYV X
LPSRUWDQFH RI \RXQJHU FKLOGUHQYVY HYDOXDWLRQV RI V
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 deatedshe ability
of younger children to validly evaluate their care.

The lack of validated instruments developed for use with young children
FRPELQHG ZLWK WKH SDXFLW\ RI UHVHDUFK LQYHVWLJDW/
evaluations of Australian pdiatric 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 multiplaethods design relating to the paediatric surgical
experience of parents and patiemtbich included measuring their ratings of
satisfaction with the care received.

The multiplemethods approach was defineccassistingR|I S\WZR RU PRUH
studies using different methods, which address the same research question or
GLIITHUHQW SDUWV RI WK WMordeReia)pd 348)D ThEEaT XHVWLRQ
part of the research comprises an independent giiose, 2010). The use of
guantitative and quaative method€nables the research to utilise the strengths of
each approach, therefore strengthenimegfindings of a research study. The
pragmatism research movement has iased the popularity of multipleethods
research (e.gJohnson & Owuegbuzie, 2004; Morse 2010).

The preent study adopted the multipleethods approach to enable the use
of both quantitative and qualitative approaches. The quantitative approach was used
to explore and establish the levels of and statsiktelaionships between the aspects
of care known to influence patient satisfaction. Tin®lved a questionnaire study.
Parent and patient questionnaires were distributed and the data that was included in
the analysis werg14 parent questionnaires @8 child questionnairesChe
qualitative approach builbin the quantitative findings tiie study by providing
detailed datahatmore intricatelycaptured the experience of participants which in
turn provided additional explanatory powerdescribe ad explain the rel@onships
between aspectsf care generatd by the quantitative phaseéthe study.This
involved analysinglatathat wasgenerated b$95 semistructurednterviews. Both
parts of the study involved a purposeful convenience sample.

Two separate but concurrent phasese included in the studyhe use of
quantitative methods were used in phase dapture those aspeaiscare known to
influence patient satisfaction, to determpagient and p@nt ratings of those
aspects, and towestigatehe relatonships between those aspects and patient
satisfaction levels. &tor analysisrad multiple regression analysigere usedo
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generate an explanatory structurgoafient satisfactionThe use of qualitative

methodswere used in phaszto richly describe and explain the experience of

patients and parents who received specialist paediatricatgysurgical cardJsing

acombination ogrounded theorgnd contenainalysis salient theras emerged,

which produced substantive theory €., conceptal framework) that explained all

the emergenthemes and theinterrelationships. Using theonceptual framework

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

phase 1 of the results (Chapter 4), ancetinergent conceptual framework found

phase 2 of the results (Chapter 4), a synthesised conceptual framework is presented

in Chapter 5.

The results of phase 1 ankdgse 2 are presented in Chapter 4. The second

phase builds on the first phaseprpviding added poweto describe and explain

detailthe initial findings of phase.1The overall study providea detailedand

explanatory account of theeeds anéxperiences of paediatric surgical patients and

their families. Theresearch design amaoaessof the study as it was conducted, is

showin Figure 3.1
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iy
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iy
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Figure 3.1 Multiple-methodConcurrentResearch Bsign
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Research Design

The research design ftris study featured a multiplmethod approach
involving both quantitive and qualitative component3J hisallowedthe
researcher to obtain dataing different methods tcomplement each separate
FRPSRQHQW DQG 3VWWKDODWW K H & XUWHP\RHQDAMBse U 15V
(2003, 2010xifferentiated the mtilple-method design from those classed as
mixed-method design A mixed-methosg designis *RQH SURMHFW NQRZQ DV
coreproject, which is a complete method in itself, and a second project consisting
of a different type of data or analysis, using atstia (and there may be more than
one) that is incomplete: that is, that is not comprehensible or publishable apart from
WKH FRUH SURMHF340). |6 Bodtkast, anultiple$nethod design
FRQVLVWYV RI 3WZR RU PRUH VWwhih &itreXs\he@am&LIITHUHQV
UHVHDUFK TXHVWLRQ RU GLITHUHQW SDUWYV RI WKH VDF
p. 340) and where each component of the research is an independerd|mtand
study (Morse, 2010)The most important component of any studyhis tesearch
TXHVWLRQ 3UHVH D UbHav reddahcK GuEsoNg KR W&y &at offers
WKH EHVW FKDQFH WR REWDLQ XVHIXO DQVZHUV"™ -RKQ
Thus,consistent withWKH RYHUDOO VWXG\TV SXUSRVH DQG WR D
resarch questionghe multiplemethod approach was used

The multiplemethod 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 interwstudy at the same tim@.he use of
concurrenfjuantitative and qualitative strategies to answerdngesr partsof the
same research question can bring about complementary findings which when
combined, can help explain the unanswered questions arsiistencies of each
approach(Thurmond, 2001) Triangulationused in this studis tK H SGHVLJQHG XVH
of multiplemethods, with offsetting or counteracting biases, in investigations of the
same phenomenon in order to strengthen the validity of inquiryQéswv -~ *UHHQH HW
al., 1989, p. 256)The main argument for triangulation is that adopting one
approach to amgering a research questibnngs about a more biased and limited
answer incomparisorto using two methods to answbe same research question,
thus decreasing the bias and limited nature of tsevars yielded form the
multiple-method approactGreen et al., 1989; Thurmond, 2001 this way,
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methodologicalriangulation using the multiplmethod design can provide more
comprehensive answersresearch 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 murtgiteods
approach, meaning that the qualitatand 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 multipdeethods pproach was used to
guantitatively 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 inflsemtand
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 mixedmethods research was partially borne out of the
triangulaton literature Greene et al., 198Jeddlie & Tashakkori, 2D1b), which
initially focussed on* FR Q Y HU J H Q F HGréeheWwtiaH 163D;WHdrmond,

200]). ResearcherDew, 2007; Johnson & Onwuegbuzie, 2004; Teddlie &

Tashakkori, 2010bare more recdly acknowledging the importance of

SGLYHUJHQFH ™ L Q ult¢.KTHe @npanaxice tadissimilaHMdingss that

theymay lead ta greater understanding miultifaceted phenomenahich in turn

can lead tgosingmore indepth questions toward gag even more insight into

the phenomenon under investiga (Greene et al., 198®astasket al.,2010;

Teddlie & Tashakkori, 201Qb As argued by a number of qualitative and mixed

methods researche®®dw, 2007;Strauss & Corbin, 1998; Teddlie & Tastkari,

2010a) WKH PHWKRG RI GDWD FROOHFWLRQ PD\ EULQJ DEF
UHDOLW\" 'HZ S ZKLFK FDQ JHQMHUWSDWH YHU\ Gl
divergence in the data can bring about a more comprehensive picture of the

phenomenon examed 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 multngthods researchers
are a part of, is termedggmatism (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
DEGXFWLRQ WKH 3XQ F Rh¥ bestlofakeDd épldriaidns for) R Q
XQGHUVWDQGLQJ RQ H Dviwlegbtxe) 2004, A7) RKErafReQ

pragmatism was the philosophical paradigm taken in this study.

Phase 1: Quantitative Phase

The use of an exclusively quantitative apio tothe construction of the
PSHEQ (parent form) and the QCSH (chilatin) provided the basis for amering
research questions 1 ta6 set out in Chapter uestionnaire construction was
based on the literature review presented in Chapter 2. Ehatlite review
demonstrated the large number of studies which have investigated patient
satisfaction and the aspeatscare known to influence patient satisfaction
different health care settingghcse studies, which have originated from a variety
of Western countrieand span severdecades, 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 re\R@search
guestions 1 to Beitain to determining patient and parent ratings, generating
factors, investigating the relationships between factors, and determining the
presence or absence of statistically significant differences between growps; all
which requirel a quantitative appsxh.

One of the aims of the questionnaire stuagéarch ian 4) wasto 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 awstruction process that aligned closely to the previous literature and
the constructedconceptuaframework presented #ie literature review. Three
opentended questions were included in the PSPEQ (parent form) and three in the
QCSH (child form), not fothe 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 refinementttee 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

Theuse of a predominantlyualitatve approacho the semistructured
interview phase of the stugbyovided the basis for angwng research questions 7
to 11as set out in Chapter 1. The interviemstpcol was based on exploratory,
openendedquestions designed taptureparentsfand paentsfexperieces with
paediatric surgery in a way that allowed families to describe and define the
experience from their perspectjiwehich fulfilled researctaims 1 and 6 Research
questons 7 to 1Xfocused on patient and parent descriptions optheeived
efficacies of the paediatric service providedithe perceivedshortcomings and
recommendatiomfor improvements to the servj@! of which requireca
qualitative approach.

The alignment of the research questions with the phases of the study a

methods used are presented able 3.1
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Table3.1
Summary of the Plsas of this Research Study areld®ed Research Questions
Phase of the Research Number of Instruments and DataObtained Data
Research Phase Participants Methods Used Analysis
Questions
Phase 1 RQ1 214 parentof PSPEQParent Form | Evaluations of| Mean
(Quantitative surgical the aspects of | Standard
paediatric paediatric Deviation
First Phase patients surgical care
and oerall
RQ2 58 5to 10year | QCSH Child Form) satisfaction Mean
old paediatric with care Standard
surgicalpatients Deviation
214 parentof
RQ3 paediatric PSPEQParent Form Exploratory
patients Factor
Analysis
58 5to 10vyear
RQ4 old paediatic QCSH Child Form) Exploratory
surgical patients Factor
Analysis
214 parentof
paediatric
RQ5 patients Factors generated Oneway
from PSPEQParent Between
Form) Subjects
MANOVA
Phase 1 RQ6 214families of Fadors generated Multiple
I paediatric from PSPEQParent Regression
(Quantitative) patients Form) Analysis
Second Phasg
Phase 2 RQ7a 195 families of | Parent Interview )DPLO\TV Grounded
o paediatric experiences of Theory and
(Qualitativg surgical patients paediatric Relational
First Phase surgical care | Content
RQ7™ 27 5to 10year | Patient Interview Analysis
old paediatric
surgical patients
RQ&a 195 families of | Parent Interview
paediatric
surgical patients
RQ& 27 5to 10year | Patient Interview
old paediatric
surgical patients
RQ& 195 families of | Parent Interview
paediatric
surgical patients
Phase 2 RQ9 195 families of | Emergent ategories Grounded
(Qualitative) paediatric from parent ad child Theory
RQ10 surgical patients| interviews
Second Phase and 275to 10
RQ11 yearold
paediatric

surgical patients
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Sample Rlection and Participants
Sample Selection

Local and travelling paediatric patients and their families attending
day-surgeryat an Australian metropolitasr regional hospital iNew South
Wales and Victoria geographically convenieldcationswereinvited to
participatein this study ) DPLOLHYVY DWWHQGHG WIlkid SDHGLDWU
for a postoperative consultation, althodghilies attended a number of
different surgical facilities for the surgery inding childonly metropolitan
facilities, regional private facilities, and regional base facilitiEise
participating families in the sample attended one of six surgical facilities.

Paediatric patients scheduled for structural repair procedures
(e.g., nguind hernia repaiand circumcision) thatequire general
anaesthetic (NSW Health, 1998ere the focus of this study. These
surgical procedures are high volume, minor procedures thateemu
specialist equipment (Arul & Spicer, 1998-ocussing ohigh volume,
routine surgical repairs enabled recruitment of a sufficiently homogenous
participant sample, which enhanced the statistical power of the Stinky.
is particularly relevant in rural and regional hospitals which are usually
smaller than mebpolitan hospitals andave a smaller patient base
(Moscovice & Rosenblatt, 2000 In light of the rigorous process used to
selectday-case paents as described by Rudkin et 4993, obtaining
research santgs fromday-surgerylists enablel control d variations in
illness severity.

Although adenoidectomy and tonsillectomy are commeatljadric
surgical procedures (NSW Health, 199BNT surgery specialisation is
relatively large, angdurgical workforce analysis (Baume, 199&s
determined that the@re adequate numbers of such surgeons. In contrast,
the paediatric surgegpecialisation is very small (RACS, 20Géhd the
vast majority of this workforce sedes in metropolitan areas (RACS, 2Dp01
Paediatric patients are therefore less likely todoglired to travel longer
distances for surgical procedures conducted by ENT specialists. Paediatric
patients who aceedENT surgical services weexcluded from the study.
Due to the nature of data collection, parents unable to read English at a
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6" grade level (due to illiteracy or ndenglish speaking background) and
children with developmental delgysental health disabilitiesand those
scheduled for a neimvasive procedure (e.g., endoscopy or colonoscopy)
were excluded from the study.

The singé-surgeon design of the studgntrdledfor surgeon skKill.
Holding surgeon skill conahtenablel comparisons between groups on
variables suclas travel time to medical canhich has been found to impact
negatively on patient satisf@an in previous reearch (Fox & Storms, 1981,
Penchansky & Thomas, 1981

Paediatric daygurgery patients from ages 5 to-§8arsold inclusive
and their parents were invited to evaluate their care. To obtain feedback
from a broader age range, parents of children less3hyears weralso
invited to participate.6 WXGLHV RQ SDHGLDWULF SDWLHQWV(
have been predominantly conducted with pasierged 10 to 15 years (e.g.,
Black & Sawyer, 1995Litt & Cuskey, 1984; Sapiro et al. 1997. The
primary argunent made by some child health and development researchers
for excluding paediatric patients under 10 yeathat younger children
struggle with some healitelated terms and are more likely to endorse
extreme responses on a Likert scale format, hereasing the inteai
consistency of responséasgjjanic et al., 1975 Rifkin et al, 198; Shapiro
et al., 1997. However, a numbef those studies (e.g., Herjanic et al.,
1975 Rifkin et al., 198) and othersd.g.,Bush & Holmbeck, 1986;
Chesney et al2005;Heary et al.n. d) that included children as young as 5
or 6 years have achieved sound levels of internaistancy (i.e.alpha =
.86, Chesney et al., 200&lpha = .78, Heary et al., n; dlpha = .89, Rifkin
et d., 1989, interrater relability (e.g., 89% agreement, Herjanic et al.,
1975, and testetest reliability (e.g., Peson correlation = . 4076, Bush &
Holmbeck, 1985 There is no reason to expect that Australian children
would not produce research results with these levelsliability.

