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Abstract 

 

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

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

�R�Q���&�K�L�O�G�U�H�Q�¶�V���6�X�U�J�H�U�\ in Hospital (QCSH, Child form), with robust preliminary 

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

surgery patients and their parents in rural and metropolitan Australia.  �3�D�W�L�H�Q�W�V�¶���Dnd 

�S�D�U�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���$�X�V�W�U�D�O�L�D�Q���S�D�H�G�L�D�W�U�L�F���V�S�H�F�L�D�O�L�V�W���V�X�U�J�L�F�D�O���F�D�U�H���D�Q�G���W�K�H���L�P�S�D�F�W���R�I��

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

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

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

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

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

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

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

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

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

questionnaires shortly after surgery uncovered attitudes and issues on services delivered 

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

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

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

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

�&�U�R�Q�E�D�F�K�¶�V���D�O�S�K�D�V���I�R�U���W�K�H���I�D�F�W�R�U���V�X�E�V�F�D�O�H�V���U�D�Q�J�H�G���I�U�R�P����������- .92.  Exploratory factor 

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

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

10-�L�W�H�P���V�R�O�X�W�L�R�Q���D�F�F�R�X�Q�W�H�G���I�R�U���������������R�I���W�K�H���V�F�R�U�H���Y�D�U�L�D�Q�F�H�������&�U�R�Q�E�D�F�K�¶�V���D�O�S�K�D�V���I�R�U���W�K�H��

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

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

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

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

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

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

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

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

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

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

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

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

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

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

�D�����������U�D�Q�G�R�P���V�D�P�S�O�H���R�I���W�K�H���L�Q�W�H�U�Y�L�H�Z���G�D�W�D���D�Q�G���.�U�L�S�S�H�Q�G�R�U�I�I�¶�V���D�O�S�K�D���I�R�U���W�K�H���F�D�W�H�J�R�U�L�H�V��

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

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

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

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

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

emergent theoretical structure reflected in detail the relationships between the 

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

theoretical structure to explain the perceptions of individual participants was then 

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

evidence for the importance and reliability of 5 to 10-year-�R�O�G���S�D�H�G�L�D�W�U�L�F���S�D�W�L�H�Q�W�V�¶��

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

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

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

staff training, and government funding levels through 22 recommendations which 

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

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

Shall renew their strength; 

They shall mount up with wings like eagles, 

They shall run and not be weary, 

They shall walk and not faint. 

     Isaiah 40:31 
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Chapter 1: Introduction  

 

Background of the Problem 

�3�D�W�L�H�Q�W���V�D�W�L�V�I�D�F�W�L�R�Q���L�V���D���S�D�W�L�H�Q�W�¶�V���S�R�V�L�W�L�Y�H���H�Y�D�O�X�D�W�L�R�Q���R�U���M�X�G�J�H�P�H�Q�W���R�I���W�K�H���Z�K�R�O�H����

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

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

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

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

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

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

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

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

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

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

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

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

2008).   

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

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

Thomas, 1981) has been �G�H�I�L�Q�H�G���D�V���W�K�H���³�S�D�W�L�H�Q�W�V�¶���S�H�U�F�H�S�W�L�R�Q���R�I���W�K�H���H�D�V�H���Z�L�W�K���Z�K�L�F�K��

�V�H�U�Y�L�F�H�V���F�D�Q���E�H���R�E�W�D�L�Q�H�G���Z�K�H�Q���Q�H�H�G�H�G�´�����6�K�R�U�W�Hll et al., 1977, p. 141).  This includes 

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

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

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

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

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

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

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

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

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

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

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

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

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

comparisons indicate large differences between country patients who access a 

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

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

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

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

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

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

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

paediatric day-surgical services by rural and regional families.  

 Although children and their parents are recognised as consumers of paediatric 

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

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

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

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

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

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

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

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

�S�D�W�L�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���F�D�U�H���K�D�Y�H���E�H�H�Q���S�U�H�G�R�P�L�Q�D�Q�W�O�\���F�R�Q�G�X�F�W�H�G���Z�L�W�K���S�D�W�L�H�Q�W�V���D�J�H�G��������

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

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

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

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

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

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

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

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

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

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

arguments �I�R�U���R�E�W�D�L�Q�L�Q�J���\�R�X�Q�J�H�U���F�K�L�O�G�U�H�Q�¶�V��feedback on their health care are the lack of 
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a body of research focusing on this age group and more importantly, the limited 

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

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

younger children.   

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

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

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

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

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

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

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

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

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

also yet to be investigated.   

 

Statement of the Problem 

 The problem addressed in this study is: 

 �:�K�D�W���D�U�H���S�D�W�L�H�Q�W�V�¶���D�Q�G���S�D�U�H�Q�W�V�¶���H�Y�D�O�X�D�Wions of Australian paediatric specialist 

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

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

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

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

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

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

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

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

method approach is required to address this problem.       

 

Purpose of the Study 

The present study examined the experiences of paediatric surgical patients and 

�W�K�H�L�U���I�D�P�L�O�L�H�V�����Z�L�W�K���D���I�R�F�X�V���R�Q���U�X�U�D�O���D�Q�G���U�H�P�R�W�H���S�D�W�L�H�Q�W�V�¶���H�[�S�H�U�L�H�Q�F�H�V���R�I���D�F�F�H�V�V�L�Q�J��

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

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

surgery. 

 

The information generated from this study: 

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

  �K�H�D�O�W�K���F�D�U�H���D�Q�G���F�K�L�O�G�U�H�Q�¶�V���Y�L�H�Z�V���R�I���W�K�H�L�U���F�D�U�H�� 

2. Contributes to specialist paediatric staff knowledge toward tailoring 

  paediatric surgical care to the needs of the child; 

3. Provides �Y�D�O�X�D�E�O�H���L�Q�V�L�J�K�W���L�Q�W�R���F�K�L�O�G�U�H�Q�¶�V���H�[�S�H�U�L�H�Q�F�H�V���Z�L�W�K���L�Q�Y�D�V�L�Y�H�� 

  surgery; 

4. Provides information that should contribute to service delivery better 

  tailored to day-case paediatric patients and parents; 

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

  quality of care for distant children and their families.  

 

Overall, this research provides recommendations for policy change including 

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

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

especially for rural and remote residents. 

 

Research Aim 

The specific aims and hypotheses of this study are: 

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

  experienced by rural and metropolitan paediatric patients and parents 

  accessing local surgical services; 

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

  provide preliminary reliability validity data on the instrument; 

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

  and provide preliminary reliability validity data on the instrument; 

4. T�R���G�H�V�F�U�L�E�H���D�Q�G���H�[�S�O�D�L�Q���S�D�U�H�Q�W�V�¶���D�Q�G���S�D�W�L�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���O�R�F�D�O���D�Q�G��

  remote paediatric surgical care in terms consistent with dimensions of 

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

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

  environment, and access);  

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

  care including the degree of association between these aspects and  

  overall satisfaction with care; 

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

  their parents, to parents and service providers; 

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

  patients and parents can be recommended for improvement; 

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

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

  patient outcomes. 

 

It is hypothesised that:  

   

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

 based on different needs to their parents. 

 

2. rural and metropolitan paediatric patients who access local surgical 

 services will evaluate the quality of care delivered statistically 

 significantly more favourably when compared with country patients who 

 access metropolitan surgical services. 

 

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

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

 

Research Questions 

The first quantitative phase of the study addresses the following research 

questions: 

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

 rate their satisfaction with various aspects of paediatric surgical care? 

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

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

 Patient Evaluation Questionnaire (Parent Form, PSPEQ) using exploratory 

 factor analysis? 

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

 �&�K�L�O�G�U�H�Q�¶�V���6�X�U�J�H�U�\���L�Q���+�R�V�S�L�W�D�O (Child Form, QCSH) using exploratory factor 

 analysis? 

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

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

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

 MANOVA? 

 

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

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

 constructed PSPEQ and overall perceptions of care as indicated in the 

 questionnaire using multiple regression analysis? 

 

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

questions and several sub-questions: 

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

 parents and patients? 

a. How are these perceived efficacies described by parents? 

b. How are these perceived efficacies described by patients? 

8. What are the perceived shortcomings of and consequential recommendations 

 for improvement to the paediatric surgical service provided to parents and 

 patients?  

a. How are these shortcomings and recommended improvements described by 

 parents?  

b. How are these shortcomings and recommended improvements described by 

 patients? 