Fewer studies have examined the ability of younger children to
discriminate between different aspects of a paediatric service, but of those
that have, discriminant vality has been reported (e.Biizer et al., 2012;
Heary et al., n. dPdander 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 asephn
an ageappropriate manner

A key argumentfor @ WDLQLQJ \RXQJHU FKLOGUHQYV IH
health care experiences is the lack of research focussing on this age group.
Calls for more research with yoger children have been madaréper,
1997;Draper & Hill, 1995;Lindeke et al., 2006; Lindeke et a2009 and
studies have found that younger children experience {Eages et al.2002;
Tates & Meeuwesen, 2000) and evaluate (kigdeke et al., 2006;
Simonian et al., 1993heir health care differently twder children. This
compoundedhe needor further research into the health care experiences of
younger children.

Purposefutonvenienceampling was used in the presstudy.
This is a form of nofrandom sampling thatmbines purposeful and
convenience sampling wheresetting, group, oindividuals are
purposefully targeted due to their characteristics which align with the
research question(s) being investigated. Participants are then selected from
WKLV IUDPHZRUN EDVHG RQ ZKR LV 3DYDLODEOH DGQ
WLPH" 2QzZeX@Héddeh, 2007, p. 114). ThWW XG\TV DSSURDFK WR
sampling was purposeful in that families wiiere the recent recipiesf
specialist paediatric surgical care were targeted. The site at which the
sample was targeted was at gaediatric specigt VX UJHR QWher& OLQLF
WKH VXU JjaiR §t§nded Ioire and poeérative consultationdn
some studies, the time period during which data collection occurs can
influence the sample of participants recrujtetlich 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 postperative followup consulationwas approacheand
familieswho were available and willing to attend an intervesvd take a
guestionnaire home to completere recruited as participants. These

participants were also given a questionnaire to take home and return by
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mail. Some fanties were unable to attend an intervidwt agreed to take a

guestionnaire home to complete and return by mail.

Participants

The total number of participanits the interview and questionnaire

phases of the study is seernlable3.2 To determine th overlap of

participants involved in the questionnaire and interview phases of the study,

the total number of participants who completed both arvigw and a

guestionnaireés converted to a percentage, indicating a 42.4% overlap in the

samples acrosoth studies. The participant overlap for the parents of

younger children group, the parents of older children group, and the 5 to 10

yearold patient group were 47.7%, 40.7%, and 28.8% respectively.

Table3.2

Total Number ofStudyParticipantsby Phaseof Studyand Participant Group

Participant Group Interview Questonnaire Interview and Total
Only Only Questionnaire

Parents of Younger Children 41 61 93 195
(Under 5yearsold)

Parents of Older Children 26 25 35 86
(5 to 1Byearsold)

Paediatric Patients 8 39 19 66
(5 to 10yearsold)

Total 75 123 147 347

The gender breakdown of parents and children in the questionnaire

and interview phases of the study is seehable3.3.
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Table3.3
Gender Breakdowaof Study Participants biyhase of Study and Participant Group

Participant Group Questionnaire Interview
Study Study
Male Female Male  Female
Parents of Yunger Children 2 152 7 131
(Under 5yearsold)
Parents of Older Children 2 58 3 59

(5 to 10yearsold)

Paediatric Patients 38 20 20 7
(5 to 10yearsold)

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 participatedhe interview study, 3df the older
childrendeclined to participate.

Total number of parents that participaia the interview study exceedd#t total

number of participating familieg.e., n = 195pecause in 5 cases, both parents
contributed to the interviews and are thus shown here.

As seen ifTable3.3 a much arger proportion of male children were
recruitedin the studydue to the higher rate of male children requiring
surgery for minor structural issues, thus dictating the gender imbalénce
the sample. These surgeries includedection for inguinal herngaand
pyloric stenosis, the prevalersa which are much higher in male children
WKDQ IHPDOH FKLOGUHQ -HQNLQV 2Y'Z\HU
Conditions also included cryptorchidigemdescended testiahd
hypospadiagabnormally placed opening tife connective tube froitine
bladderto the genitalg both of which only occur in mad€Toppari,

Virtanen, Main, & Skakkebaek, 2010). Also notable is the much higher rate

of female paremstwho participated in the study.

OC
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Statistics were conducted to contimr sample bias based on
demographic variables know to influence patient satisfaction levels. Please
see AppendiB for those statistics.
Various opinions exist regarding sample sizes adequate for factor
analysis. Some rely on estimates based onuh#er of cases per
guestionnaire item used, which Hair, Black, Babin, and Anderson (2010)
WHUP D pYDULDEOHY JLYLQJ D PLQLPXP UDWLR RI
WHUP pYDULDEOHY KRZHYHU KDV EHHQ JLYHQ DQR'
and Fidell (2013) whoefer to the term as an underlying concept being
measured by a number of indicatdirs., a number of questionnaire itéms
This number of underlying concepts forms the construct under investigation
in a factor analysis and is considered a variable. drabek 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 stuidiyquestion (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 perceptionaref 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; cdioiation and continuity; efficiency;
IDFLOLWLHY DQG SK\VLFDO HQYLURQPHQW DQG DF
VLIH PHHWYV +DLU HW DO 1V FULWHULD RI ILYH
DQG H[FHHGVY WKH VDPSOH VL]H UHFRPPHQGHG E\ 7
(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 tesepiperceptions 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 & Filell, 2013), the item to cases ratio was 1:5, equivalent to

+DLU HW DO ¢V PLQLPXP UHFRPPHQGHG UDWLR
review and resulting theoretical framework, five underlying concepts were

included: interpersonal skills; communication amigrmation; competence

and technical skills; childriendly facilities; and access. The ratio of cases

WR XQGHUO\LQJ FRQFHSW ZDV H[FHHGLQJ 7DED
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 thatuedled 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 multipleegression 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 varidtde 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 @proval wa obtained from the Human ResdaEthics Committee of
the University of NSWthe institution in whiclthe researcher wasnrolled at the

commencement of the study2004(approval numbed52949.

Procedures Implemented in the Event of Psychological Biress

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 refleabimgheir surgical experience
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whether or noa preexisting issue was present. Participants were informed that

support would be provided in the unforeseen event of anything presenting. The
telephone numbers of theids Help Line and the Australian Psychological
6RFLHW\YV U Hweétdgoobided\OoRKUH VRAHXEAENEtMN sheet for
SDUWLFLSDQWY WR FRQWDFW LI UHTXLUHG )ROORZL
supervisor, Dr Julie Thacker, contacted the agencies to formally brief them on

this project.

Potential Benefits of Participation

Patiens mayhavereceival psychosocial benefits from participation.
Patients and their parents mlagveappreciatd the opportunity to express their
ideas and evaluations of their surgical care. Respondents mdaeaéso
appreciatd participating in researcthat should help future medical practice.
Patients needing additional surgery nadégobenefit from improvements

resulting from feedback generated by this study.

Nature of Participants

,Q WKH UHVHDU F K HtddsvrgédrHvasongideredsab H G L
associate inhat ther patients (and their parents) nealdp the pool of
respoments and theurgeon gavéhe researcher access to thosepés. This
therefore presentdtie potential for improper influence to be exerted upon the
participants by the sgeon ortheiradministrative staff. As a protective
mechanism, the surge@nd administrative staff weeskedo refrain from
communicating witlthe respondents about the study (apart from the recruitment
procedure outlined here).

Ethical Issues and Rrticipant Recruitment

The recruitment of participants waga administrative staff to prevent
any potential conitt of interest that surgeanay havehadin promoting
recruitmen. This ensured thalhe research wasdependent of any treatment
outcone. In addition, the surgeandthear administrative staff hagrofessional
interests in contributing to the validity aneliability of the datawhich provided
an additional reasdior themnotto exert inappropriate influence on the
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researcher or thresearch. The surgeon and their administrative staff complied
with professional codes of ethical conduct as outlingtdleénAustralian
Psychological SocietyAPS) andNational Health and Medical Research Council
(NHMRC) guidelines.

An information letteioutlining the project (seAppendixC) was sent to
parents prior taheir 1-week followup consultation with the surgeon to inform
them of the study. The letteutlined what wa involvedin participating and
statel that the surgeon woultbt be privy towhich oftheir patients would be
participatingin the study nor to any of the data collected as part of the research
process.The project was therefofally disclosed to patients barfe their arrival
to the surgeoffi V F Olhf@rhation flyers(seeAppendix D) wereclearly visible
on arrval to the surgeofi V F ORafght$ of patients I@earsold and under
interested in participating weggven theinformation sheefseeAppendixE) by
theadministrative staffo read On agreement to participafgyrents were
instructed to sign a consent fofseeAppendixE) giving the researcher consent
to record the interview resporss@a short hand Parents of pécipating
children were alssnformed that their childfiaged between 5 and -}@arsold,
was irnvited to participate by completing a chddestionnaire (se&ppendixF).
Parents wereaformed that signing the congeorm also gae their child
permission to complete the child quesnhaire. Participants weggven a
guestionnaire packadgseeAppendix G for parent questionnaiy¢o te&ke home
and complete within 2 to @ays of their return home.

All participating parents welieformed of the ability to withdraw from
the study at any time without repercussion antldhanformation sheet for thre
retentionwasincluded in the questionnaire packagdfarticipants were reminded
that the study was independent and ttainformaton provided by participants
would be communicatetb thesurgeon.This should have prevented social
desirability bias g paricipants. Participants weranformed on the information
sheetthat arevocation of consent form woukg included in the quashnaire

SDFNDJH ZKLFK WKH\ FRXOG FRPSOHWH DG VHQG WR
any time.

Parents of children toooying to participatéchildren under 5/earsold)
wereapproached to participate antarticipating parents wetiaformed that
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return of the cormleted parent questionnaire woldd taken as evidence of their
consent to participateAfter written consentvas obtained, participants were
introduced to the researcher for therBhute semistructured interview.The
sami-structured interviews welttgeld in a vacant, discretely located office spac
RQ WKH SUHPLVHV RIoW & Miew Xfdthét Rtierisvand Out Qf L F
sight and hearing range of treatment.

The researcher wawailable at the clinic ifequired. If absent, the
surgeorf V [nStRative staff wereble to contact the researcher by telephone

for an immediate discussion orgohedulean onsite discussio@t the clinic.

Confidentiality of Information
Participants weraformed that any identifiable information they
provided would be kept confidential and woudé dsclosed only if participants
gave their permission or as reged by law. Participants ere informed that
consenta participate in the study woultk taken by a) completion and return of
the parent questionnaire, and b) written cohf®m parents which would
permittheir child to complete the @l questionnaire andgomitthe researcher
to interview the parenDQG UHFRUG SDUHQWTTV. HbMESER QVHYV YLD
it was a possibility thaa situation mayavepresentd making it necessary that
information be passed on to someone not directly connected to the praject
participants werdc QIRUPHG RI WKLV SRVVLELOLW\ LQ WKH SU
(seeAppendix B.

Data Management and Dissemination
Completed questionnaires and samictured interview data were
retained at te School of Medicine (Gold CoaS8ampts) Griffith University.
The researcher and supervitotd copies of the data fdnéir own research.
This protecedthe investigators from allegations of falsificatiof data and
FRPSOLHV ZLWK HWKLFDO UHTXLUHP HKHipregny RI WKH UH\
XQLYHUVLW\TY HWKLFV SURWRFROV
Dataremairs confidential. Data when presented for publication will be
in group format in an unidentifiable form. All information from each parent

child pair waggiven the same ID number to maintain links betwessheiece
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of data from the same parettiild participant pair.The surgeomndther
administrative staff did not hawcess to the pareahild ID number.

All files werelocked in a filing cabinet in a locked office. Thagigh
access to the key wetiee proedVfV VXSHUYLVRU DQG UHVHDUFKHU
access wapassworeprotected Questionnaires and sesstructured interview
data will be stored for 7 years fraime date of publication and then shredded
Signed consent forms will be retained foyears 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 partipants should they contattie researcherParticipants were

advised of this option in writing on the information sheet.

Instrument development
Paediatric Surgical PatientEvaluation Questionnaire(Parent Form)
The parent form of the paediatric surgipatientevaluation
guestionnaire waan adaptation of the daurgery patient questionnaire
designed by UK researchers Black and Sanderson (1993). Their test instrument
was used to initiate a national comparative audit in thgRIKck, Petticrew,
Hunter& Sanderson, 1993 Interviews with parents of paediatric surgical
patients were part of its item generation procésss establishing content
validity (Black & Sanderson, 1993
The instrument contains both open and closed questions and covers
patiert sociecdemographic characteristics, events experienced before and during
admission, clinical management during and aftegery, patient health status,
and outcome of the opdian (Black & Sanderson, 1993Black and
6 D Q G H UV R Questionnaire ithe only comprehensive measure designed
with and for patients in the dapurgery context. The content and design of the
BlackaQG 6DQGHUVRQ TV itself Wl fonuBeHQNM tide A@sBalian
public health care system. In contrast, the desidgiSoinstruments for patién
KHDOWK FDUH LV GU L YtHv@ehéaliti Kdre syBtefpapdafoy D O O
Hill, 1995 %ODFN DQG 6DQGHUVRQTV IRFXV RQ DVVHVVL
issues before admission, during admission and after dischargessatne
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wholeepisode of care which parallddstter with the experiences Atistralian

public patients (Draper & Hill, 1995 No factor analysis or internal consistency

calculations were included the publicationRI % ODFN DQG 6DQGHUVRQYV
testinstrument.

Additional item content wasxtracted from published qualitative data
(Callery & Luker, 1996; While & Wilcox, 1994)n parents of paediatric day
surgery patientsltems were alsadapted from published parent questionnaires
constructed for pakatrician consultations (Deisher, Engel, Spielholz &
Standfast, 1965; Lewis, Scott, Pantell, & Wolf, 1986; Seid e2@0]). Other
items wereadapted from instruments developed for parent satisfagiitn
child hospitalisation, includinthose by Bragdittir and Reed (2002), Sawyer
and colleagues (1996), and Budreau and Chase ) 1&%d satisfaction with
paediatric daysurgery care frornthe instrument constructed by Graham and
Dawson(199]). Item content was alsalapted from test instruments ting
reseachersPenchansky and Thomas (1984nd the qualitative findings of
FRXQWU\ S 2iéncedQuicdMriBentl8y (2001 Keleher and Ellis (1996
and Veitch et al. (1996)All these studies investigated the importance that
patients place on the @ssibility and availability of health care services.

Questionnaire content was alsased on surgemelated events such as
vomiting, bleeding, nausea, pain and distress that may aftendischarge.

The itemsrequiral yes/no responses to the list afsgible events in the first
week after discharge.

The parent questionnaire was split into 10 chronologigaitiered
sections to more easily orientate participants, and included: demographics (13
items), preparation and travel associated with the hosisiaf19 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 dischémga hospital (11 itemshfter
discharge care (4 items), access to the surgical service provided (3 items), and
overall views of the care received (10 items). The cleseted items had
various response formats including nominal, ordinal, and interval response scale
formats. BPEQ (parent form) items based on their relevance to the aspects of
care which emerged from the literature review are se&alite3.4.
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Table3.4
Items from the PSPEQ (parent form) by Aspect of Surgical Care

Aspect of Surgical Care Items

Interpersonal Skills 30f, 30i, 37c, 37k, 371, 37r, 40b

Communication and Information 30a, 30b, 30c, 30d, 30e, 30g, 30h, 30p,31b, 37¢e, 37m,
370, 37p, 40a, 40c, 40d, 40e, 40f, 41a, 41b, 48

Technical Skill and Competence 37n, 54, 55

Coordinaion and Continuity 37s, 38, 40h

Efficiency 37b, 37q, 40g

Facilities and Physical Environment 37a, 37d, 37f, 379, 37h, 37i, 37j

Access 143 14b, 14c, 29, 35d, 39, 49a, 49b, 49c

Overall Satisfaction and Quality of Care 53, 56a, 56b

Note.Please seAppendixG for a full list of PSPEQ (parent form) items

All items relatedo 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-point scale was also uskdre because it has yielded
fewermissing responses compared tpaoint scées and has been rated by
participants as easier to complete (Nagata, ldo, 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; Waray&, H
1988), including surgical patients (Harnett, Correll, Hurwitz, Bader, & Hepner,
2010) and parents of paediatric hospital patients (Ammentorp et al., 2006) have
used a Hoint scale. In addition, thefioint scale was used to allow
comparisons to be awle 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 questionaire item. The largest proportion of questionnaire items included a
UHVSRQVH VFDOH UDQJLQJ IURP pH[FHOOHQWY WR uS
frequently used in patient satisfaction questionnaires with adult hospital patients
(Cleary et al., 199Zlever et al., 2008; Ware & Hays, 1988) including surgical
SDWLHQWYVY +DUQHWW HW DO 7KH phHIFHOOHQW
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centre point has been found to elicit a greater variation in responses that are also
OHVV VNHZHG FRPSIMVDMAWRHGILWR pKLIJKO\ GLVVDW
(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 preseiseven 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. Threeesjd questions
were included in the questionnaire asking for any feedback participargs h
regarding the care they received. One of the @eled items was placed at the
start of the questionnaire to obtain (theoretically) uninfluenced feedback.

Another similar operended question was included at the end of the

questionnaire, in the evetitat an issue or experience was prompted by
guestionnaire completion that had not been addressed in the questionnaire items.
Finally, the last opeended questions asked for any feedback, positive or
negative, regarding the appropriateness of the quesiienitself. 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
guestionnaire for future use.

The demographic questions that were inclugede 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
theresponse rate of participants. The rate of item response is generally higher in
closedended items (Denscombe, 2009; Kwak & Radler, 2002). Research has
also demonstrated that posing demographic questions in arengded response
format results in a loar response rate compared to using the cleseleéd
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 statisticdlaiza Thus, by the inclusion of
closedended demographic questionnaire items, matching of participants on

demographic variables in the MANOVA statistical analysis was made possible.
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4XHVWLRQQDLUH RQ &KLOGUEIQIROr:mIXUIJHU\N LQ +RVSLW
Thechild version of the paediatric surgical ieat questionnaire, which
was designed for this studgmairedsimilar in content to the parent version but
with the vocabulary kel and wording of items beirapdapted from published
child questionnaires. Specificodels includd WKH &KLOGUHQYV +RVSLWD
Evaluation Quesonnaire (CHEQ); Heary et ah.d) designed for hospital use
with paediatric inpatients; the Child Satisfaction umnaire(Rifkin et al,
1988 GHVLJQHG WR DVVHVV FKIUQ &paet@tfisar S 860l dFHSWLRQ
the Child Survey designed to assess paediatric satsfagiih emergency room
care (Magaret, Clark, Warden, Magnussen, & Hedges,)20l0#& content
validity and reliability of those measures have been derived from interviews
with children as part of the itegeneration and design process in the
preliminary study.
As part of the preliminary study, op@mded questions askbdw the
measures could be improved, what aspects of care were patrticularly positive and
what experiencesoald be improved upanRespondents were alasked 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\wasadopted for botlparent and child measures. A pictorial
accompaniment to the response format similar to the Wongaler (1983
pain scales weracluded in the pilot of the child instrument. Painlesabased
on a series of happp-sad faces, have been used previb(usWR HOLFLW FKLOG
levels of satisfaction wlit their emergery room care (Magaret et al., 2002
despite there being no psychometric properties for the scale within the context of
satisfaction. A similar 3-point happyto-sad faces scale has been ipnglarily
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&., 2®M9). Robust preliminary psychometric
properties have ben reported (Pelander et al., 2D09
The questionnaire in this stughas given to 1@arentchild matched
pairs from various metropolitan and regional hospitals, to establish construct
validity and internal consistency prior to the main study. Pridneo t
preliminary and main studies, feedbaodmh draft questionnaires wasught
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from academicssurgeonsand other méical practitionersnvolved in the study

as part of the design process, thus contributing to the content validity of the
guestionnaire.n 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 feedbdaents of younger

children gave feedback on thentent 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 ckalppropriate language
(expression and vocabulary) typical of Australiaridriein. Other feedback

included the thoroughness of the survey in including questions that captured the
relevant issues and aspeof care important to parentsn®©parent of an older

child particularly liked the faces scale used in the child form.

The FKLOG TXHVWLRQQDLUH LQFOXGHG LWHPV Ut
experience with the paediatric surgical care provided. The questionnaire
comprised items with nominal, ordinal, and ofrded response formats. All
items evaluating the care provided weneao5point scale. Fivgpoint scales
have been used with children in a variety of health and satisfaction contexts,
such as healthrelated quality of life Varni, Burwinkle, Seid, & Skarr, 2003
satisfaction with paediatrician care (Rifkin et al., 198n3 student life
satisfaction (Seligson, Huebner, Valios, 2005). -point scale was also used
because of the heavier cognitive load involved in the use gfant scale.

QCSH (child form) items and how they relate to the aspects of care that emerged

from the literature review are seenTiable3.5.
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Table3.5
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

Oveall Perceived Quality of Care 35, 36

Note.Please seAppendixF for afull list of QCSH (child form) items

Four operended questions were included in the questionnaire and
related to any feedback regarding care received. The-epéad items
DGGUHVVHG WKH 3ZRUVW WKLQJV"  DERXW EHLQJ LQ K
being in hospital, and what would have made the time in hospital better. The last
openiended question was dated 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 feedbacknfmarticipants 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., Knd®®0). 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 thiegreda
WKH ODEHOV PD\ YDU\ DPRQJVW UHVSRQGHQWYV W K
of any information captured by any scale falls somewhebeiween the
GHILQLWLRQV RI RUGLQDO DQG LQWHUYDO GDWD" 'DlI
The main incenve 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 statistal analysis (Norman, 2010Y.he 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 facilityyasan indepenent variablan this
study Measuremericcurredvia a questionnaire iterV XFK DV 3,Q PLQXWHYV
how long did it take you to get to the surgical facility? Please include any
waiting times at airpas, bus terminal etc. If you stayed overnight near the
KRVSLWDO EHIRUH \RXU FKLOGTV VXUJHU\ SOHDVH L
you stayed to the hos@tO~ $ VL P L OD ldsked ebdrdssimyGheibne
taken to return home from the hospit®esearch has indicated that travel time,
rather than distance travelled, correlates with patient satisfaction, lewtls
the access aspect of cgF®x & Storms, 1981; Pascoe, 198®ther studies
havealsoused travel distare as an independent vail@lpAitken & Hathaway,
1993, but the utilisatiorof aerglane serviceby participants caacts as a
confound by decreasing travel time, hence decreasiugltdemands.
Therefore, travel time, rather than travel distance is used in this study.

ComparisRQV EDVHG RQ SDWLHQWVY WUDYHO WLPH Z

(travel time of less than 90 minutes emay) and distant (equal to, or greater
than 90 minutes oreay) groups.A threshold o©0 minutesvas used in this
study to delineate local from distaamiliesbecausét corresponded witkthe
approximate length of time it would take to travel 100km, which is the
eligibility criteria for Australianstategovernmenfunding schemes that
financially assist travellingatients. Although the threshold \esifrom state
to state (Department of Health Victoria, 2009; Queenslaradtije2009), the
highest statéhreshold(i.e., 100km Department of Health Victoria, 2009;
McGrath & Seguerra, 200Was adopted in this study. This threshold also
aligns with prelousAustralian Gordon et al. 2009 and CanadiafYanzi 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 ihede surgicaparent and childwaluations of
the process and outcome of surgical care. Consass&ssed outcomes of
surgical care are increasingly being recognised and included in clinical audits,
alongside clinicallyderived oticome measures in the adult (Wright, Chambers,
& RobensPDUDGLVH DQG SDHGLDWULF 6KHDKDQ
literature. Focussing on higlolume, daycase, routine surgical repairs (i.e.,
children with no other morbidities) will control variations in illness severity. As
outlined byRudkin, Osbene, and Doyle (1993a rigorous process is used to
select candidatesr day-case surgery, which wille used to advantage here.

Patient satisfaction waseasured via parent and child ratings on a
paediatric surgical patient evaluation questionnairetadapom the daysurgery
patient questionnaire designed by UKeashers 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 continuitigewill
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 invagted and findings are mixed (Brown & Lumley,
1993; Hall & Dornan1988a, 1988b; Tucker & Kelly, 20p0Although 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 sedisfith services receivedphen,
1996;Sorlie et al., 2000Zapka et al., 1995

Data Analysis
In phase 1 of the study, the parent and patient questionnaire data was statistically
analysed to answer research questiefis After data was screened fierical entry
errors and values outside the expected range, missing values werectmdied by
reviewing the questionnaires. Negativagrded items were reverseored and
descriptive statistics were calculated to determine how parents and patiesisqd
the various aspects of paediatric surgical darece variables were transformed to
normality, principal components analysis was condudteprovide a preliminary

assessment of the factorability of the data set and to determine the approximiage nu

29"
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of factors that should be retainellxploratory 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 naate e
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 soci HPRJUDSKLF YDULDEQG#HMNWalH J SDUHQW
KRXVHKROG LQFRPH DQG SDUHQWYV HGXFDWLRQDO OHYH
perceptions of care to control for these influences.

In the second quantitative phase of the study, the factors generated by the parent
guestionnaire data were enteredraependent 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) ovesiksfaction 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, sestructured interview data were analysed using a
combinaion of grounded theory and content analysis to answer research questibns 7
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 intercoder reliability between the researcher and a second coder. The
remainng 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, teationships 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 relatibips 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 accuratsedflecting the perceptions of individual

participants. In this way, the validity of the theoretical structure was established.

Phase 1Quantitative
Data Collection

A total of 214parent questionnaires and 58 patient questionnaires were
completed ad 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 B familiesdeclined to participate and 248reed to participate and took
guestionnaires to complete at hqriet 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®M

The reruitment of participants for both phase 1 ahdge 2 of the study were
via administrative staff at the clinic of the participating paediatric specialist surgeon.
Thus, the same pool of participants was usethdth phases of the study. Prior to data
collection, tvo halfhour information sessions weheld for administrative staff close to
WKH WLPH RI WKH SUR Nih¢ Faargitverft & pdrtidiahts 6teL@ad
1-week postoperativelyThe 7Zday timeinterval is commonly chosen to maximise the
responsiveness of patients, who may be too ill to respond any earlier (Walker &
Restuccia, 1984). A-tveek interval also minimises the influence of memory decay on
recall. An information letter outlinig the poject (seéAppendixC) was sent to parents
prior totheir 1-week followrup consultatiowith the surgeon to inform parergsthe
study. The letteclearly outlinel what wa involvedin participating andtatel that the
surgeon woulahot be privy to whib of their patients would bearticipatingin the study
nor to any of the data collected as part of the research prodessroject was
thereforefully disclosed to patients barfe their arrival to the surgedniv FOLQLF
Information flyers(seeAppendixD) wereclearly visible on arxial to the surgeofj V
clinic. Parents of patients Iykarsold and undethat weranterested in participating

weregiven aninformation sheeto readoy administrative staff.
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On agreement to participaggch participatig parenteceiveal a questionnaire
package containing separate pafsee AppendixG) and child(see Appendi¥)
questionnaires, information sheése AppendiE) and postage prpaid envelopes.
Parents of paicipating children were alseformed thatheir child, f aged between 5
and 10yearsold, was invited to participate by completirggchildquestionnaire
Parents of children too young to participédbildren under 5/earsold) were also
approached to participate. Participants vggven a qustionnaire package take
home and complete within 2 todays of their return home. llAparticipating parents
wereinformed of the ability to withdraw from the study at any time without
repercussion and that an information sheet for tteeratain wasncluded in the
guestionnaire packagd.o preventsocial desirability bias in questionnaire responses,
paricipants were reminded that the study was independent anabtivgformaton
provided by participants woulde communicatetb thesurgeon.Particpants were
informed on the information shetéit arevocation of consent form wouls included
in the quesbnnaire packageZ KLFK WKH\ FRXOG FRPSOHWH DQG VHQG
supervisomat any time.All participating parents wern@formed that rettn of the
conpleted parent and child questionnaires wdagdaken as evidence of their consent

for them and their chiltb participate.

Postal Questionnaire Format

A postal questionnaire format decreases the tendency of acquiescent
responses, whicare more likely to occur if a fage-face method is used
(Walker & Restuccia, 1984). Postal questionnaires also provide complete
assurance of confidentiality and anonymi@po(tis & Lacey, 1996Walker &
Restuccia, 1984), which is particularly valuedrbgal and remote residents
(Draper & Hill, 1995).

Researchers conducting consurngented 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 f(Dthper & Hill, 1995).