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

 shortcomings and recommendations for improvement described by parents?   

 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       10 

 

 The second qualitative phase of study addressed the following three research 

questions: 

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

 between the emergent categories as explained by parents and patients? 

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

 category to which all other categories are related? 

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

 emergent theoretical structure? 

 

Importance of the Study  

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

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

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

patients and their parents.   

 �3�D�W�L�H�Q�W�V�¶���D�Q�G���S�D�U�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���$�X�V�W�U�D�O�L�D�Q���S�D�H�G�L�D�W�U�L�F���V�S�H�F�L�D�O�L�V�W���V�X�U�J�L�F�D�O��

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

theoretical structure was generated that illustrates the interrelationships between the 

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

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

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

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

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

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

study also demonstrated that children can make important contributions to the 

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

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

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

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

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

as 5-years-old.   

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

patient satisfaction with Australian paediatric surgical care and those which warrant 

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

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

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

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

improving patient outcomes via patient satisfaction and minimising overall health care 

costs.    

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

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

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

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

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

compliance.  

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

�O�R�D�G�L�Q�J���R�Q���W�K�H�L�U���O�R�J�L�F�D�O�����I�D�F�W�R�U�V�������7�K�L�V���V�X�J�J�H�V�W�V���W�K�D�W���W�K�H���L�Q�V�W�U�X�P�H�Q�W�V���G�R���P�H�D�V�X�U�H���S�D�U�H�Q�W�V�¶��

�D�Q�G���S�D�W�L�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���D���V�S�H�F�L�D�O�L�V�W��paediatric day-surgery hospital stay.  These 

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

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

valuable child-centred information.  Paren�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���D�V���F�D�S�W�X�U�H�G���L�Q���W�K�H���3�6�3�(�4�����D�O�V�R��

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

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

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

and parents.    

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

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

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

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

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

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

�I�R�U���S�D�W�L�H�Q�W�V���D�Q�G���S�D�U�H�Q�W�V�������7�K�L�V���V�W�X�G�\�¶�V���V�X�S�S�R�U�W���I�R�U���W�K�H���P�X�O�W�L�S�O�H-method approach adds 

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

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

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

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

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

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

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

Australian metropolitan or regional hospital in geographically convenient locations in 

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

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

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

who gave informed consent were included in the study.    

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

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

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

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

excluded from the study.  Parents unable to read English at a 6th grade level (due to 

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

�)�D�P�L�O�L�H�V���D�W�W�H�Q�G�H�G���W�K�H���S�D�H�G�L�D�W�U�L�F���V�X�U�J�H�R�Q�¶�V���F�O�L�Q�L�F���I�R�U���D���S�R�V�W�R�S�H�U�D�W�L�Y�H���F�R�Q�V�X�O�W�D�W�L�R�Q����

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

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

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

Families attending other facilities were excluded from the study.   

 Included in the questionnaire were items found in published and unpublished 

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

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

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

  

Definition of Terms  

Access: �$�Q���D�V�S�H�F�W���R�I���K�R�V�S�L�W�D�O���F�D�U�H���W�K�D�W���L�V���G�H�I�L�Q�H�G���D�V���W�K�H���³�S�D�W�L�H�Q�W�V�¶���S�H�U�F�H�S�W�L�R�Q���R�I���W�K�H���H�D�V�H��

with which services can �E�H���R�E�W�D�L�Q�H�G���Z�K�H�Q���Q�H�H�G�H�G�´�����6�K�R�U�W�H�O�O���H�W���D�O�������������������S���������������V�X�F�K���D�V��

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 

�L�Q���W�K�H���S�D�W�L�H�Q�W�V�¶���J�H�R�J�U�D�S�K�L�F���D�U�H�D�����3�H�Q�F�K�D�Q�V�N�\���	���7�K�R�P�D�V�������������������� 
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Axial Coding: �³�7�K�H���S�U�R�F�H�V�V���R�I���U�H�O�D�W�L�Q�J���F�D�W�H�J�R�U�L�H�V���W�R���W�K�H�L�U���V�X�E�F�D�W�H�J�R�U�L�H�V�������W�H�U�P�H�G��

�³�D�[�L�D�O�´���E�H�F�D�X�V�H���F�R�G�L�Q�J���R�F�F�X�Us around the axis of a category, linking categories at the 

�O�H�Y�H�O���R�I���S�U�R�S�H�U�W�L�H�V���D�Q�G���G�L�P�H�Q�V�L�R�Q�V�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q�����������������S���������������� 

Auditability: Th�H���S�R�L�Q�W���D�W���Z�K�L�F�K���³�D�Q�R�W�K�H�U���U�H�V�H�D�U�F�K�H�U���F�D�Q���F�O�H�D�U�O�\���I�R�O�O�R�Z���W�K�H���µ�G�H�F�L�V�L�R�Q��

�W�U�D�L�O�¶���X�V�H�G���E�\���W�K�H���L�Q�Y�H�V�W�L�J�D�W�R�U���L�Q���W�K�H���V�W�X�G�\�´�����6�D�Q�G�H�O�R�Z�V�N�L�����������������S������������ 

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

�F�D�Q���G�L�I�I�H�U���L�Q���W�K�H�L�U���O�H�Y�H�O���R�I���Y�D�U�L�D�E�L�O�L�W�\�����Z�L�W�K���E�U�R�D�G�H�U���F�D�W�H�J�R�U�L�H�V���H�Q�F�R�P�S�D�V�V�L�Q�J���µ�W�\�S�H�V�¶���R�U��

�µ�F�O�D�V�V�H�V�¶���R�I���F�R�Q�F�H�S�W�V���F�D�O�O�H�G���V�X�E�F�D�W�H�J�R�U�L�H�V�����6�W�U�D�X�Vs & Corbin, 1998). 

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

Codebook: �³�7he conceptualisation of all the concepts to be measured in the analysis.  

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

researcher �W�K�U�R�X�J�K���W�K�H���F�R�G�L�Q�J���W�D�V�N�´�����6�S�U�R�X�O�H�����������������S������������. 

Coding: �³�7he analytic process through which data are fractured, conceptualized and 

integrated to form �W�K�H�R�U�\�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q�������������� p. 3). 

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

non-�L�Q�W�H�U�S�H�U�V�R�Q�D�O���³�S�U�R�Y�L�G�H�U-�S�D�W�L�H�Q�W���L�Q�W�H�U�D�F�W�L�R�Q�´�����3�D�V�F�R�H�����������������S���������������W�K�D�W���O�H�D�G�V���W�R���W�K�H��

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

routines (Jenkinson et al., 2002). 

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

of qualitative and quantitative methods to operationalise overlapping yet different 

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

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

Concept: �,�G�H�D�V���R�U���W�K�H�P�H�V���W�K�D�W���D�U�H���³�W�K�H���E�X�L�O�G�L�Q�J���E�O�R�F�N�V���R�I���W�K�H�R�U�\�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q����

1998, p. 100). 

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

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

time (Johnson & Onwuegbuzie, 2004).  

Confirmability:  Confirmability occurs when credibility, fittingness, and auditability 

are established (Sandelowski, 1986). 

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

�V�H�O�H�F�W�H�G���E�D�V�H�G���R�Q���Z�K�R���L�V���³�D�Y�D�L�O�D�E�O�H���D�Q�G���Z�L�O�O�L�Q�J���W�R���S�D�U�W�L�F�L�S�D�W�H���D�W���W�K�H���W�L�P�H�´��

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

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

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

(Shortell et al., 1977).   