Service loss may also be of particular concern, if patient opinions are disclosed
(Cooper & Jenkins, 199@raper & Hill, 1995). Due to these anonymity and
confidentiality issues, families living long distances from care are under

represented in patient evaluation surveys. Thereplirt 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 povide 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 selfeport measure, thosena 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 Saeening

Data from the questionnaire was statistically analysed to address
research questions@l, and was entered into the statistical software program
PASW 17 for this purpose. Results are presented in Chapter 4, and the methods
and statistical treatmentised are presented in this chapter. Data was scanned
for clerical entry errors, values outside the expected rangeniassthg values
were doublechecked by reviewing the questionnairégegativelyworded
items were reversscored before further analgsvas 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 Chdpter

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 thery 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; TabachnickRidell, 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., Betdr & Kano, 1990; Tabachnick &idell, 2013) have arged 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 wthin each variable compromises the clarity of the generated underlying
structure (Costello & Osborne, 2005; Tabachnick & Fidell, 2013). In contrast,
PCA does not patrtition off the error variance or the variance within each
variable during analysis ands 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 includragables 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.
WHPV ZLWK RU P RU lfespdnRed/w#rs 8rappedDren® H |
the analysis to enhance applicability of the items fggeendix Hfor dropped
items). Seven of the 57 patient satisfaction items (12.3%) in the PSPEQ (parent
form) met the nofresponse criteria. This is a practice commonlypéetb when
constructing questionnaires on patient perceptions of health care quality
(e.g., Harris, Swindle, Mungai, Weinberger, & Tierney, 1999; Rao, Peters, &
BandeerRoche, 2006). Five of the remaining items (8.8%) had one non
response (i.e., left bl&h All items with their proportion of missing values
ERWK pl1RW $SSOLFDEOHY UHVSRQWVADPNENDIQHE EODQN LV
7KH WRWDO SURSRUWLRQ RI PLVVLQJ YDOXHV LQFOXC
and items left blank was 4.6%, which is viewedhe literature as a low
proportion (Raymond, 1986; Schafer & Graham, 2002; Tsikriktsis, 2005). No
LWHPV RQ WKH 4&6+ FKLOG IRUP KDG RU PRUH p1
so all child form items were retained. The proportion of missing values in the

factoranalysed items of the QCSH (child form) was 5.4%, which included 4
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EODQN LWHPYV 7KH UHPDLQLQJ PLVVLQJ YDOXHV ZHUL
Please see Appendix | for details.

Factor analysis requires a complete data set, otherwise cases with
missing values are dropped from the analyseii(Et al., 2010; Tabachnick &

Fidell, 2013). Retention of cases is of particular importance in factor analysis
studies because of the large sample size requiraid éHal., 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 methodf dealing with the missing data will produce similar results
(Hair et al., 2010; Tabachnick Bidell, 2013). With items that include 5% or
more missing cases, it is recommended that cross tabulations be conducted to
determine whether cases with missuadues 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 iteith &% or more missing
FDVHV $00 FDVHV ZLWK PLVVLQJ YDOXHV ZHUH DVVL.
PLVVLQJ YDOXHV ZHUH JLYHQ D 3"~ ZKLFK FUHDWHG W
Independent samplegdsts were then conducted on items with missing and non
missirg 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
guestionnaire research (Raymond, 1986; Schafer & Graham, 2002; Tsikriktsis,
2005). Complex statistical models may be used to impute -om fitlissing
values and are used in medical research, such as in the assessment of drug
efficacy and other highisk interventions (e.g., Mallinckrodt, Lin, Lipkovich, &
Molenberghs, 2012; Maa & 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
guestionnaire measures a single concept withiphelitems (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 m#an and
exploratory factor analysis+@n to confirm the initial factor structure.

,Q WKH SDUHQW GDWD VHW WKUHH LWHPV
overall perceptions of care were not included in the factor analysis as they were
likely to correlde 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 aralidated 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 rogspondentthat suggested several issues with
interpretability and applicability of the item, which required modificafsse
AppendixG for full list of preliminary questionnaire items). A total of 46 items
were included in the initial exploratory factor analydis the child data set,

13 items were included in the initial exploratory factor analysis.

Transformation of nomormally distributed variables was done before
conducting exploratory factor analysis because skewed variables may weaken
the resulting faar structure, therefore decreasing its interpretabilityir(etzal.,

2010; Tabachnick &idell, 2013). Furthermore, the factor scores generated

from the factor analysis were later entered into a MANOVA and included in
multiple regression analysis, bothwilfiich require variables to be normally
distributed as part of the assumptions associated with these statistical procedures
(Hair et al., 2010; Tabachnick &idell, 2013). On inspection of the variable
properties of the parent data, approximately 68¥hePSPEQ (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 childaeticydarly
in studies using Likeftype scales (Chambers & Johnston, 2002; Rblaeies
& 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 sca@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 analyseaving 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 trafmations for negatively skewed data required
UHIOHFWLQJ WKH YDULDEOHYV GLVWULEXWLRQ WKXV
the transformation, and thenmeflecting the variable back to its original
negatively skewed distribution éit et al., 2010Tabachnick &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 gesremdti
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.
7R DFKLHYH WKLV WKH pGHOHWH FDVHV SDLUZLVHY V
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 droppefilom the analysis, resulting in correlations based on
different pairs of cases (Hair &t, 2010; Tabachnick &idell, 2013). While
this is a heavily criticised approach to dealing with missing values in a main
exploratory factor analysis studydH etal., 2010; Tabachnick &idell, 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 casesnise 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 &dtdr 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 (Haet al., 2010; Tabachnick &idell, 2013), but were retained
during the preliminary analysis because imputation of misshges 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 wéound and FA was then
conducted on the complete data s&fprinciple 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 agpyeoxim
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, H#€ipg Valimaki,

& Kim, 2007).

The inital step in the PCA was to assess the factorability of the data set
by determining KaiseMeyerOlkin (KMO) measure of sampling adequacy and
%DUWOHWWTV WHVW RI VSKHULFLW\ 7KH .02 VWDWL\
correlations between the variabkesd 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) DREIWOHWWV WHVW R
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 significanbmec
(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 extraon 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 produeedeay similar across
the different extraction techniques after factor rotation, ifoedbre (eVaus,
2002; Tabachnick & Fidell, 2013). Ultimately, the factor extraction technique
that best fits thelata is generally recommende@Yhus, 2002; Tabachok &
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, gechnique where initially extracted factors are
rotated to yield more meaningful factqdeVaus, 2002; Tabachnick & Fidell,
2013), was used in this study because it produced the most logical and
meaningful factor structure. Varimax rotation has beenrihestas 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 the resulting factor structuregdaus, 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 factBor 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 sdtected
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
factar loadings of less than .32 and were dropped from the analysis, as is
standard practice @ir et al., 2010; Tabachnick Eidell, 2013). In the child
data set, one item (item 28) had a factor loading less than .32 and was dropped
from the analysis. Bothalyses were then-mn 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 allowHertstatistical 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 fo
generating factor scores, known as summated scale scores, is to manually
calculate the mean of the items that load on each factor (DiStefand% Zhu,
Mindrila, 2009; Tabachnick &idell, 2013). However, this method does not
retain the information that fgrovided 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; TabachnickR&dell, 2013). Thus, such an approach

may not retain the validity of the factor scores by not accurately capturing the
factors. In contrast, computer softwayenerated factor scores maximise

validity by retaining the strength of the loading of items on its correspgndin
factor. The AnderseRubin method (DiSteino 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 variablesmultiple 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 gloe samplespecific
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 simmate
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 analys. The four factors were found to be multivariate normal on
PASW 17.

MANOVA

A oneway MANOVA was used to assess differences between local and
distant families on the PSPEQ (parent form) subscales generated by the
exploratory factor analysis. The 39tdist 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 incomedeself
health status, and type of facility attended (public vepsivate). 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 ovall 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) overallistction 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 ,Saffgeons, 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 mairisonisic
of standard multiple regression is its inability to control for shared variance
between the independent variables which can potentially lead to inaccurate
conclusions (Hia et al., 2010; Tabachnick &idell, 2013). This potential
weakness of standardgression 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 described here, establishing the

validity and reliability of a questionnaire instrument is essential. The content
YDOLGLW\ RI DQ LQVWUXPHQW FDQ EH GHILQHG DV Wt
RI LPSRUWDQFH DUH UHSUHVHQW,IH.G@3)QThEKH WHVW"  *
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 16yearold relatives of the supervisors and project advisors.

The pretest allowed for refinement of item wording and the addition of items

based on feedback fromtieKLOGUHQ DQG WKH H[SHUW SDQHOYV
patients. Thus, the content validity of the instruments were enhanced prior to

the pilot test.

)DFH YDOLGLW\ LV GHILQHG DV WKH HIWHQW WR ~
perceive that the testisav@li PHDVXUH~ *UHHQZRRG S
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 heve, QFH SDUWLFLSDQWVY SHU
the questionnaire are likely to influence the responses given, e.g., the number of
nonresponses. Adding to the importance of establishing face validity is the
selfreport postal questionnaire format. Any negative gm@ions of the
guestionnaires 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 hae recently encountered a stay in hospital for a minor structural
paediatric surgical procedure. The pilot test incluti@garents of children
under 5yearsold and an additional 10 parents along with tkhkildren who
were aged 5 to X@earsold. Thusthe 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 validityLV WKH H[WHQW WR ZKLFK 3WKH WHVW
VXSSRVHG WR PHDVXUH™ *UHHQZRRG S ([SC
was conducted on the items of the PSPEQ (parent form) and the QCSH (child
form) to establish construct validity, thatike extent to which the
guestionnaire 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 regresens 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
UHOLDELOLW\ LV 3SWKH df[avida3we gRsZKdommowW KH LWHPV
FKDUDFWHULVWLF" $URQ S$SURQ &RXSV S '.
FRQVLVWHQF\ UHOLDELOLW\ &URQEDFKfVY DOSKD ZDV
generated by the exploratory factor analysis of the PSPEQ (parent form) and
QCS+ FKLOG IRUP LWHPYV 7TKH &GURQEDFKYYV DOSKD UF
Chapter 4.

Phase 1Qualitative
The Qualitative Paradigm

$ SDUDGLJP LV D VHW RI EHOLHIV RI SULQFLSOHV WKL
YLHZ" *XED [/LQFR O QQuantitati@puristscommonlyargue principles
that correspond to whéa often termed thebjectivist,positivist or pos{ositivist
paradigm(Schrag, 1992) including the belief that social phenomena should be treated in
the same way as physical pherena. Namelythe social science reseaer must
remain objectivethe 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, qualétive purists, commonliermed constructivist§&Guba & Lincoln,
1994;Lincoln & Guba, 1985)argue that multipleonstructed realities exist, that data
and the collection of it cannot be separated from its time or cojatéxGlaser 1979
that logic is inductive and is theoge generated from specific to general, and that the
researcher and knowledge gained from the field are one and cannot be separated
becausevhat is knowns subjective and therefore the only sourcehat teality is the
researcherGuba & Lincoln, 1994Lincoln & Guba, 198b

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 mphasis is also on hypothesesting,
theory confirmation, counting occurrences, establishing statistical relationships between
variables and generalisations from sample to populaBoad(ey, Curry, & Devers,
2007;Johnson & Onwuegbuzie, 20040 contrast, some of the predominant
characteristics of qualitative research are inductive reasoning, whereby explanations or
theories are generated from the d&aba & Lincoln, 1994; Lincoln & Guba, 1985)
AXDOLWDWLYH UHVHDUFKHUV SRVLW WKDW MiéH 3LQVWUXI
(Johnson & Onwuegbuzi@P04 Patton, 199Pand focuson discovery, exploration,
refining theory,and \"GHSWK GDWD VRXUFHV OHDGLQJ WR H[SODQECL
HMZK\T RI D SKHQRPHQRQ EDVHGsSR&bS & UnsbINF198D QWV Y SHUF
Lincoln & Guba, 1985).As stated by ElliottFischer and Rennie 37KH DLP RI
qualitative research is to understand and represent the experiences and actions of people
DV WKH\ HQFRXQWHU HQJDJH DQG OLYH WKURXJK VLWXD
Qualitative resealtis used widely in various research areash as exploring
automobile accident trauma (Auerbach, Salick, & Fine, 2006);dtidhted primary
medical care (Maltison et al., 2005), and choiaterprenatal detection oéfal
abnormalities (Sandelowski dones, 1996)Health @re,service evaluatiorand health
care policy hae bea particular areaof focus for qualitative researchdesg., Hurley,
1999;Shortell, 1999Sofaer, 899. Since qualitative researassiss in understandig
phenomena by pwiding rich descriptions of events including their contéxése
LPSURYH WKH 3SHULSKB99,pA192) bflaRe@carch &e8) rhaking
qualitative research particularly valuable in the early stages of investigation into a
research topiand br the generation of theoor conceptual frameworkSofaer,
1999).
Qualitative methods have been used in the area of health services and policy
research, to explore and desciitealth care delivery and evaluation fraime
perspectivesf patients (ay., Mottram, 2011), families (e.g., Coyne, 2006), and
clinicians (e.g., Henderson, 20068pualitative research conducted in these areas is
KLIKO\ YDOXHG EHFDXVH LW DOORZV 3SHRSOH WR VSHDN
conforming to categories andterrhsP SRVHG RQ WKHP E\ RWKHUV™ 6RIDH!
p. 1105). One of the aims of thistudy was t@xplore parent$and patient§
experiaeces with paediatric surgergothe use of qualitative methodasbenefcial
because iallowed families to describe and defithe experience from their perspective.
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Qualitative Methods
Choosing a Qualitative Method

When selecting qualitativeresearch methodt, is essential to align it
with answeringhe research question(s) (Johnson & Onwuegbuzie, 2004).
Several oftH SUHVHQW VW Xxs&idfis\soughttd-determiltesT X
perceved efficacies and shortcomingkthe ediatric surgical service provided
to parents and patiertsrough participant description&lthough there are
numerous qualitative methods amdide variation in the recommended rules
and procedures for analysing qualitative data (Rit&hliewis, 2003), the most
notedqualitative methoddescribed in théteraturethat include interviewing as
a method of data collectiancludegrounded theoryelationalcontent analysis,
phenomenology, discourse analysiginarrative analysisThe approaches
examined were limited to those suited to analysing interviewlsetause this
was the data collection method assessed as most suitabtesfeering resarch
guestions 7 and &d which most suitably laithe foundtions for research
questions 9 to 11Each approach and ssiitability in answeringesearch
questions 7 to 11s presentedhn the following section.

The aim of grounded theory is to deberiand explain an experience
from the participan§ perspectivegenerating aich, descriptive anéxplanaory
theory based on the generation of conceptual categories and the relationships
between thenfCharmaz2006; Strauss & Corbin, 1998The groundd theory
approach was assessed as the qualitative methodnmios with research
guestions 7 to lhecause of its focus on the generation of categories and that it
enabled the development of a theoretical structure which illustrated the
relationships bveen the categories generaté€thpturing the experiences of
families who access health care services is known tacbenplex setting which
has within it the complex interaction of concef@sfaer, 1999 This made
grounded theorg particularlyappropiate method to use considering the area
under investigation.

Known asrelational content analysis (Sproule, 2006), both the content
and context of documents are analysed with the aim of identifying themes,
establishing how themes are presented, detargithe frequency of themes and
establishing how the identified themes relate to one another (Robson, 2002).
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Although the grounded theory approach waare aligned with the present
VWXG\TV UHYV Hand was thexpredomibdtméthod ysed frequacy
of themes as they occur in the sanfplened 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 canfirg the central concepts that had
already emergeftom the data. This approach has bk by qualitative
methodologist¢Hill, Thompson, & Williams, 1987; Hill et al., 2005) and
qualitative researchers in hospital cdferéner, Jansson, ¥enke, 2005;
Mottram, 2009, but only once the key conceptave been allowed to emerge
from the data (Corbin & Straus$990). Thusthe recommendations of Corbin
and Strauss (1990) were used to guide the approach taken in using the frequency
of themesas part of the qualitative methodthms study

In contrast to grounded theory, the focus of phenomenology is not
explanation, but detailed descriptions of lived experience and capturing the
SFRQVFLRXV UHODWLRQVKLS” RU SHUFHSWLRQV WKDW
phenomena or object (Sokolowski, 2000, p.Also in contrast to ground
theory isdiscourse analysis whichLV W KH V guagén- RY KD QHH
p.8), WKDW LV WKH ZD\ SDUWLFLSDQWYV XVH ODQJXDJH
inspecifLF FRQWH[WV"™ *ISiilarly, nari@tive aalysisfocuses on
KRZ D VWRU\ RU QDUUDWLYH LV FRQVWUXFWHG WKH
meaning of the story being told (Riessman, 1993)us,grounded theory
approactwasthemostin line with the research questions laid out in thislg
(i.e., esearch questions17l) and waghereforethe predominant approacised
in analysing the interview datdong with the quantitative component of
qualitative content analysis

The following sections provide a background to the two methods
adopted in the aplitative phase of this study. Grounded theosthodwas the
predominant method used in conjunction with sevaethodological
components of relational content analyassindicated in the following sectians

Relational Content Analysis
HistoiFDOO\ FRQWHQW DQDO\WLY UHIHUUHG WR 3Wtk
TXDQWLWDWLYH GHVFULSWLRQ RI WKH PDQLIHVW FRQ
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1952, p.18) and stemmed from the objectivist or positivist paradigm which
assumes that there isenniversatruth in the datdéor 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 anysample of textknown as conceptual agals (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 retate t

another (Robson, 2002; Sproule, 2006). While meaning is generated from the
individual concept#n conceptual analysisjeaning is generated from the
relationships between the conceiptselational analysigHuckin, 2008; Sproule,
2006)

Neuendoff (2002) recentlyarguedthat content analysis remainad
exclusively quantitative method. In contrast, ottescriptions otontent
analysishave expanded to inclu@elarge and varied set of methods which
contain various mixes of quantitative andaliiative methodological approaches
(Huckin, 2008 Krippendorff, 2002Weber, 1990).Content analysis has
become a popular method of choice in the field of mass communication
(e.g, Lombard,SnyderDuch, & Bracken, 2002; Riffe & Freitag, 1997).

Increasd 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, 208dpther appeal of

content analysis is the varied formisdataV X FK DV 3ZULWWHQ WH[W WUI
speech, verbal interactions, visual images, characterizations, nonverbal
EHKDYLRXUV VRXQG HYHQWYV N&endor,\2M¥py.kHU PHVVDJII
thatcan be analysed usigntent analysis methods.

The facus of quantitativeontent analysis ithe manifest content of text
(Graneheim & Lundman, 2004 Manifestcontentcan be defined as the explicit
or actual words uttered by the speaktéuckin, 2008) In cortrast,other, more
gualitativeforms ofcontentanalysisexaminethe manifest content along with
thelatent or implicit meaning of text (Huckin, 2008 the latter case, clear
instructions for classifying text must be formulated and executed to achieve

consistency betweeanalysts oraters which an be quantifiedstheintercoder
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reliability (Krippendorff, 2004Weber 1990 The analysis of the latent
meaning of text has advantadgesause it gives the researcher the ability to
classify text based on its meaning rather than being limited totigsés of
only certain words (Neuendorff, 2002). The addition of more flexible
approaches to content analysés resulted in a centphasis in content
analysison achieving validityand intercoder reliabilityg.g.,Krippendorff,
2004; Lombad et al, 2002).

This study adopts a number of components of relational content apalysis
namely the use of frequenciemduse 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
GHVFULEH DQG H[SODLQ DQ H[SHULHQFH IURP WKH SD
generates a rich, descripiand 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
Statessociologists Glaser and Strawssl wadirst published in 1967 (Glaser &
Strauss, 2012)Grounded theory was developed in reaction to what was thought
to be an overemphasis ¢rO R JdeBiRtive W K H R Up. B)Ltidry
verification at the neglect of inductive, theory building inistmgical research
at that time (Glaser & Strauss, 2012). Glaser and Stfg@€82)aim was to
shift the emphasis back ot WKH GLVFRYHU\ RI WKHRU\ I[URP GDWD
REWDLQHG IURP VR HlyDbréatidd-b\sybsietddti& procgss for
generéing theory. Glaser and Strauss (2012) argued that one must approach
data collection without any preconceived ideas if a truly inductive study was to
be conductedAt the core of thisnethod was the belief that theory already
existed in the data, and #flat was needed was to seek out data to discover the
theory within it. Based on their reasoning, Glaser and Strauss (2@d/d
that there wasnly one interpretation of the data and that different researchers
observing the same data would come tostime or similar conclusionghich
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was characteristic of the objectivist or positivist paradigm tat & objective
truth (Charmaz2006).

After deciding to work separately on the refinement of the grounded
theory approach to data analysis, Straaeggn working with Corbin (see
Strauss & Corbin1990,1998) and differencemmerged between their work and
the work of Glaserd.g.,1978, 2002).While Glaser continued to work closely
to theoriginal grounded theory approach (e@laser,2002), Strausand
Corbin €.9.,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, dependingrotheir individual characteristics (Strauss & Corldi90,

1998) 7KLV FRQWUDGLFWHG *ODVHU DQG 6WUDXVVTV
was only one interpretation of the dattrauss and Corbin (1990, 199830

provided further clarification ogrounded theory data analysis by introduang
SDQDO\VWLFDO WRRQI99% YW W23)% ¥sgistegeRrth&rin Qlacing

the phenomenorof interestinto its contextwhich involved an explicisystento

categorise and sort data

Glaser(e.g.,2002Q) UHVSRQGHG WR 6 WUDPDXMWYYDQG &RUELQ"
variation onthe originalgrounded theorpy describing it agorcing
SGHVFULSWLRQYVY LUUHVSHFWLYH RI HPHUJHQFH RQ W
WR FRQWH[WXDOL]H LW D Q@ly\Wrie @ tHelslby DSSHDU " D]
ORVLQJ LWV WUXH DEVWUDFWLRQ DQG KHQFH JHQHL
This was in direct contrast to tleiginally held view of Glaser angtrauss

RI OHWWLQJ W Klts&\aNdtiong td théel dtigibgfpunded

theory led Glasere(g.,2012) to conclude that the approach described by Strauss
and Corbin (1990, 1998) was indeed not grounded theory. As a reaction to
*O DV Hd.4,2002) comments and similaomments fronothers €.g.,Melia,
1996), modfications were made to the data analysis approach set out in the
second edition obtrauss and Corbififd998)book. They emphasised that the
DQDO\WLF WRRO DQG FRGLQJ VA\VWHP GHVFULEHG ZHL
proceduresessentially guidelines, sugsted techniquebut not
FRPPDQ G FSttaus¥ &nd Gbin, 1998 p.4).
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Charmaz €.9.,2006), a social science researcher, was also a major
contributor to the grounded theory methodology.likénGlaser (2002) and
Strauss an@€orbin (1990, 1998), Charrnde.g.,2006) adopted the
constructivist or interpretive view of grounded theory methodology and argued
WKDW SDUWLFLSDQWY PpFRQVWUXFWHGY WKHLU H[SHU
determining how this construction takes place, from the perspective of the
paticipant. Charmaz arguebat 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 beteen Glaser (2002) and Strauss @uabin
(1990, 1998) have been the focus of much research (e.g., Boychuk & Morgan,
2004; Glaser, 2002; Melia, 1996), Charmaz (2006) arguebdtiaiGlaser
(2002) and Strauss a@brbin (1990, 1998)h@ad DQ REMHFWLYLVW RU SRV
LQWHUSUHWDWLRQ RI WKH GDWDY SHUVSHFWLYH GH\
Corbin (1990) that different researchers are likely to generate different theories
of the same phenomenon due to their own characteristiagontrast, Charmaz
(2006)holds to a constructivist anterpretivistview which assumes multiple
realities because both researcher and participant work together to construct
reality (Charmaz, 2006)

A commoncriticism of qualitativeresearch methodsis the lack of
generalisability of theesearcHindingsto a wider population (Johnson &
Onwuegbuzie, 2004)In the context of the present studkywas not intended for
the qualitativgphase to generate results that are generalisable to a wider
population or a wider settingHowever, the use of quitelarge interview
sample size (r 195) relative tahat recommended by qualitative
methodologist§Morse,2000; Starks & Trinidad2007 provides some
indicationthat generalisation to other rurand regbnatbased patients of a
paediatric daycase surgical service may be possilidespite the large sample
size the purpose oflpase 2 was to further explore and provide more insight into
the experience and evaluations of paediatric surgical care by panents

patients, not tprovide a complete explanation of this complex phenomena
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although it waexpected that the inclusion dhgse 2 would add explanatory

powe to the findings generated imase 1.

Another criticism ofgrounded theory methad the literature is thathe
methodinvolves a very subjective procesistheory construction (Chiovitti &
Piran, 2003; Patton, 1999 he methodologicaecommendations @harmaz
(2006) and Strauss and Corbin (19f8)data analysis were followed in the
presemstudy. This was combined with several data collection and analysis
practices used in relational content analysisrtbance theeproducibility of the
study,and verificationprocessesas set out on pagég7-159,

The grounded theory methodology allbw W KH UHVHDUFKHU WR 3JH
LQGXFWLYHO\ D WHQWDWLYH EXW H[SODQDWRU\ WKHI
Onwuegbuzie, 2004, 20). The type of theory that is generated using the
grounded theory ggoach can vary in scope abd classified as either a
substantive or formal theorg(aser &Strauss, 201,2Strauss & Corbin, 1998).

A substantive theory is a theoretical interpretation or explanatiom iskae or
problem specific to a particular group and place (Strauss & Corbin, 1998), such
asthe middleaged in professional educatjdamily dynamics within a blended
family, or as in the study described heperceptions opaediatric care within a
surgical setting.Substantive theories are therefore limited to the particular
setting in which they areedived(Glaser &Strauss, 2012Strauss & Corbin,

1998) Formaltheories 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 tlesoare commonlipased on
3IVWXG\LQJ SKHQRPHQD X QG HStrads¥&UbtbiVWI9R | FRQGL W |
p. 24) such as the study of racism across different cultures, educational settings,
and occupational environmentin this way, substantive theoriesagnining the

same phenomenon across different settings can be combined to create a formal
theory of that phenomend@laser &Strauss, 2013,5trauss & Corbin, 1998)

This study is based dhe grounded theonyerspectives of Strauss and
Corbin (1998 and of Charmaz (2006)in contrast, the researcher disagrees with
the perspective of Glasez.(.,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 granded theory approach égpertains to data analysis are

presented opagesl37-159

The Role of the Researcher
In qualitative inquiry, theesearcheis the data collection tool and therefore
cannot bendependent othefield data(Johnson & Onwudmuzie 2004 Patton, 1999
$V VWDWHG E\ 3DWWRAQ SWKH TXDOLW\ RI WKH LQIRU
LQWHUYLHZ LV ODUJHO\ GHSHQ G Hripmb tReQntervie sStloyW HU Y LH Z
the researcher had read several books on conductergiews,and hads monthsof
previous experience in conducting participant interviewslata collectionn a clinical
population During the process of intervield J SDUWLFLSD QW kle Wwaktd UHVHDU
keep participanten topic, whilst not beingverrestrictive by allowing participants to
elaborate on or explore any particular experiences that were relevant to the interview
guestions.This strategy was refined during the pilot phase of the intersiady,as
seen on pages 141 In relationto the qualitative data analysikgetresearchdrad
40 hours of coder training from relevant written souraed personal communication
with qualitative researchers
The researcher is salescribed aan Australian citizen of Middle Eastern
appeaance female, late twenties, atonours graduate in psycholqgyith no children
Numerous preconceptiopstentially came aling with these characteristic¥he
researcheconducted data collection at a regional NSW location where ethnic mix is
relatively lov comparedo that ofa metropolitan locationThus, he 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 childrsh by f
name if given. During the interview process, the interviewer made every effort to be
neutral to allevaluations made by families, whether they were positive or negative
evaluationsto 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 selffunded at the time of data collection. The researcher gained access to potential

participants via a paediatric specialist surgeon who was basedgioaal area of New
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South Wales, AustraliaNo financial orother gain was offered to the surgeon in return

for access to their patients.

Data Sources

A total of 195 families of paediatrgurgical patients (20farents27 patients)
were interviewed. week postoperatively. Of those families, 134 (68.M%g)
paediatric patients undery®as-old and 61(31.3%) had paediatric patients®10
yearsold. Partcipants included 19female parents and 10 male parents.

In two cases, two children weredpitalised concurrently and were classified
under the same identification number again to prevent overrepresentation of statements
made by particular families.