Credibility:  �³�+�R�Z���Y�L�Y�L�G���D�Q�G���I�D�L�W�K�I�X�O���W�K�H���G�H�V�F�U�L�S�W�L�R�Q���R�I���W�K�H���S�K�H�Q�R�P�H�Q�R�Q���� The 

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

�W�K�H���U�H�V�H�D�U�F�K�H�U�V�¶���G�H�V�F�U�L�E�H�G���H�[�S�H�U�L�H�Q�F�H�V���D�V���W�K�H�L�U���R�Z�Q�´�����%�H�F�N�����������������S������������������ 

Dimensions: �³�7�K�H���U�D�Q�J�H���D�O�R�Q�J���Z�K�L�F�K���J�H�Q�H�U�D�O���S�U�R�S�H�U�W�L�H�V���R�I���D���F�D�W�H�J�R�U�\���Y�D�U�\�����J�L�Y�L�Q�J��

specific�D�W�L�R�Q���W�R���D���F�D�W�H�J�R�U�\���D�Q�G���Y�D�U�L�D�W�L�R�Q���W�R���W�K�H���W�K�H�R�U�\�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q�����������������S�������������� 

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

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

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

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

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

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

�³�I�H�D�W�X�U�H�V���R�I���W�K�H���V�H�Wting in which care is delivered (e.g., clarity of signs and directions, 

�R�U�G�H�U�O�\���I�D�F�L�O�L�W�L�H�V���D�Q�G���H�T�X�L�S�P�H�Q�W�����S�O�H�D�V�D�Q�W�Q�H�V�V���R�I���D�W�P�R�V�S�K�H�U�H���´�����6�L�W�]�L�D���	���:�R�R�G���������������� 

p. 1837).  

Fittingness: �7�K�H���S�R�L�Q�W���D�W���Z�K�L�F�K���³�W�K�H���I�L�Q�G�L�Q�J�V���R�I���D���V�W�X�G�\���µ�I�L�W�¶���L�Q�W�R���V�L�P�L�O�D�U���F�R�Q�W�H�[�W�V��

�R�X�W�V�L�G�H���W�K�H���V�W�X�G�\�´�����0�F�&�D�E�H�����������������S�� 43).   

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

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

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

satisfaction.  

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

and explain an experience from �W�K�H���S�D�U�W�L�F�L�S�D�Q�W�¶�V���S�H�U�V�S�H�F�W�L�Y�H which generates a rich, 

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

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

Intercoder Reliability:  �³�7he extent to which two or more independent individuals 

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

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

researchers assign the same texts to the same categories�  ́(Sproule, 2006, p. 118).  
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Interpersonal Skills: An aspect of hospital care that is defined as �³�I�H�D�W�X�U�H�V���R�I���W�K�H���Z�D�\��

�L�Q���Z�K�L�F�K���S�U�R�Y�L�G�H�U�V���L�Q�W�H�U�D�F�W���S�H�U�V�R�Q�D�O�O�\���Z�L�W�K���S�D�W�L�H�Q�W�V�´�����6�L�W�]�L�D���	���:�R�R�G�����������������S���������������� 

Interview Protocol: �³�7�K�H���G�H�V�F�U�L�S�W�L�R�Q���R�I the entire process in setting up and executing 

�W�K�H���L�Q�W�H�U�Y�L�H�Z�´�����%�U�H�D�N�Z�H�O�O�������������� p. 552). 

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

1998). 

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

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

Corbin, 1998). 

Memos: �³Written records of analysis that may vary in t�\�S�H���R�U���I�R�U�P�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q����

�������������S���������������L�Q�F�O�X�G�L�Q�J���I�R�U�P�V���V�X�F�K���D�V���³code notes, theoretical notes, operational notes, 

�D�Q�G���V�X�E�Y�D�U�L�H�W�L�H�V���R�I���W�K�H�V�H�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q�����������������S���������������� 

Multiple -methods Design: �³�7�Z�R���R�U���P�R�U�H���V�W�X�G�L�H�V���X�V�L�Q�J���G�L�I�I�H�U�H�Q�W���P�H�W�K�R�G�V�����Z�K�L�F�K��

�D�G�G�U�H�V�V���W�K�H���V�D�P�H���U�H�V�H�D�U�F�K���T�X�H�V�W�L�R�Q���R�U���G�L�I�I�H�U�H�Q�W���S�D�U�W�V���R�I���W�K�H���V�D�P�H���U�H�V�H�D�U�F�K���T�X�H�V�W�L�R�Q�´��

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

stand-alone study (Morse, 2010).    

�2�S�H�Q���&�R�G�L�Q�J�����³The analytic process through which concepts are identified and their 

�S�U�R�S�H�U�W�L�H�V���D�Q�G���G�L�P�H�Q�V�L�R�Q�V���D�U�H���G�L�V�F�R�Y�H�U�H�G���L�Q���W�K�H���G�D�W�D�´�����6�W�U�D�X�V�V���	��Corbin, 1998, p. 101). 

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

questionnaire developed in the present research to capture evaluations of paediatric 

elective day-surgery care by parents.  

Pain: �³�$n unpleasant sensory and emotional experience associated with actual or 

�S�R�W�H�Q�W�L�D�O���W�L�V�V�X�H���G�D�P�D�J�H�����R�U���G�H�V�F�U�L�E�H�G���L�Q���W�H�U�P�V���R�I���V�X�F�K���G�D�P�D�J�H�´�����%�R�Q�L�F�D�����������������S������������. 

Paradigm: A �V�H�W���R�I���E�H�O�L�H�I�V���R�I���S�U�L�Q�F�L�S�O�H�V���W�K�D�W���W�R�J�H�W�K�H�U���U�H�S�U�H�V�H�Q�W���D���³�Z�R�U�O�G���Y�L�H�Z�´�����*�X�E�D��

& Lincoln, 1994, p. 107).   

Patient Satisfaction: �$���S�D�W�L�H�Q�W�¶�V���S�R�V�L�W�L�Y�H���H�Y�D�O�X�D�W�L�R�Q���R�U���M�X�G�J�H�P�H�Q�W���R�I���W�K�H���Z�K�R�O�H�����R�U��

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

Williams, 1994).   

Phenomena: �³�&�H�Q�W�U�D�O���L�G�H�D�V in the data �U�H�S�U�H�V�H�Q�W�H�G���D�V���F�R�Q�F�H�S�W�V�´�����6�W�U�D�X�V�V��& Corbin, 

1998, p. 101).   

Properties�����³Characteristics of a category, the delineation of which defines and gives it 

meaning�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q�����������������S����������������  
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Purposeful Convenience Sampling: Used in the present study, a form of sampling that 

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

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

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

based on who �L�V���³�D�Y�D�L�O�D�E�O�H���D�Q�G���Z�L�O�O�L�Q�J���W�R���S�D�U�W�L�F�L�S�D�W�H���D�W���W�K�H���W�L�P�H�´�����2�Q�Z�X�H�J�E�X�]�L�H���	��

Leech, 2007, p. 114).  

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

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

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

�4�X�H�V�W�L�R�Q�Q�D�L�U�H���R�Q���&�K�L�O�G�U�H�Q�¶�V���6�X�U�J�H�U�\���L�Q���+�R�V�S�L�W�D�O�����&�K�L�O�G���)�R�U�P�����4�&�6�+���� The 

questionnaire developed in the present research to capture evaluations of paediatric 

elective day-surgery care by patients.  

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

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

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

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

Subcategories:  �³�&�R�Q�F�H�S�W�V���W�K�D�W���S�H�U�W�D�L�Q���W�R���D���F�D�W�H�J�R�U�\�����J�L�Y�L�Q�J���L�W���I�X�U�W�K�H�U���F�O�D�U�L�I�L�F�D�W�L�R�Q���D�Q�G��

�V�S�H�F�L�I�L�F�D�W�L�R�Q�´ such as types or classes of concepts that occur within broad categories 

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

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

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

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

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

within a surgical setting.  