Of the 61 parent oldezhild pairs interviewed, 27 (44.3%) of the children
desired to answehe 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 oblder children o were invited to participatalthough the proportion
of females in the total sample svalightly higher (68.8% male31.1% 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 = %), a non
surgicalprocedure 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 familes 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 3@
patiens between 5 and 3karsold were also invited to participate in the interviews.
Of the 61 parenthild pairs interviewed, 27 patients participated in the interviews

resulting in a 44.3% response rate.
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The reruitment of participants for phase 1 arithpe? of the study were
conducted concurrently afcive been previoushutlinedon page®5-97.

Participant responses were hamdtten rather than tape recorded for several
reasons.Thenature of the interview content was perceivedquite sensitive to@ne
parents particularly where circumcision was concerneacétding interviews with
handwritten notesassured parents that no identifiable data would be recofided.
practice has been recommended and utilized by qualitative researchers (e.gmMottra
2011). Researchers conducting consurngented research in rural and remote areas
consistently encounteeluctant respondents who are likely to be regular users of a
hospital service, known to the staff, or both (Draper & Hill, 1998inimising this
concern folparents 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 inteswesre

FRQGXFWHG DW W KathauyH. thiey Repeeld i ©vacahtFdiscretely
located office spawout of view of other patients and out of siginid hearing range of
treatment, parents may not have felt comfortable to disclose their ewakiafithe care
received. Thuggiving parents that addedassurance aonfidentiality potentially
enhanced the likelihood that parents would participate in thg stiith in turn would
havemaximisel participation rates.

On agreement to particif|gparents wer@nstructed to sign a consent form
giving the researcher consent to recordstaimistructurednterview responsevia short
hand Parents of pécipating children were alseformed that their child fiaged
between 5 and 10 years, s\g@so invited to participatén the interview Paents were
informed that signing the congeorm also gsae their child permission tparticipate in
the interview

Having parents attend the interview with their chilas viewed abeneficial to

the datacollection process. In a study ugidyad parenthild interviews Ungar,
Mirabelli, Cousirs, & Boydell, 2006)parents assisted their children in answering
LOQWHUYLHZ TXHVWLRQV DERXW WKHLU KHDOWK SDUHQW
asthmarelated details such as symptom frequency and severity (Ungar et al., 2006).

7KXV LW ZDV WR WKH SUHVHQW VWXG\fV DGYDQWDJH WK

children during the interviews.
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Parents of children too young to participétbildren undeb-yearsold) were
alsoapproached to participatdll participating parents welieformed of the ability to
withdraw from the study at any time without repercussion and that an information sheet
for themwas provided To preventsocial desirability biaduring the intervies,
paricipantswerereminded that the study was independent andiatformaton
provided by participants wouloe communicatetb thesurgeon.Participants were
informed on the information shaégt arevocation of consent formould be given
ZKLFK WKH\ FRXOG FRPSOHWH DQG VaHapy@inwW.R WKH UHVHDU
The semistructured interviews were approximately 30 minutes in length land a
interviews were conducted by the researcivbich controlled for any crossterviewer
effects. The 3@minute timeframdor 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
conduc the interviews and similar studies on experiences aathsurgeryhave used
this timeframe €.g.,0tte, 1996).Semistructured mterviews were conducted prior to
the postoperate consultation to prevent amypact of the postoperative consultation
with the surgeon on the interviews conductBdrticipants weretroducedo the
researcher for an intervievitar written consent was obtainddterviews were
conductedRQ WKH SUHPLVHV RIoW & MieW Xflotheét Rafiehts daddu L F
of sightand hearing range of treatment.
The aimof the interview questions was provide rich depth and detail into the
IDPLOLHVY H[SHULHQFH RI SDHGLDWULF VXUJLFDO FDUH
families to highlight the aspects of care mostesdlio them, whether positive or
QHIJDWLYH WKHUHIRUH HVWDEOLVKLQJ ZKLFK DVSHFWYV R
evaluative perceptions of the care received.
Semistructured mterviews were guided by two opended questions:
1. Think about your Wwole expet HQFH ZLWK \RXU h#twerétfiey VXUJIHUN
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 framewtrlexplore any aspect of the

paediatric surgical experien¢8eeAppendix Jfor interviewprotoco). Paediatric
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patients 5 to 1{earsold were also given the opportunity to respond to the questions if
comfortable Children were asked two ope&mded qustions:

1. What were the best things about going to hospital?

2. What would you like to have improved?

It was essentighat interview questions be unbiased and general in nstbuse
not to influence or cue participants towards discussing or evaluatingxperiences
with particular aspectsf care. This was particularly important when interviewithge
patients, ashildren are known to be especially susceptible to acquiescence response
bias (Beakwvell, 2006). In this way, participantdescribe and defired their experience
as they saw it (Strauss & Corbin, 1998).

Participants werencouraged by the researcher to elaborate on their answers
where appropriate viprobing SKUDVHV VXFK DV S\ WHOO PH PRUH DERXYV
WKURXJK ZKDW KB®YMQH G SW QMU U H W EWQriidht addH UH UHFF
wererelayed back to participants toopide a validity check on what waecorded.

Relaying reponses back to participardscured YLD D SKUDVH VXFK DV 3, MXVYV
PDNH VXUH ,TP Q Ré&¥deedc&dRRa@telR XCorrect me if | am wrong, but

LV WKH IROORZLQJ 1KDB Way\ Rattidpanis@Qetively encouraged to

correct the researcher so as to minimise participant acquiescence and to guarantee

accurate interpretation ofgicipant 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 abeuttime in hospital (Breakwell,

2006).

To assist in facilitating theemistructurednterviews, interviewees were asked
about their experiences during the preoperative waiting time at the hospital, how their
child was on waking in recovery; if the chgdperienced any pain, nausea, vomiting,
sleep disruption, appetite disruption, postoperatively in the hospital or atihdhee
week following surgery The am of this was to assist parents with recollecanyg
otherimportant events of the dayosirg these questiormompted interviewees and
many disclosed mord their experiences as a result

Since participants were concumthy invited to participate in phase 1 anobge 2
of the study, demographic information was not gathered as part oféhaemt process.

It was thoughthiat asking participantsbout demographic informatiauring their
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interviews and again in thguestonnaires givenvould deter participants from
completingall thedemographic items in thguestionnaire Since the questimaires
provided the basis for statistical comparisons between groups, demographic
questiomaire data took priority and rieemographic questiongere included as part of
WKH LQWHUYLHZ SURFHVV 7KH VDPH LGHQWLILFDWLRQ G
guestionnaire and interview datehich enabled cross checking of demographic details
for participants who attended the interview and returned their completed questionnaire.
The gendeof parents and participants was evident on meeting, and for thegroung
patients, was evident by the end of the interview so parent and patientyeesder
recorded

Content from each interview was assigned an identification code degerimyn
their classification, for examplélother of Younger Child (MYC), Fathef ®@Ider
&KLOG )2& DQG D QXPEHU p<RXQJHUBsEab@asyHQ ZHUH
Rl DJH DQG p20GHUYT FKLOGUHQ ZHUH GHILQHG DV WKRVH
four cases, both parents participated in the interview and were classifiedthe same
LGHQWLILFDWLRQ QXPEHU ZLWK 30" LQGLFDWLQJ WKH PRV
WKH IDWKHUJMGMQYWWIHPFBEQYWRQ QXPEHUV EHJLQQLQJ ZLWK
IURP IHPDOH FKLOGUHQ DQG LGHQWLILRdcAtd RQ QXPEHUV |
responses from male childrefihe names of surgeons and all references to the surgeon
have been replaced with thealicised OHWWHU 36°

Interview notes were entered onto computer using Microsoft Word ZDgjed
interviews included a large righand 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 rélanal content analysis. Herdne use of frequencies,
estdlishingintercoderreliability as part of the verificatioprocess (please see
pages 15859, andthe use of a consistent approach toringving across

participantsstablisied consistency of the data.
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Category Development and Structure

Traditional inductivegrounded theory occurs when no previous research
on a given topic is gatherd&efore generating theory and instead, theory is
generated exclusively from the data gathered (Glaser, 1978; Strauss & Corbin,
1998. The generation of a dory using the grounded theory method in
DFKLHYHG WKURXJK WKH FRGLQJ SURFHVVY &RGLQJ F
process through which data are fractured, conceptualized and integrated to form
WKHRU\" 6WUD XV \p. 3)&RditlatiaQs whee past research serves
as a valuable foundation on whiahhuild 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 resepich to
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)
advoated for the inductive approach to coding because it keeps the researcher
focused on the perspectives of the participants rather than imposing the
researche$ views on the data (Charm&006). However, Charmaz (2006)
acknowledged that for some, genargta 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 shoukshrn its place later in the analysis after the
emergent conceptual framework has bdewneloped (Charmaz, 2006).

Miles and Huberman (1994lescribe a more integrated approach, which
begins with an organised framework genedarom past relevant research.
Coding of the research data can then inspire and supplement the already existing
codes. Were topicsnvestigated involve phenomena thatebeen explored in
some qualitative way previously, at least a partially deduejpproactenables
justification ofcategory names and definitio(Bradley et al.2007), the ability
to build on past research and theory (Sobo, Seid, & Gelhard, 2005)/fdrsd
the requirement of universities regarding research proposals (Charméy, 200
andHuman Research Ethics Comta#s. Thus, the integrated deductive and

inductive approackvas adopted in the study presented héres however,
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important to clarify that although phenomena of previous qualitative studies
were relevant to this stydind 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 accessdagic surgical care. Holistic is
defined here as from the point of seeking a referral for access to the paediatric
surgea until after dischargérom hospital Thus, the use of the grounded

theory method is adopted because of a lack of existing tloeattye holistic
experience of families whio this caseaccess paediatric surgical care.

Although past research was not used to generate a preliminary theory,
HILVWLQJ UHVHDUFK GLG LQIOXHQFH Wdddoi@sl YHORSPF
and codes A compilation of qualitative findings fromelevant past research
into the experience of surgery for adult and paediatric patwesgsgnerated by
the investigator via database searches using Psychinfo, Psycharticles, and
Medline,and relevant researchund injournal article reference lists. This list
wasgiven to the second coder as possibkpiration for determining categories
and theircodes (see Appendi). Aspreviously mentioned, the approach to
analysis was not exclusively elaborative agat still considered essential that
categories and their coddssH DOORZHG WR pHP Hheidbfe,ldotRP WKH G

inductive and deductivapproaches to grounded theory were adopted.

Approach to Interviewing

One of the hallmarks of grounded theoryhis fluid nature of the
interviewing:asking questions based on the answers given from previous
intervieweegStrauss & 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, 1998) where research is
being conducted in a newet to be investigated research area. This is in
contrast tadhe present study which focused on a consistent method of
interviewing with the aim of obtaininglrable data. Consistency of
interviewing between participants controls for systematic sources of variation in
the contentwhich is essential when using the relational content analysis
approach (Weber, 1990). Consistency in interviewing is particukagyant 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 imeew discussions on topitg allow for both
qualitative and quantitative analysis of the imitew data.

The semistructured interview format was used in the present sardy
the following reasons: 1) It allowed fture exploration of the beliefs, attitudes,
and perceptions that participants expeced (Barriball & While, 1994);

, W DOORZHG WKH UHVHDUFKH Uv&RI d¢désivbichkD WH WKH
in turn enhanced the validitf the responses (Neuman 020; 3) Due to its
structureit allowed for comparisons to be made between ppédits (Barriball
& While, 1994);4)IW DOORZHG IRU WKH XVH RI SURELQJ ZKLF
to clarify an ambiguous answer, to complete an incomplete answer, oaio obt
D UHOHYDQW UHVSRQ.YH] to héeipcRiliiyanswers;

, W DOORZHG IRU WKH XVH RI SURPSWYV 3ZKLFK VXJJt
LOWHUYLHZHH DQG VKRXOG RQO\ EHIXVHG LI DSSOLH
participants (Breakwell, 2006

As in the study described here, the sstnictured interview typically
has a number of issueslbe covered (Mottram, 2011) thatlude operended
questions that are broad enough to allow participants to answer the questions in
their own terms withouimiting participants and allowing time for the use of
probesand 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 veriiftH UHVHDUFKHUYV SHUFHSWLF
has been said (Charmaz, 2006). The s#mictured interview method also
gives participants the opportunity to express any conceeysnlay have with
the process (Charmaz, 2006). A high level of reliability can adsublbained
using the serrstructured 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 setniictured interview made
it the nost suitable interview method for answering some of the cuvem X G\ V
research questions (RQRQ11J).
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Open coding

To initially generate categorieanalysisof the interview data was

conducted by the investigator and a second c68MR FDV W atiZneGHU DQ
DQG SURYLGH D SUHDOLW\ FKHFN" IRU HDFK RWKHU"
than one person in the initial categaygnerating process is recommended by

some qualitative analysts (Guest & MacQueen, 2008; Weston et al., 2001) when
large sets fodata are involved such as the data set involved here (i.e., n = 195).
The second coder was AmstralianHonours graduate in psychology familiar

with grounded theory analysiBefore the commencement of category

generation, both the investigator anda®l coder underweB0 hours otoder

training in qualitative analys&nd grounded theoryAs part of oder training,
examples of lindy-line coding were provided to give coders a reference point
(seeAppendix K). Coderswere also give a list ofcatggory namesknown as

codes (Strauss & Corbin, 1998pm relevanpastqualitativeresearch as
potentialinspiration for code generation in tlEgidy(seeAppendix A).

Definitions of categories from relevant past qualitative research were not
referredto during the process of coding so as not to restrict or impose too
stringent an influence on the process of coding. Referring tdgiegmined
FDWHJRU\ GHILQLWLRQV PD\ KDYH SUHYHQWHG WKH F
perspectives and approaches, anddlaes important to the advancement of
knowledge inever LHOG®~ 6WUDXVVp. 18 UELQ

A total of 21 cased interviews of @mrents with older children
(i.e., 5 to 16yearsold), and 14interviewsof parents ofyounger children
(i.e., under 5yearsold) wereselectedy the researcher at random by order of
identificaion 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 pentesample size of the total sample has been
recommended by relbility scholars (e.g., Lombard et &002) and qualitative
researchers (e.g., Bossert, 1994) when establighieigoderagreement.

A set of requirements farategoriesvas set prior tohte 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 wessbecoded This includedgositive, negative,
mixed (both positive and negative) and ndwttatements (Weston et al., 2001
Although grounded theory does not have such criteria for categBrign{ &
Charmaz, 207; Charmaz, 200Q6it is conceded by Charmaz (2006) that assigning
VHFWLRQV RI WH[W WR PRUH WKDQ RQH FDWHJRU\ LV I
Charmaz, 2007, p. 195), thus resulting in a more complicated theory. It was
anticipated that the generabge 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 stture expected.

Known as open coding in grounded theory, thigal line-by-line
approactto analysing the interview notess used to identify the centriddemes
repated by participants (Strauss & Corbin, 1998). Central themes in the context
of thestudy were defined as the perceptidescribedy participants: 1&s most
important, 2) in detail3) with a high level of verbal expression (eitipasitiveor
negative), and 4) perceptions that wigeguently mernibned. Perceptions
included participD Q W V fnd fedimy¥ about the various stages of the process of
surgical caregvents that occurretbehaviours of participantsy incidentshat
weredescribed. While reading over the interviews twibe,researcher and
second coder considergdesions adapted frorKrueger(1994, p.83):
What is the participargaying?
What is the participarfeeling?
What is really importanto the participart
What are the theas orissueghatkeep conng up across participants?
How do participants compare?

o gk wpn e

Are there any gems or bits of wisdom that were salg once but deserve to
be note@

7. Which quotes really givthe essence of the message given by participants

The data were broken into separate sections and placed into groups
corresponding to the concejdentified, those being thdeas feelings, events
issues, behaviours, amttidentsthat weredescribed.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 & Corb@98). Category names are
termed codes (Strauss & Corbin, 1998). Categories can differ in their level of
YDULDELOLW\ ZLWK EURDGHU FDWHJRULHV HQFRPSDV
called subcategories (Strauss & Corbin, 1998)e option of namig categories
EDVHG RQ WKH ZRUGV RI SDUWLFLSDQWY NQRZQ DV 3L
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 smts of text were added to pexisting
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 engagadmo writing
ZKLFK LQYROYHG UHFRUGLQJ WKH FRGHUVY DQDO\VLV
thoughts, ideas and interpretations of the data (Strauss & Corbin, 1998). Memo
writing, is considered an essential part of the thdmmding process (Glaser
6WUDXVV &RUELQ &RQFXUUHQWO\ D FRGHE
development of a set of full explanations of the key concepts that guides the
UHVHDUFKHU WKURXJK WKH FRGLQJ WDVN" 6SURXOH
generated by the two codengrohg 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 comgédgéégiory ames
and definitions generated by the researameithe second coder wecempared.
Differences between coders were discussed and an agreement was reached
regarding what category names and definitions to retairgemnseplit, revise, and
drop.
Intercockr reliaklity testing was adopted in this stuttyestablish the
consistency of meaning of the codes and categories generated, towards
establishing auditability of the finding&Some readers may consider it
inappropriate to have reliability statisticssasiated with qualitative data, but
some researchers (e.g., Bossert, 1994; Huckin, 2008; Krippendorff, 2004)
consider this more than acceptable to have as a requiremtartoder
DJUHHPHQW XVLQJ .UAaS G @e@Rhetidev tengastiyat
(SH) and the second coder (SHinitially, two attemptsvere madet establishing
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acceptabléntercoderreliability with sepaate 10 percent random samples of cases
(21 cases per sample). On both occasions, coding was conducted independently
and withait consultation with each other. Samples were randomly selected by
order of identification number. A 10 percemiercoderreliability sample size of
the total sample has been recommendenhteycoderagreement and relbility
scholars (e.g., Lombard at, 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 ofintercoderreliability (i.e., atieving < .70).

As a result of the lower level @itercoderagreement, coders discussed
their inconsistencies, which lead to the refinement of categories, including
redefining categories, and adding, splitting, and combining categories. As a
result,a tird separate 30% sample (60 cases) of the interview data wamused
establishintercoderagreement KrippenGRU 11V D O S kstor&ataHHP HQ W
categorieseached an acceptable level of reliability aadged from .79+1.00in
the presenstudy (seéAppendixL for calculations).Please sepages 155.59for
further details on the intercoder reliability process.

Axial Coding

Once satisfactory intercoder reliability was reached, the researcher
continued through the process of analysing the remginierview data without
the second coder. Data analysis progressed to the next stage of coding known as
D[LDO FRGLQJ ZKLFK LV 3WKH SURFHVV RI UHODWLQJ F
WHUPHG 3D[LDO” EHFDXVH FRGLQJ RFlnkingVY DURXQG WK
FDWHJRULHY DW WKH OHYHO RI SURSHUWLHY DQG GLP
p. 123). As interview data was analysed during axial coding, sections of text
accumulated within categories and subcategories which allowed links between
them to emege, 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 broadsegory labels began to reflect variation by
which categories could be placed along dimensional ranges. Using the present
VWXG\TV GDWD DV DQ HI[DPSOH RQH RI WKH SURSHUWI



PERCEIVED EFFCACIES OF PAEDIATRIC SURGICALCARE 142

postoperative experience of families was the level of pareded 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
SSURSHUWLHV D Q @&oGstra&dlidavigeRoQ/sriabiiRylsVH D FRQFHS W’
(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 #hcontext of evaluating a surgical service
provider, researcfe.g., Walker, Brooksby, Mclnerny, & Taylor, 1998)s
demonstrated that participants tend to give more positive than negative feedback
on the care received. This may have contributed torfitell range of variability

in some of the emergent categories in the study described here.

6WUDXVV DQG &RUELQYV 3DUDGLJP

During the axial coding stage, the constant comparison of categories,
subcategories, and their definitions were refinedeas thata sections were added.
This allowed recurringhemes to emerge from the data aisb allowed
relationships between eagories to emerge (Corbin & Strauss, 1998). Memo
writing continued through the axial coding process as did further refinemta of
FRGHERRN 7KH D[LDO FRGLQJ VWDJH LQYROYHG WKH
come, where, when, how, and with what results, and in so doing they uncover
UHODWLRQVKLSY DPRQJ FDWHJRULHYV" &RUELQ 6WUD
these questions allowed KH UHVHDUFKHU WR GHWHUPLQH ZKDW
(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 researcheddtermine how actions and interactions of
participants over time (Corbin & Strauss, 1998) occur in response to the stages of
WKH SDHGLDWULF VXUJLFDO SURFHVYV 6WXG\LQJ WKH
phenomenon in question must be accompanied by stddfyiKH pKRZY RU WKH
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 helpheresearcher build a theqryhichis termed a paradig
(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 represesetioé
events or situational issues that impact ompheena (Strauss & Corbin, 1998);

2) Phenomena, which answer thetjfy WL RQ 3ZKDW L\ pJBQend RQ KHUH™
are the recurring patternsisgues, events or incidents that occur in the words or
behavours of participants in response to managing the situations or challenges
they face (Strauss & Corhi998);3) Contextual conditions are the set of

patterns that are specific to a time or place on araaunn, (Strauss & Corbin,
1998);4) Intervening caditions are the conditions that alter the influence of
causal conditions on the phenomena described by iparits (Strauss & Corbin,
1998);5) Actions and interactions which represent which of the participants and
how participant responses to the everssues, or problems that occur under those
condtions (Strauss & Corbin, 1998nd 6) Consequencesghich are the product

of actions and interactions (Strauss & Corbin, 1998), and can be the absence or

presence of a response to an action, event, @& {&tauss & Corbin, 1998).

Selective ding
Selective codings the W KH SURFHVV RI LQWHJUDWLQJ DQG
(Strauss and Corbin, 1998,143). In this stage of analysis, the researcher began
the process of synthesising all the ganed 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. Theatmehl statementformed
part of the results of the qualitative phase of this stuadydmed inChapter 4n
pages 33842 Categories were alsiructured within more abstract categories
known as major categories (Strauss & Corbin, 1998) and mdggarées 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, 998).
thisZzD\ WKH XVH RI 6WUDXVV DQG &RUELQTV VWU X

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 grotineleqy
methodology Charmaz, 2006; Strauss & Corbin, 1999 HFDXVH LW 3KDV DQDC
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
foU FRQVLGHUDEOH YDULDWLRQ ZLWKLQ FDWHJRULHV”~
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 ale to explain the central theme of the reseaashrequired 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 Theoretial Sufficiency

One of theprinciples of grounded theory is the requirement of reaching
theoretical saturation, meaning that data is gathered and anahtet new
information about the phenomenon can be gleaned from the data collected
(Strauss & Corbiri998). Once theoretical saturation is reached, data collection
ceases. However, Strauss and Corbin (1998) warn that theoretical saturation
GRHV QRW RFFXU DW D VSHFLILF SRLQW LQ WKH GDWI
looked long and hard enough, cadevays would find additional properties and
GLPHQVLRQV S ,QVWHDG VDWXUDWLRQ LV YLH
additional data would reveal minimal new insight (Strauss & Corbin, 1998).

Other grounded theory methodologists (e.g., Char@@(6) also warn
that dictating the sample size of a study based on the point at which theoretical
VDWXUDWLRQ LV UHDFKHG PD\ SODFH WKH VWXG\YTV F
in quantitative research terms) into question. As an example, in a base w
theoretical saturation claims to have been reached with 20 cases, a study may
receive criicism for the small sample sizendering the study as lacking
credibility (Charmaz, 2006). A study of that size may receive particular
criticism if the reseah area it investigates is of a general scope or contradicts
previous research findings (Charmaz, 2006). The study described here dealt in
JHQHUDOLWLHY DQG ZDV WmRBUY HEHBdle@®RE DV 3SFRQFHS
2007, p.1765) as more focussed tightstudies on which this study was based.



PERCEIVED EFFCACIES OF PAEDIATRIC SURGICALCARE 145

Therefore, although important and necessary for the present research study, the
insights gleaned from the interviewseasomewhat limited.

Following the advice of Charmaz (2006), the data collecjmproachof
the present study was to conduct and inclglenany interviews in the analysis
as time permitted. Ae purpose of capturing as much data as possible from the
participantsample was tdetermine the frequency with which the emergent
themes were presenitifimately allowng the investigator to establiiie most
and least common themdsscussed by participants. Obtaining frequencies
provided further support for the importance of the emergent categories (Hill,
Thompson, & Williams, 1987; Hill et al., 26]

Another step in the grounded theory process is theoretical sampling
ZKLFK LV 3GDWD JDWKHULQJ GULYHQ E\ FRQFHSWV GH
DQG EDVHG RQ WKH FRQFHSW RI 3 PDNLQJ FRPSDULVR(
places, people, or events thalli maximize opportunities to discover variations
DPRQJ FRQFHSWYV DQG WR 3GHQVLI\" FDWHJRULHV LQ
GLPHQVLRQV™ 6WUDXVV SirkRdJall int@rviews wege coded
and used in building the resulting theory, nootle¢éical sampling was
conducted One of the threats to validity in interviewing participantpatient
HYDOXDWLRQV RI FDUH DQG SDWLHQW VDWLVIDFWLRC
evaluating a particular aspect of care when the aim was to ragimi
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 hawemfed their opinions
andthereforewasavoided.

In a qualitative grounded theory interview study such as the one
presented here, the required sample sipgisaly GHWHUPLQHG RQFH pWKH
sDWXUDWLRQY RFFXStrdus&&Tothin,[1998). Theoretical
VDWXUDWLRQ LV U HibopdttieGlirdensions, 00riditiQnd, Actions
oo LQWHUDFWLRQV RU FRQVH TS(reuGsRHOOrHNUII9Y HHQ LQ W
p. 136), hat is, when no new concepts emerge from the data. While a precise
sample size cannot be projected before the comment®f the study
(Charmaz, 2006Strauss & Corbin, 1998%ome qualitative researchers have
UHFRPPHQGHG VDPSOH VL]HV IRU JURXQGHG WKHRU\
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VPDOO SURMHFWYV ™ 1BIK®10-BO (Starks & TBinidad, 2007),

dependingon the characteristics of the study. Otherunded theory

methodologistgaution the use of theoretical saturation and argue that

researchers who proclaim theoretical saturation commonly do not demonstrate

that theoretical saturation was reached (Char@@@6; 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

DUH FRGHG $OWHUQDWLYHO\ 'H\ DO MWXGRFWHGFW K
(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. Fihglgeneral 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 relationbbtpseen 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 questiaire, with the aim of having
maximum overlap. Sircthe 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 achievedathisand 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 (20Padvised that qualitative studies with characteristics
such as a broad scope, small amount of data yielded per interview, a topic that
ZDV 3GLIILFXOW WR JUDE"~ S RU GHWHFW DQG WKH
contribute to the requirement of a largample 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, rariging detection of
the condition to th&ospital stay, through to afteischarge 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 whenadl smount 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
thDW ZDV 3GLIILFXDNewdrR Whilb @articiBants frequently
disclosed positive experiences related to the service provided, the experiences,
incidents, or services requiring improvement were not as frequently disclosed
which may have beedue 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. Maf2000) furthesuggested that a larger
sample size may be needed if the qualityhe data is not high. Some parents
who participated in the study did so under personal time constraints and for
other parents with young childrespme were observed as being distracted
during the interview process. All of these issues contributéuetoecessity of a
larger than recommended interview sample for the present study.

Although the recommaeted structural framework for theory building set
out by Strauss and Corbin (1998) has been deemed as too prescriptive by other
grounded theory methkologists €.g.,Glaser, 2002) and qualitative researchers
(e.g, Bailey & Jackson, 2003}he 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 presgim Chapter 4along with this
VW X G\ | wcalsudtRr&nthich isseenon page345 of the results.Memos
relevant to the generated thedoymed part of theelationships between
categories results and are fownmdpagse 331342also in the resultsThe
various methods used to verifyetheoretical structure generated by the
groundedheory analysis can be seam pags 147159 Please see Appendix
M for the codebook containing the finalrs®mn of category names, definitions

and illustrative exaples.
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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 stiéc rigour (Maxwell &

Delaney, 2004; Schrag, 1992). As a result, supporters of miegllod, multiple
method, and qualitative approaches to research have comeaoetient, presenting
multiple-methods by which rigour can be established in qualéagsearch

(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 termeatlillity, fittingness,auditability,and
confirmability (Beck, 1993McCabe, 2004; Sandelowski, 1986)hese methodsave
been paralleled with thguantitativeconcepts ofnternal validity,external validity,
reliability, and objectivity, respectivelBeck, 1993McCabe, 2004; Sandelowski,
1986).