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

�³�F�R�P�S�H�W�H�Q�F�H���D�Q�G���D�G�K�H�U�H�Q�F�H��to high standards of diagnosis and treatment  

(e.g., �W�K�R�U�R�X�J�K�Q�H�V�V�����D�F�F�X�U�D�F�\�����X�Q�Q�H�F�H�V�V�D�U�\���U�L�V�N�V�����D�Q�G���P�D�N�L�Q�J���P�L�V�W�D�N�H�V���´ (Ware et al., 

�������������S���������������D�Q�G���D�O�V�R���L�Q�F�O�X�G�H�V���G�R�F�W�R�U�V�¶���R�S�H�U�D�W�L�Q�J���V�N�L�O�O�V���D�Q�G���F�O�L�Q�L�F�D�O���R�X�W�F�R�P�H�V��

���$�O�U�X�E�D�L�H�H���	���$�O�N�D�D�¶�L�G�D�������������������� 

Theoretical Sampling: �³�'�D�W�D���J�D�W�K�H�U�L�Q�J���G�U�L�Y�H�Q���E�\���F�R�Q�F�H�S�W�V���G�H�U�L�Y�H�G���I�U�R�P���W�K�H���H�Y�R�O�Y�L�Q�J��

�W�K�H�R�U�\���D�Q�G���E�D�V�H�G���R�Q���W�K�H���F�R�Q�F�H�S�W���R�I���³�P�D�N�L�Q�J���F�R�P�S�D�U�L�V�R�Q�V�´���Z�K�R�V�H���S�X�U�S�R�V�H���L�V���W�R���J�R���W�R��

places, people, or events that will maximize opportunities to discover variations among 
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concepts and t�R���³�G�H�Q�V�L�I�\�´���F�D�W�H�J�R�U�L�H�V���L�Q���W�H�U�P�V���R�I���W�K�H�L�U���S�U�R�S�H�U�W�L�H�V���D�Q�G���G�L�P�H�Q�V�L�R�Q�V�´��

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

Theoretical Saturation : Occurs w�K�H�Q���³�Q�R���Q�H�Z���S�U�R�S�H�U�W�L�H�V����dimensions, conditions, 

actions or �L�Q�W�H�U�D�F�W�L�R�Q�V�����R�U���F�R�Q�V�H�T�X�H�Q�F�H�V���D�U�H���V�H�H�Q���L�Q���W�K�H���G�D�W�D�´�����6�W�U�D�X�V�V���	��Corbin, 1998, 

p. 136).   

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

represented by the data (Dey, 1999). 

Triangulation : �7�K�H���³�G�H�V�L�J�Q�H�G���X�V�H���R�I���P�X�O�W�L�S�O�H���P�H�W�K�R�G�V�����Z�L�W�K���R�I�I�V�H�W�W�L�Q�J���R�U���F�R�X�Q�W�H�U�D�F�W�L�Q�J��

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

�L�Q�T�X�L�U�\���U�H�V�X�O�W�V�´�����*�U�H�H�Q�H���H�W���D�O�������������������S������������������ 

 

Overview of Methodology   

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

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

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

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

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

The multiple-methods approach was defined as �F�R�Q�V�L�V�W�L�Q�J���R�I���³�W�Z�R���R�U���P�R�U�H��

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

�S�D�U�W�V���R�I���W�K�H���V�D�P�H���U�H�V�H�D�U�F�K���T�X�H�V�W�L�R�Q�´�����0�R�U�V�H�����������������S���������������D�Qd where each component 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

investigating the relationships between those aspects and patient satisfaction.  Using 

exploratory factor analysis and multiple regression, a relational structure ill ustrating the 

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

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

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

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

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

between them.  A synthesised conceptual framework that integrates the conceptual 

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

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

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

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

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

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

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

     

Delimitations and Limitations 

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

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

also described.     

  

Delimitations 

The patient participants in this study were limited to paediatric patients 

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

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

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

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

sufficiently homogenous participant sample, which enhanced the statistical 

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

which are usually smaller than metropolitan hospitals and have a smaller 

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

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

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

variations in illness severity. 

Although adenoidectomy and tonsillectomy are common paediatric 

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

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

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

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

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

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

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

procedures conducted by ENT specialists.  Paediatric patients who accessed 

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

collection, parents unable to read English at a 6th grade level (due to illiteracy 

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

and mental health disabilities were also excluded from the study. 

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

Holding surgeon skill constant enabled comparisons between groups on 

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

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

Penchansky & Thomas, 1981).  

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

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

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

participate.  Studies �R�Q���S�D�H�G�L�D�W�U�L�F���S�D�W�L�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���F�D�U�H���K�D�Y�H���E�H�H�Q��

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

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

made by some child health and development researchers for excluding 
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paediatric patients under 10 years is that younger children struggle with some 

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

Likert scale format, hence decreasing the internal consistency of responses 

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

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

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

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

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

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

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

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

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

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

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

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

Travel time to the surgical facility was an independent variable.  

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

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

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

distant families because it corresponded with the eligibility criteria for 

Australian state government funding schemes for travelling patients.  Although 

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

�4�X�H�H�Q�V�O�D�Q�G���+�H�D�O�W�K�������������������W�K�H���K�L�J�K�H�V�W���V�W�D�W�H�V�¶���W�K�U�H�V�K�R�O�G��(i.e., 100 km 

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

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

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

al., 2001). 

Semi-structured interviews were conducted with families on arrival to 

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

the interviews, newly constructed parent and patient questionnaires were 

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

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

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

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

complementary findings which when combined, can help explain the 

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

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

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

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

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

factors, investigating the relationships between factors, and determining the 

presence or absence of statistically significant differences between groups; all 

of which required a quantitative approach.   

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

interview phase of the study provided the basis for answering research 

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

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

service provided and the perceived shortcomings and recommendations for 

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

Items in the questionnaires addressed aspects of care known to influence 

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

1983) and included interpersonal skills, communication and information, 

technical skills and competence, coordination and continuity, efficiency, 

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

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

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

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

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

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

associated sample bias. 

Ethics approval was obtained from the Human Research Ethics 

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

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

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

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

of non-random sampling that combines purposeful and convenience sampling 

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

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

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

�I�U�D�P�H�Z�R�U�N���E�D�V�H�G���R�Q���Z�K�R���L�V���³�D�Y�D�L�O�D�E�O�H���D�Q�G���Z�L�O�O�L�Q�J���W�R���S�D�U�W�L�F�L�S�D�W�H���D�W���W�K�H���W�L�P�H�´��

���2�Q�Z�X�H�J�E�X�]�L�H���	���/�H�H�F�K�����������������S�������������������7�K�L�V���V�W�X�G�\�¶�V���D�S�S�U�R�D�F�K���W�R���V�D�P�S�O�L�Q�J���Z�D�V��

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

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

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

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

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

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

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

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

data was collected from parents who declined to participate so their 

characteristics are no known.  Therefore, the generalis�D�E�L�O�L�W�\���R�I���W�K�L�V���V�W�X�G�\�¶�V��

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

studies.   

Limitations of the questionnaire phase of the study included having no 

control over the response rate because participants completed the 

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

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

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

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

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

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

item statements as well as in the response format.   

Limitations of the qualitative interview phase of this study included the 

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

in the interview process, articulated their experience differently to others, and 
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disclosed more information than others.  Thus, the conceptual framework that 

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

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

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

�W�K�H���V�X�U�J�H�R�Q�¶�V���F�Rnsultation rooms.  Although participants were reassured that 

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

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

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

surgical patients and their parents.  Replication of the emergent theoretical 

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

      

Structure of Thesis 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

�H�P�H�U�J�H�Q�W���W�K�H�P�H�V���U�H�I�O�H�F�W�L�Q�J���W�K�H���S�D�W�L�H�Q�W�V�¶���D�Q�G���S�D�U�H�Q�W�V�¶���S�H�U�F�H�S�W�L�R�Q�V���R�I���S�D�H�G�L�D�W�U�L�F���V�X�U�J�L�F�D�O��

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

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

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

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

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

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

procedure, and policy in the form of recommendations are provided               

 

Chapter Summary 

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

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

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

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

�V�L�J�Q�L�I�L�F�D�Q�F�H���R�I���W�K�H���V�W�X�G�\�¶�V���I�L�Q�G�L�Q�J�V���D�Q�G���W�K�H�L�U���L�P�S�O�L�F�D�W�L�R�Q�V���I�R�U���I�X�W�X�U�H���U�H�V�H�D�U�F�K�����S�R�O�L�F�\����

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

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

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

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

 

Introduction  

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

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

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

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

�F�R�Q�F�H�S�W�V���D�U�H���U�H�Y�L�H�Z�H�G�������7�K�H���O�D�F�N���R�I���U�H�V�H�D�U�F�K���L�Q�Y�H�V�W�L�J�D�W�L�Q�J���S�D�U�H�Q�W�V�¶���D�Q�G���\�R�X�Q�J�H�U��

�S�D�W�L�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���$�X�V�W�U�D�O�L�D�Q���S�D�H�G�L�D�W�U�L�F���V�S�H�F�L�D�O�L�V�W���V�X�U�J�L�F�D�O���F�D�U�H���D�Q�G���W�K�H���L�P�S�D�F�W���R�I��

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

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

 �3�D�W�L�H�Q�W���V�D�W�L�V�I�D�F�W�L�R�Q���L�V���D���S�D�W�L�H�Q�W�¶�V���S�R�V�L�W�L�Y�H���H�Y�D�O�X�D�W�L�R�Q���R�U���M�X�G�J�H�P�H�Q�W���R�I���W�K�H���Z�K�R�O�H����

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

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

�F�K�D�U�D�F�W�H�U�L�V�H�G���D�V���D�Q���D�W�W�L�W�X�G�H�����Z�K�L�F�K���U�D�Q�J�H�V���R�Q���D���F�R�Q�W�L�Q�X�X�P���G�H�S�H�Q�G�L�Q�J���R�Q���W�K�H���S�D�W�L�H�Q�W�V�¶��

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

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

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

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

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

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

�6�D�Q�G�H�U�V�R�Q�����������������-�H�Q�N�L�Q�V�R�Q���H�W���D�O�������������������/�H�Z�L�V�������������������$�X�V�W�U�D�O�L�D�����2�¶�&�R�Q�Q�R�U��������������������

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

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

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

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

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

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

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

�.�U�X�S�D�W�����)�D�Q�F�H�\�����	���&�O�H�D�U�\�����������������2�¶�&�R�Q�Q�R�U�������������������� 

 Although various measures of satisfaction include different aspects of medical 

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

satisfactio�Q���D�U�H���D�U�J�X�D�E�O�\���I�L�Q�L�W�H�������(�[�W�H�Q�V�L�Y�H���F�R�Q�W�H�Q�W���D�Q�D�O�\�V�L�V���R�I���S�D�W�L�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I��

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

�6�F�U�L�Y�H�U�����������������0�F�/�H�O�O�D�Q�����/�X�E�R�U�V�N�\�����2�¶�%�U�L�H�Q�����:�R�R�G�\�����	���'�Uuley, 1982; Pichaud & 

�:�H�G�G�H�O�O�����������������L�O�O�Q�H�V�V�H�V�����Z�L�W�K���D���Y�L�H�Z���W�R�Z�D�U�G���$�X�V�W�U�D�O�L�D�Q�����2�¶�5�R�X�U�N�H�����:�D�O�V�K�����)�O�H�W�F�K�H�U�����	��

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

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

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

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

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

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

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

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

�S�D�W�L�H�Q�W�V�¶���R�S�L�Q�L�R�Q�V���R�I���W�K�H�L�U���F�D�U�H���Z�H�U�H���Q�R�Z���E�H�L�Q�J���V�R�X�J�K�W���D�V���S�D�U�W���R�I���W�K�H���H�Y�D�O�X�D�W�L�R�Q���S�U�R�F�H�V�V���� 

 �$�W���W�K�H���V�D�P�H���W�L�P�H���D�V���S�D�W�L�H�Q�W�V�¶���R�S�L�Q�L�R�Q�V���Z�H�U�H���I�R�U�P�L�Q�J���S�D�U�W���R�I���P�H�G�L�F�D�O���F�D�U�H��

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

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

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

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

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

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

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

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

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

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

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

�D�Q�G���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���W�K�H���S�D�W�L�H�Q�W�¶�V���S�H�U�V�S�H�F�W�L�Y�H���L�Q���K�H�D�O�W�K���F�D�U�H���� 
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 However, some objected (Davies & Ware, 1988; Wensing, Grol, & Smits, 1994) 

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

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

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

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

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

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

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

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

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

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

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

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

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

Australia (�'�U�D�S�H�U���	���+�L�O�O���������������������������������3�D�W�L�H�Q�W�V�¶���S�H�U�V�S�H�F�W�L�Y�H�V���E�H�F�D�P�H���D�Q���L�P�S�R�U�W�D�Q�W��

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

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

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

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

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

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

�V�D�W�L�V�I�D�F�W�L�R�Q���D�V���D�Q���L�Q�G�L�F�D�W�R�U���R�I���D���S�D�W�L�H�Q�W�¶�V���G�H�F�L�V�L�R�Q���W�R���F�K�D�Q�J�H���W�K�H�L�U���K�H�D�O�W�K���S�U�R�Y�L�G�H�U���D�Q�G��

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

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

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

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

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

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

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

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

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

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

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

 

Dissatisfaction with Medical Care 

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

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

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

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

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

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

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

telephone questionnaire research on rural and remote adult general practice patients 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

with health care services in the US and the UK.     

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

questionnaire research on adult day-�V�X�U�J�H�U�\���S�D�W�L�H�Q�W�V�����2�¶�&�R�Q�Q�R�U�����*�L�E�E�H�U�G�����	���:�H�V�W����

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

(Daly & McDonald, 1993), and in Sweden by interview research on in-patient hospital 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       31 

 

care (Eriksson & Svedlund, 2007).  In addition, dissatisfaction has also been recorded in 

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

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

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

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

et al�������������������D�Q�G���S�D�H�G�L�D�W�U�L�F���S�D�U�H�Q�W���G�L�V�V�D�W�L�V�I�D�F�W�L�R�Q���Z�L�W�K���W�K�H�L�U���F�K�L�O�G�¶�V���F�D�U�H���Z�D�V���G�R�F�X�P�H�Q�W�H�G��

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

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

patients.  New Zealand questionnaire research on parents of paediatric inpatients 

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

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

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

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

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

 
Types of Patient Feedback 
 

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

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

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

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

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

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

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

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

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

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

�W�K�H�L�U���K�R�V�S�L�W�D�O���F�D�U�H���Z�K�H�Q���D�V�N�H�G���³�2�Y�H�U�D�O�O�����Z�H�U�H���\�R�X���V�D�W�L�V�I�L�H�G���Z�L�W�K���W�K�H���K�R�V�S�L�W�D�O���F�D�U�H���J�L�Y�H�Q�´��

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

�W�R���U�D�W�H���W�K�H���V�S�H�F�L�I�L�F���D�V�S�H�F�W�V���R�I���F�D�U�H�������������L�Q�G�L�F�D�W�H�G���W�K�D�W���W�K�H���K�R�V�S�L�W�D�O���Z�D�V���³�W�R�R���I�D�U���D�Z�D�\�´��

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

�K�R�V�S�L�W�D�O���W�L�P�H�W�D�E�O�H�������������Z�H�U�H���G�L�V�V�D�W�L�V�I�L�H�G���Z�L�W�K���W�K�H���K�R�V�S�L�W�D�O�V�¶��food quality, 21% indicated 

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

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

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

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

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

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

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

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

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

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

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

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

�³�K�R�Z���V�D�W�L�V�I�L�H�G�´���W�K�H�\���D�U�H���Z�L�W�K���S�D�U�W�L�F�X�O�D�U���D�V�S�H�F�W�V���R�I���F�D�U�H���W�H�Q�G�V���W�R���H�O�L�F�L�W���S�R�V�L�W�L�Y�H���U�H�V�S�R�Q�V�H�V����

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

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

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

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

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

�µ�H�[�F�H�O�O�H�Q�W�¶���W�R���µ�S�R�R�U�¶�����U�D�W�K�H�U���W�K�D�Q���D���U�H�V�S�R�Q�V�H���V�F�D�O�H���I�U�R�P���µ�Y�H�U�\���V�D�W�L�V�I�L�H�G�¶���W�R���µ�Y�H�U�\��

�G�L�V�V�D�W�L�V�I�L�H�G�¶�������,�Q���D���8�6���V�W�X�G�\���R�I���S�D�W�L�H�Q�W���V�D�W�L�V�I�D�F�W�L�R�Q���Z�L�W�K���R�X�W�S�D�W�L�H�Q�W���Y�L�V�L�W�V�����1��� ���������������:�D�U�H��

and Hays (1988) found that the r�H�V�S�R�Q�V�H���V�F�D�O�H���I�R�U�P�D�W���R�I���µ�H�[�F�H�O�O�H�Q�W�¶���W�R���µ�S�R�R�U�¶���\�L�H�O�G�H�G��

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

�G�L�G���W�K�H���µ�Y�H�U�\���V�D�W�L�V�I�L�H�G�¶���W�R���µ�Y�H�U�\���G�L�V�V�D�W�L�V�I�L�H�G�¶���U�H�V�S�R�Q�V�H���V�F�D�O�H�������7�K�H���I�R�U�P�H�U���U�H�V�S�R�Q�V�H���V�F�D�O�H��

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

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

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

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

�µ�H�[�F�H�O�O�H�Q�W�¶���W�R���µ�S�R�R�U�¶���U�H�V�S�R�Q�V�H���V�F�D�O�H���\�L�H�O�G�V���O�H�V�V���V�N�H�Z�H�G���U�H�V�X�O�W�V���F�R�P�S�D�U�H�G���W�R���R�W�K�H�U���S�D�W�L�H�Q�W��

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

constructing a patient satisfaction questionnaire must be carefully considered.  Using 

�W�K�H���µ�H�[�F�H�O�O�H�Q�W�¶���W�R���µ�S�R�R�U�¶���H�Y�D�O�X�D�W�L�Y�H���U�H�V�S�R�Q�V�H���V�F�D�O�H���W�R���U�D�W�H���V�S�H�F�L�I�L�F���D�V�S�H�F�W�V���R�I���F�D�U�H����

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

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

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

determinants (Wilde, Larsson, & L�D�U�V�V�R�Q�������������������F�D�S�W�X�U�L�Q�J���S�D�W�L�H�Q�W�V�¶���U�D�W�L�Q�J�V���R�I���R�Y�H�U�D�O�O��

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

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

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

commonly include questionnaire items that measure general satisfaction such as 

�µ�R�Y�H�U�D�O�O�����K�R�Z���V�D�W�L�V�I�L�H�G���D�U�H���\�R�X���Z�L�W�K���W�K�H���F�D�U�H���\�R�X���U�H�F�H�L�Y�H�G�"�¶���D�Q�G���µ�Z�R�X�O�G���\�R�X���U�H�F�R�P�P�H�Q�G��

�W�K�H���K�H�D�O�W�K���V�H�U�Y�L�F�H���W�R���D���I�U�L�H�Q�G�"�¶����Hill & Doddato, 2002; Jenkinson et al., 2002; Miceli & 

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

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

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

 Closed-question surveys also generate lower levels of dissatisfaction than 

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

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

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

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

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

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

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

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

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

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

�S�D�U�H�Q�W�V�¶���P�H�D�Q���U�D�W�L�Q�J�V���U�D�Q�J�H�G���I�U�R�P�������������W�R���������������D�O�O���R�Q���D����-point scale with 5 indicating a 

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

responses to open-�H�Q�G�H�G���T�X�H�V�W�L�R�Q�V���V�X�F�K���D�V���³�:�K�D�W���L�V���W�K�H���Z�R�U�V�W���S�D�U�W���R�I���W�K�H���F�O�L�Q�L�F���Y�L�V�L�W�"�´��

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

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

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

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

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

�7�K�X�V�����D�Q�\���V�W�X�G�\���W�K�D�W���D�L�P�V���W�R���F�D�S�W�X�U�H���S�D�W�L�H�Q�W�V�¶���D�Q�G���S�D�U�H�Q�W�V�¶���S�H�U�F�H�S�W�L�R�Q�V���R�I���S�D�H�G�L�D�W�U�L�F��

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

recommendations rather than inadvertently priming positive appraisals.  

 

Influences on Patient Satisfaction Levels  

 Numerous influences on patient satisfaction levels have been noted in the 

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

literature in this area is presented in the following sections.                

 

Patient Characteristics 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Zapka et al., 1995).  

 Younger patients generally express lower levels of satisfaction with their health 

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

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

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

invited to assist or comple�W�H���W�K�H���T�X�H�V�W�L�R�Q�Q�D�L�U�H�V���R�Q���W�K�H���S�D�W�L�H�Q�W�¶�V���E�H�K�D�O�I�������3�D�W�L�H�Q�W���D�J�H���Z�D�V��

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

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

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

completed the questionnaire, child age was confounded with proxy reporting.  In a 
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similar US telephone survey study with hospital patients (Hargraves et al., 2001), 

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

�S�D�W�L�H�Q�W���U�H�S�R�U�W�H�G���S�U�R�E�O�H�P�V�������2�Q�O�\���W�K�H���P�H�D�Q���D�J�H���Z�D�V���U�H�S�R�U�W�H�G���I�R�U���W�K�H���V�W�X�G�\�¶�V���V�D�P�S�O�H����M = 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

�V�W�X�G�\���Z�H�U�H���G�H�W�H�U�P�L�Q�H�G���E�\���D�V�N�L�Q�J���S�D�U�W�L�F�L�S�D�Q�W�V���I�R�U���W�K�H�L�U���³�R�Y�H�U�D�O�O���H�Y�D�O�X�D�W�L�R�Q���R�I���W�K�H���F�D�U�H��

�U�H�F�H�L�Y�H�G�´���R�Q���D���I�L�Y�H-�S�R�L�Q�W���V�F�D�O�H���I�U�R�P���³�H�[�F�H�O�O�H�Q�W�´���W�R���³�S�R�R�U�´�����&�O�H�D�U�\���H�W���D�O�����������������������,�Q���D��

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

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

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

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

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

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

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

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

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

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

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

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

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

strength (Ramqvist, 2001).  Lower pain was also a weak predictor (Ramqvist, 2001).  It 

may be that healthier people have less exposure to health care and therefore less 

opportunity to encounter negative experiences, resulting in a more positive attitude 

towards their health care (Xaio & Barber, 2008).  Patients in poorer health may also 

believe that their current health status is due to the health care that they have received 

(Xaio & Barber, 2008).  These findings highlight the need to control for patient health 

status in any study investigating patient satisfaction and health care received.  

 Connections between other patient characteristics and patient satisfaction levels 

have been found, but findings remain mixed.  For example, some studies have found an 

association between being female and lower patient satisfaction ratings (Cleary et al., 

1992; Hargraves et al., 2001; Hekkert et al., 2009).  In a US study on hospital inpatients, 

Cleary et al. (1992) found gender to have a very weak significant negative correlation 

with patient overall evaluations of care with males evaluating their care more positively.  

Similarly, Hargraves et al. (2001) found that females reported more problems with their 

hospital care than did males, which resulted in a very weak but significant correlation.  

However, Scandinavian (Ramqvist, 2001) and US (Xiao & Barber, 2008) inpatient 

hospital studies have found no relationship between gender and patient satisfaction.  In 

a French hospital inpatient study, Nguyen et al. (2002) found that male patients gave 

small but significantly higher satisfaction ratings than did female patients, but only for 

the hospital environment, daily care, care from the physician, and ancillary staff 

dimensions of care.  Similarly, Hekkert et al. (2009) found female Scandinavian 

inpatients and outpatients to be significantly less satisfied with the admission procedure, 

nursing care, medical care, and information given, and were less satisfied overall 

compared with male Scandinavian patients.  However, there were no significant gender 

differences in patient satisfaction with patient autonomy and aftercare (Hekkert et al., 

2009).  It has been proposed that women may have different experiences with health 

care or that women expect more from their care than do men, since women tend to be 
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the main health care decision-makers not only for themselves but for their partners, 

children, and parents (Nguyen et al., 2002).  

 Studies have also found a relationship between patient higher-income and higher 

patient satisfaction levels (Cleary et al., 1992; Rubio et al., 2007; Xiao & Barber, 2008).  

In a study by Cleary et al. (1992) on US medical and surgical hospital patients, those 

with lower income were more likely to give negative general evaluations of their care, 

although this was a weak significant correlation.  Similarly, in a study on US female 

outpatients, Rubio et al. (2007) found women with annual incomes of less than 

$US10,000 a year showed significantly more dissatisfaction with their care compared 

with women who earned $US10,000 or more annually.  In a US study on inpatients and 

outpatients, Xiao and Barber (2008) likewise found higher annual personal income to be 

significantly correlated with patient satisfaction with the provider and the quality of 

care.  An explanation of these findings may be that US patients with less income have 

only one option of hospital or outpatient service and this lack of choice causes 

dissatisfaction from the outset (Nguyen et al., 2002).  In support of this, Nguyen et al. 

(2002) found the strongest predictor of French hospital in-patient satisfaction levels was 

choice of hospital.  Patients with only one hospital option expressed twice as many 

complaints about their care compared with patients who were given a choice of 

hospitals (Nguyen et al., 2002).  In contrast to the above findings, a US study on 

inpatient and outpatient veterans (Young et al., 2000) found that higher income was 

associated with lower levels of non-surgery inpatient satisfaction.  Zapka et al. (1995) 

reported different findings: the US study on outpatients found no relationship between 

level of satisfaction with outpatient care and annual family income (split into three 

groups:  < $US20,000, $US20,000 �± $US60,000, & > $US60,000) despite the study 

being large scale with over 3,000 participants (Zapka et al., 1995).  These findings, 

although mixed, suggest that patient income should also be controlled for in any study 

investigating the relationship between patient satisfaction and health care received. 