&UHGLELOLW\ FDQ EH GHILQHG DV PHDVXULQJ 3KRZ Yl
of the phenomenon. The informants, and also the readers who have had the human
HI[SHULHQFH VKRXOG UHFRJQLVH WKH UHVHDUFKHUVY GH
(Beck, 1993 S )LWWLQJQHVY FDQ EH GHVFULEHG DV WKH
D VWXG\ pILWY LQWR VLPLODU FRQWH[WY RXWVLGH WKH V
Auditabilty FDQ EH GHILQHG DV WKH SRLQW DW ZKLFK SDQRWK
WKHLUMIHRE) WUDLOY XVHG E\ WKH LQYHVWLJDWRU LQ WKH
Corfirmability occurs when credibility, fittingness, and auditability are distiaéd
(Sandelowski, 1986).1e way in whih each of these measures watblished in the

preset study isoutlined in the following sections.

Credibility

Credibility of tKH SUHVHQW VW Xestafiishéd QyigeyQJV ZDV
interview notetaking methods of validation from participantsse ofthe
constant comparison methaalyst triangulatio, and theoretical sampling.

Timely Interview Note-taking

Interviews were not tape recorded due to ethical reasons
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(see pages 13031), but notes were made during and immediately after
the interview to maximise theccuray of recall as recommended by
Beck (1993).

Methods of Validation from Participants

During the interviews, theesearcher reflected responseskia
participants tclarify whetherthe researcher had understood them
correctly and ta@onfirm the U H V H D loitergrdtatihivothe paticipant
statements

In generating the codes and categories from the interview data,
the SDUW L F L S v ugaqChiBvittizg\Piran, 2003).

SDUWLFLSDQWY ZHUH DOORZHG WR 3JXLGH Wl
(Chiovitti & Piran, 2003, p. 430) to ensure tiia 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 validationccurs when researchers go bact®
field and present the generated theory to the participants on which the
theory is based (Chiovitti & Piran, 2003Researcherke Atkinson
(1997)have warned against a heavy reliance on respondent validation to
verify the findings of qualitative sties. An overreliance on respondent
validation can leatb researchers dismissing thairalysis of the
phenomenon measured (Barbour, 200Mhile regpondent validation is
seen aparticulaty importantwhere a study requires ongoing liaising
with participants toward dinge such asorkplace reform (Barbour,
2001), studies with aneoff data collection poinsuch as the one
presented herenay find that*: UHVSRQGHQW YDOLGDWLRQ PD\ |
WURXEOH W K B&@bduww2po1Z RIWANIK light of the
sentiments of Atkinson (1997) and Barbour (2001) thiedogistical
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 thegr, constantcomparisons are made at various
levels of the qualitative analygi€laser & Strauss, 2012 In the earlier
stages of analysis, participant statements are compared to one another to
identify similarities and differences between theSimilarties,
differences, and any hypotheses of the researcher regarding these trends
were recorded and compared to later interviews. Once a sufficient
number of interviews were analysedeas for codes and categories
emerged and were constantly compared Wieéhdata yielded fromew
interviewsas indicated by Charma2d06) Codes and categories were
further refined as more interview data was included in the analysis.
Previaus data was then checked to ensure that the refined codes and
categories still accotied for the earlier interview data. In this way, the
constantomparativenethod was used in the study presented here and

contributedto thecredibility of the results.

Analyst Triangulation
As recommended in the literature (Patton, 1999; fimund,
2001), a second analyst was included in the data analysis process when
ideas for codes and categories emerdgath analysts independently
generated a list of codes and categories based on the same interview data.
The analysts then discussed thaikirities and differences of their
analyses, ultimately reaching agreement on a collaborative set of codes
and categoriesThe credibility of the findings was enhanced by
SURYLGLQJ WULDQJXODWLRQ RI WKH UHVHDUFKHU

which furthercodes and categories were built and refined.

Theoretical Sampling

One approach to validatirthe qualitative framework generated
in Chapter4isto®*JR EDFN DQG FRPSDUH WKH VFKHPH DJI
doing a type of highOHYHO DQDO\VLVh, 1898, pDI8YY.Y & RUEL
Charmaz (2006) calls thV 3W KHR UH W L F B€aussRIC80in,QJ°  FI
1998) ZKLFK VKH GHVFULEHYV DV 2OHVV RI DQ H[SOLTF
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strategyW KDW \RX LQYRNH DQG ILW WR \RXU VSHFLIL
the methods for condting 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 necesstp 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 presentdstiby randomlyselecting twanterviews

from the sample (one of a parent of an older child and one of a pérent

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. Strongates/e 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 conductédssea in Table3.6) that

involved comparing statements from each interview and the generated

theory structure seen in the qualive phase of the results irm&pter 4.

Table3.6
Validation of the Theoretical Structure by Comparing Interview Quotes Tituee

Interviews and Comparison with Emergent Theoretical Structure

Identification | lllustrative Quotes Category Relationship with other
Number categories
MYC 8 Sgave me lots of information about al Appreciation Provision of information
the steps involved in the procedur® | for the Surgeon| from the surgeon
really reassred me. increased reassurance i

the parent, increasing th
ability to manage the
process of surgery.

The hospital staff treated it as a routir| Appreciation The manner of the

procedure which put me at ease. for Non hospital staff put the

Because it was a simple procedure th| specified parent at ease, thus

GLGQTW PDNH D IXVV | service increasing the ability to
providers manage the process of

surgery.

The nursing staff kept mafiormed. Appreciation A high quality and level

$V ORQJ DV \RXYTUH L Q]| forthe Nurses | of information provision

most important thing. increased the ability to

manage the process of
surgery
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+H LV RXU ILUVW FKLO| Parent
much exgrience with these sorts of | Anxiety
things.
He was in pain for a few hours. It way Hospital and Postaperative Events
hard for him to sit up. Home impacted on the level of]
Postoperative | life disruption
Events experienced (i.e., time
| took him out of preschool for @ays. | Life Disruption | away fran preschool).
The toys were good. Child-friendly
Facilities
The way he was spoken to from the | Feeling Lack of ageappropriate
hospital staff ané& was positive but Uninformed information given to the

staff should have taken more time to
see where his hdds. He was asking ¢
lot of questions. The way he was
spoken to was the same as how the s
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 th
samebut my child likes to know what
LV JRLQJ RQ %HFDXV
him, he got a little idtressed.

patient about their
procedure resulted in th
patient experiencing
distress.

The fasting for 8 hours. He was
starving, irritated, swearing, and light
headed. He had to fast fron0@a.m.
He could only have water fromQ0
am. to 1100am. He skipped the:@0
am. cut off for breakfast because he
slept in.

Events During
Preopeative
Waiting

Fasting contributed to
how families managed
the preoperative period.

We arrived at 120p.m. and the

Events During

surgery was a bit after@p.m. Preoperative

Waiting
More flexibility in the schedule. We | Access to Limited access to the
FRXOGQTW JHpastpetdtive | Service surgical service provide
FRQVXOWDWLRQ EHIRY Provider was a constrainer to
have time at 1 week pesp thenSwas service access.
booked out so it was aBeek follow
up.
At the hospital he should have been | Feeling A lack of information
DOORZHG WR JR HDUO| Uninformed created dissatisfaction
when we could leave. It would have with the discharge
been better to be informed that it was process.
to leave rather than spending
unnecessary time in the hospital whel
we could have left. He shouldvea
been #owed to leave earlier than fukid.

MOC 9 Everything was good. General

Evaluations of

the Care

Provided
The staff aregional base bspitalwere | General
good. Evaluations of

Unspecified

Service

Providers

Sspoke to himzand explained to him
as well as the parents. He has a righi

know. It made him feel a bit better.

Appreciation
for the Surgeon

Provision of information
from the surgeon
increased reassurance i
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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 *
then the procedure was at 4136n.

Events During
Preoperative
Waiting

He [child] was very hungry. The toys
ZHUH JRRG EXW WKH\ {
from his hunger. We understand that
there were younger patients that had
go first, but he was very hungry.

Events During
Preoperative
Waiting

7KH SDWLHQW
contributed to how
families managed the
preoperative period.

Pain was more than was expected.
Only when they came out do you thin|
about the pain. He was given pain sti
before leaving the hospital. He was
given pain stop until the next day. He
woke up twice during hisleep. His
VOHHS ZDVQIYW QRUPD
uncomfortable.

Hospital and
Home
Postoperative
Events

The waiting period at the hospital. It

Events During

Length of preoperative

was too long. Preoperative waiting contributed to
Waiting how familes managed
the preoperative period.
We need services neaome town Availability of | A lack of availability of
296km from Melbourne Services services is linked to

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 (¢
the road. Knowing that he was in pail
| had to take my other son to
PHWURSROLWDQ Fafd O (
needed 2 days Dfor it.

Life Disruption

higher levels of life
disruption

There are 3 other mothers going to hi
[child] school that have done the sam
so there are many people who have t
go through the same thing.

Experiences of
Others

MYC 97

S #respect and level of communicatio
Shas with dildren.

Appreciation
for the Surgeon

Appreciation for the
surgeon due to quality o
communication with the
patient.

Arrived 10:30a.m. £11:00am., in at

Events During

Hunger and distress

2:00p.m. She expired about %2 an ho| Preoperative contributed to how
before. She was starving all started | Waiting families managed the
to get a bit cranky hour before. preoperative period.
Little bit of pain rovercome by her Hospital and
desire to eat. No pain killers needed.| Home
Good sleeping too. Postoperative

Events

Anaesthetist was an idiot. The one w
did the presurgery consult. He
contradicted whab said. He said it
was going to be his decision to give

F KL O G 19asQrihéedle (1V) in [the]
hand. Ssaid we could have the gas.
He sad it was his decision. In the op
room just beforethe was eating a pie.

The more senior anaesthetist said giv

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 ... T|
senior one came and corrected him
saying she would rather the gas and
that will be the option that wibe used.

He was efing a pie and then checked| Health and Poor hygiene by an

F KL O G faut @ithduteven washing Safety anaesthetist was a sour
his hands. My huslma was going to of dissatisfaction to
throttle him. He was the junior parents and generalte
anaesthetist. strong negative reaction

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 ifable3.6 above the generated theoretical
structure presentein the quatiative phase of the results im&pter 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 chrilehdy facilities
SURYLGHG E\ WKH KRVSLWDO XVXDOO\ IDFLOLWDYV
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. Thigpe of inconsistency is expected by Strauss
DQG &RUELQ 3:*QDWXUDOO\ LW ZLOO QRW ILW HYF
WKH WKHRU\ LV D UHGXFWLRQ RI GDWD" S 7
here that the theoretical structure was supported by the @senped
here.
Another method of enhancing credibility of the resultsezative
case analysis which involves the identification of cases or participant
accounts that do not fit the theoretical structure that is genebateed
on the majority of the terview data collected (Charmaz, 2006; Strauss
& Corbin, 1998). No negative cases were identified amrdyative case
analysis wasiot conducted in the present studyadlsnterviews were

included in the analys that generated the theory
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Fittingness
JLWWLQJQHVY RI WKH SUHVHQW VWXG\TV ILQGLQJ
the multple-methods study design and by demonstrating consistency between
WKH SUHVHQW VWXG\TV ILQGLQJV DQG SDVW UHVHDUI
External verifiation of the qualitative findings was attained in the
present study by the inclusion of a quantitative tjaesaire phase. Termed
method triangulation (Patton, 1999; Thurmond, 2001), pihavided a means of
crossdata validity checking whichssessdif 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 indeedata 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
guestionnaire data.
Fittingness was also established in the present stydgmastrating
links between past research findings andctitegories that emergéom the
present study (Chiovitti & Piran, 2003A number of codes and categorfesm
pastresearc HUH LGHQWLILHG DV plLW)iilee pfesehK H HVVHQF
VWXG\TV FDWH JR UdrdHoutliDe@ i@ tHeBdekdak(sedppendix M

of the present study

Auditability

The auditabilityRI WKH SUHVHQW VaéMeBadhy ILQGLQJIJV ZDV
establishingntercodemagreement anckliability, theinclusionof a codéook,
andthe useof mema which were incorporated intdv@ase 2 of the qualitative

analysis to describe the generated theoretical structure.

Intercoder agreement and reliability
Intercoderreliability can be defined as:
the extent to which two or moradependent 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 thensaexts to the same
categories (froule, 2006, p. 118).

Intercoderreliability testing was adopted in the study being
describedo establistthe consistency of meaning of the coded
categories generatgwards establishing auditability of the findings
Although not cormorplace in gounded theory resear¢@hiovitti &
Piran, 2003; Sandelowski, 198@&}ytablishing intercoder reliabilitg a
methodological cornerstone of content analysis (Krippend2®ti4;
Neundorff, 2002) Some qualitative methodologists (Bradley et al.,
2007; Miles & Huberman, 1994) amdherresearcher@Bossert1994)
have endorsedndadoped thepracticeof intercoder reliabilityto
demonstratéhe consistency btheir research findingsAn additional
purpose for establishing intercoder reliabilitgs the vluable
resolutions made when the analyditcusgdtheir discrepancies,
resultingin refined @tegories which in turn enhantne quality of the
WKHRU\ JHQHUDWHG $V DUJXHG E\ WDUERXU
concordance between researchers is not remflgrtant; what is
ultimately of value is the content of disagreements and the insights that
GLVFXVVLRQ FDQ SURYLGH IRU UHThWOth® J FRGLQJ
process of coming to an agreement between analysts also contributed to
the auditability f WKH SUHVHQW VWXG\TV ILQGLQJV

No general standard has been established for determining an
acceptable level of reliabilitf.ombard et al., 2002; Per & Levine
Donnerstein, 1999). However, in a reviefuntercoderstandards
(for intercoderreliability indices in generathat included
recommendations from variety of methodologists such as Krippendorff
(1980) Neundorff (2002) FRQFOXGHG WKDW 3FRHIILFLHQWYV |
would be acceptable to all, .80 or greater would be acceptable in most
situatons, and below that, théet H[LVWYV JUHDW eGnidMB JUHHPHQW
2002, p.145). As stated by Lombard et &002),and Rust and Cooill
(1994),.70 is commonly used as the acceptable threshold for exploratory
research such as the present study.il&ily, Krippendorff (2004) set
threshold of .67 as the minimum acceptable level for exploratory





































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