 Level of high school and university education also has a mixed association with 

patient satisfaction levels.  Rubio et al. (2007) found that US female outpatients with a 

high school education or less were more satisfied with their care compared to women 

with more than a high school education.  Similarly, Hekkert et al. (2009) found that 

Scandinavian inpatients and outpatients with a higher education (specific level not 

specified) to be significantly less satisfied with all dimensions of care measured, 
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compared with patients with a lower level of education (specific level not specified).  

The dimensions of care measured included admission procedure, nursing care, medical 

care, information given, patient autonomy, aftercare, and overall satisfaction (Hekkert et 

al., 2009).  Zapka et al. (1995) also found that patients with a university education had a 

lower level of satisfaction with their US outpatient care compared with patients without 

a university education.   

 In contrast to the above findings, the US study on inpatients and outpatients by 

Xiao and Barber (2008) reported that patients with a higher education were significantly 

more satisfied with access to care, the health care provider and the quality of health 

care.  Results from other studies have been mixed.  In a US telephone questionnaire 

study on medical and surgical patients, Hargraves et al. (2001) found that university-

educated medical patients rated their health care experience significantly more 

positively compared with non-university educated medical patients.  The same study 

found university educated surgical patients reported more problems with their care 

compared with non-university educated surgical patients (Hargraves et al., 2001).  

Variations in the methods used for sample selection are likely to have influenced 

response rates that resulted in different findings across studies.  Xaio and Barber (2008) 

selected their sample from a data set that was generated from a US government 

household survey and Hargraves et al. (2001) obtained their sample from a telephone 

survey of patients that were admitted to 51 hospitals for specific conditions only.  Such 

sample selection methods are in contrast to those of Hekkert et al. (2009) and Zapka et 

al. (1995) where facility wide samples were used across various facilities.  These 

differences in sample selection across the studies are likely to have influenced the 

findings as illustrated by the reported high levels of statistical significances.  These 

findings suggest that patient education should be controlled for in any patient 

satisfaction study investigating the impact of patient care on patient satisfaction, and 

that the type of patient (i.e., surgical or non-surgical) may be a covariate.   

 

Patient Expectations 

 In addition to the perception of quality of individual aspects of health care and 

patient characteristics, patient expectations are also seen as a contributing influence on 

levels of patient satisfaction (Ross, Frommelt, Hazelwood, & Chang, 1987; Sitzia & 

Wood, 1997; Ware et al., 1983).  An early review of 21 studies on primary care, mental 
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health care and marketing research examined patient expectations as a determinant of 

patient satisfaction (Ross et al., 1987).  As part of the review, Ross et al. (1987) found 

two main definitions of expectations which included a general optimistic or pessimistic 

view of the health care that will be received, or more commonly, specific expectations 

of the health care situation such as the cost of care, waiting time at the health care 

facility, and outcomes of treatment such as the level of increased functioning and 

decrease of pain symptoms.  Patient expectations can change over time, and with 

accumulated knowledge and experience (Chow, Mayer, Darzi & Athanasiou, 2009; 

Thompson & Sunol, 1995).  For example, more experience of hospitalisation may help 

patients establish more realistic expectations, thus making patients more easily satisfied 

(Nguyen, Briancon, Empereur, & Guillemin, 2002).   

 In studies that have investigated the predictive power of patient expectations on 

patient satisfaction levels, findings remain mixed.  In a widely-cited questionnaire study 

by patient satisfaction theorist Linder-Pelz (1982) with US primary care patients  

(N = 125), 8% of the variance in patient satisfaction scores was explained by patient 

�H�[�S�H�F�W�D�W�L�R�Q�V���R�I���W�K�H���G�R�F�W�R�U�¶�V���F�R�Q�G�X�F�W�������'�L�I�I�H�U�H�Q�W���U�H�V�X�O�W�V���K�D�Y�H���E�H�H�Q���I�R�X�Q�G���E�\���)�L�W�]�S�D�W�U�L�F�N��

and Hopkins (1983) in a UK interview study with neurology specialist patients  

(N = 95).  The findings indicated that patients did not refer to their experience or 

evaluations of care in terms of expectations (Fitzpatrick & Hopkins, 1983).  It was 

concluded that the method of data collection, namely, closed versus open-ended 

methods, may explain why the unrestricted interview method yielded these findings.  In 

a more recent UK questionnaire study (N = 3457), McKinley, Stevenson, Adams and 

Manku-Scott (2002) set out to test a new conceptualisation of patient expectations.  

McKinley et al. (2002) found that meeting the expectations of primary care patients who 

accessed out-of-hours care accounted for more than a third of the variance in patient 

satisfaction scores.  Others (e.g., Thompson & Sunol, 1995) have also argued that due to 

the mixed findings on patient expectations, definite conclusions of its influence on 

patient satisfaction are difficult to make.  These inconsistent results demonstrate the 

need for more research into the influence of patient expectations on patent satisfaction 

levels before any clear conclusion can be made.  This issue is highlighted here as a 

matter of general importance for further research, but is beyond the scope of this thesis.      
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Aspects of Care 

 Seven factors have been found to influence patient satisfaction levels, and 

include: 1) interpersonal skills, 2) communication and information, 3) technical skills 

and competence, 4) continuity and coordination, 5) efficiency, 6) facilities and physical 

environment, and 7) access.  These seven factors have been extensively researched in a 

variety of different health care contexts including general practitioner care, mental 

health care, and hospital care.  Since surgery is the focus of this study, findings relevant 

to each factor in relation to hospital care are presented.  A selection of prominent studies 

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

 

Interpersonal Skills 

 �,�Q�W�H�U�S�H�U�V�R�Q�D�O���V�N�L�O�O�V���F�D�Q���E�H���G�H�I�L�Q�H�G���D�V���³�I�H�D�W�X�U�H�V���R�I���W�K�H���Z�D�\���L�Q���Z�K�L�F�K���S�U�R�Y�L�G�H�U�V��

interact personally wi�W�K���S�D�W�L�H�Q�W�V�´�����6�L�W�]�L�D���	���:�R�R�G�����������������S�����������������V�X�F�K���D�V���Z�D�U�P�W�K����

friendliness, respect, empathy, courtesy and rudeness (Sitzia & Wood, 1997; Ware et 

al., 1983).  A number of studies have found that interpersonal skills of hospital service 

providers influence the level of patient satisfaction with the care received.  In a UK 

questionnaire study (N = 454) by Williams and Calnan (1991), having full confidence in 

the hospital doctors and having faith in the hospital doctors were the two questionnaire 

items most significantly and strongly predictive of overall satisfaction with hospital 

care.  Full confidence accounted for almost a quarter of the variance and having faith 

accounted for a tenth of the variance (Williams & Calnan, 1991).  In a US telephone 

questionnaire study (N = 1,631) with emergency department patients (Thompson, 

Yarnold, Williams, & Adams, 1996), satisfaction with expressive quality of staff was 

statistically significantly associated with a higher level of overall satisfaction with the 

emergency visit and likelihood of recommending the service to someone else. 

Correlations ranged from small to medium (Thompson et al., 1996).  Similarly, in a 

large scale postal questionnaire study of five UK hospitals across medical, orthopaedic, 

surgical, and elderly admissions (N = 2249), Jenkinson et al. (2002) found that two of 

�W�K�H���W�K�U�H�H���P�D�M�R�U���S�U�H�G�L�F�W�R�U�V���R�I���S�D�W�L�H�Q�W���V�D�W�L�V�I�D�F�W�L�R�Q���Z�H�U�H���³�H�P�R�W�L�R�Q�D�O���V�X�S�S�R�U�W�´ �D�Q�G���³�U�Hspect 

�I�R�U���S�D�W�L�H�Q�W���S�U�H�I�H�U�H�Q�F�H�V�´����p. 335).  These two predictors explained nearly a third and a 

fi fth of the variance respectively (Jenkinson et al., 2002). This highlights the strong 

relationship between the interpersonal skills of hospital staff and patient satisfaction.  In 

the same study (Jenkinson et al., 2002), emotional support and respect for patient 
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preferences were found to have significant strong positive correlations with overall 

satisfaction and intent to recommend the service.  In a Norwegian questionnaire study 

on elective surgery patients (N = 610), Sorlie, Sexton, Busund, and Sorlie (2000) found 

th�H���I�D�F�W�R�U�V���R�I���³�T�X�D�O�L�W�\���R�I���F�R�Q�W�D�F�W���Z�L�W�K���Q�X�U�V�L�Q�J���V�W�D�I�I�´�����S�������������D�Q�G���³�T�X�D�O�L�W�\���R�I���F�R�Q�W�D�F�W���Z�L�W�K��

�P�H�G�L�F�D�O���V�W�D�I�I�´�����S���������� to be major determinants of the overall satisfaction factor and 

explained almost a third of the variance combined.  These findings demonstrate the 

power that interpersonal skills of hospital service providers have on the level of patient 

satisfaction with the care received.   

 Several studies on specific aspects of patient satisfaction (as opposed to overall 

satisfaction) with hospital care suggest that the interpersonal skills of doctors and nurses 

are perceived as distinct aspects of care.  In the Norwegian questionnaire study with 

elective surgery patients (N = 610), exploratory factor analysis conducted on a 39-item 

questionnaire resulted in a �I�D�F�W�R�U���V�W�U�X�F�W�X�U�H���W�K�D�W���L�Q�F�O�X�G�H�G���V�H�S�D�U�D�W�H���³�T�X�D�O�L�W�\���R�I���F�R�Q�W�D�F�W��

�Z�L�W�K���W�K�H���Q�X�U�V�L�Q�J���V�W�D�I�I�´���D�Q�G���³�T�X�D�O�L�W�\���R�I���F�R�Q�W�D�F�W���Z�L�W�K���W�K�H���P�H�G�L�F�D�O���V�W�D�I�I�´���I�D�F�W�R�U�V�����6�R�U�O�L�H�� 

et al., 2000, p. 34).  In a similar Danish paediatric hospital study with parents of 

paediatric patients (�1��� ���������������L�W�H�P�V���U�H�O�D�W�L�Q�J���W�R���G�R�F�W�R�U�V�¶���E�H�K�D�Y�L�R�X�U���D�Q�G���Q�X�U�V�H�V�¶���E�H�K�D�Y�L�R�X�U��

were also found to be separate aspects of care (Ammentorp et al., 2006).  These findings 

suggests that in the context of surgical care, the interpersonal skills of the nurses and 

doctors are perceived by parents and patients as distinct aspects of care.    

  

Communication and Information 

 The communication and information aspect of hospital care can be defined as 

the non-�L�Q�W�H�U�S�H�U�V�R�Q�D�O���³�S�U�R�Y�L�G�H�U-�S�D�W�L�H�Q�W���L�Q�W�H�U�D�F�W�L�R�Q�´�����3�D�V�F�R�H�����������������S���������������What leads to 

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

routines (Jenkinson et al., 2002).  Studies with adult hospital patients have found 

communication and information to predict overall level of satisfaction with hospital 

care.  In a US telephone questionnaire study (N = 1,631) with emergency department 

adult patients (Thompson, Yarnold, Williams, & Adams, 1996), satisfaction with 

information given was associated with a significantly higher level of overall satisfaction 

with the emergency visit and the likelihood of recommending the service to someone 

else with correlations ranging from small to medium.  Similarly, Bain, Kelly, Snadden, 

and Staines (1999) conducted a UK questionnaire study with adult day-surgery patients 

(N = 3408).  Those who received printed or written information on their surgical 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       42 

 

procedure prior to admission were statistically significantly more satisfied with their 

surgical care (M = 86) compared to those that did not receive any printed information 

(M = 83, Bain et al., 1999).  Patients that perceived being given sufficient explanation 

about their surgical care (M = 86) were statistically significantly more satisfied 

compared to patients who considered that they were given insufficient explanation 

about the surgical process (M = 68, Bain et al., 1999).  Those who indicated that they 

had an adequate amount of warning before discharge had a statistically significantly 

higher level of satisfaction (M = 87) compared to patients who perceived having less 

than adequate warning of discharge (M = 58, Bain et al., 1999).  These findings 

demonstrate the power of communication and information on the level of patient 

satisfaction with the hospital care received.      

 Various types of information have been found to predict overall patient 

satisfaction with surgical care.  In a US telephone interview study on the information 

and communication aspects of hospital care,  adult surgery patients (N = 6455) were 

asked a series of questions on information-related problems that they may have 

experienced during their time in hospital for surgery as well as questions on their 

evaluations of the care received (Krupat et al., 2000).  Themes were generated based on 

�W�K�H���S�D�U�W�L�F�L�S�D�Q�W�V�¶���U�H�V�S�R�Q�V�H�V���D�Q�G���I�D�F�W�R�U���D�Q�D�O�\�V�L�V���Z�Ds conducted on those themes to 

establish the factor structure of the information-related issues encountered (Krupat  

et al., 2000).  A four-factor structure was generated and factors were labelled:  

1) information related to the surgical procedure, 2) information related to recovery and 

after-discharge care, 3) general information including medication and communication 

with family members, and 4) sensory information (Krupat et al., 2000).  The four 

factors were found to be highly statistically significant positive predictors of general 

satisfaction with surgical care and each factor explained between a tenth and nearly a 

third of the variance.  These results indicate the importance of specific types of 

information and forms of communication that are desired by adult surgical patients.    

 Similar results have been found with parents of paediatric hospital patients.  In a 

US telephone questionnaire study (N = 3622) with parents of 1 to 17-year-old paediatric 

hospital patients (Homer et al., 1999), items captur�L�Q�J���³�L�Q�I�R�U�P�D�W�L�R�Q���W�R���S�D�U�H�Q�W�V�´�� 

���S�����������������D�Q�G���³�L�Q�I�R�U�P�D�W�L�R�Q���W�R���S�D�W�L�H�Q�W�´�����S�����������������Z�H�U�H���V�W�D�W�L�V�W�L�F�D�O�O�\���V�L�J�Q�L�I�L�F�D�Q�W��positive 

predictors of overall ratings of the care received and were strong and moderate 

correlations respectively.  Similar findings were also evident in a more recent US 
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randomized controlled trial (N = 166) on parent satisfaction with paediatric hospital 

care (Maisels & Kring, 2005).  The experimental condition involved a daily visit by a 

facilitator who asked each family a series of questions related to the quality of 

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

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

experimental group were not aware that they were receiving any extra care and the 

control group did not receive a visit from a facilitator (Maisels & Kring, 2005).  Patient 

satisfaction questionnaires were administered to both groups prior to any visits from the 

facilitator to the experimental group and again after the treatment condition was 

administered to the experimental group.  Patient satisfaction levels were obtained based 

on items on a scale of 1 to 5, with 5 indicating the highest level of satisfaction (Maisels 

& Kring, 2005).  The results showed that there was a statistically significant 

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

(experimental group: M = 4.50, control group: M = 3.98), attending doctor 

(experimental group: M = 4.60, control group: M = 4.23) and resident doctor 

(experimental group: M = 4.65, control group: M = 4.17, Maisels & Kring, 2005).  

These results indicate that the inclusion of a daily visit from a facilitator enhanced 

patient satisfaction with nursing care and the care provided by the attending and resident 

physicians.  The findings of Homer et al. (1999) and Maisels and Kring (2005) provide 

evidence for the power of communication and information for a family with a 

hospitalised child and its influence on perceptions of the hospital care received.    

 Research with adult and paediatric hospital patients suggests that patients 

evaluate the care given by doctors and nurses as separate aspects of care.  In a large 

scale US study (N = 2113) across 10 hospitals (Rubin et al., 1990), exploratory factor 

analysis on the Patient Judgements of Hospital Quality scale revealed that while the 

�I�D�F�W�R�U���³�L�Q�I�R�U�P�D�W�L�R�Q�´���H�P�H�U�J�H�G���D�V���D���G�L�V�W�L�Q�F�W���I�D�F�W�R�U�����R�W�K�H�U���L�Q�I�R�U�P�D�W�L�R�Q-related items loaded 

�Z�L�W�K�L�Q���W�K�H���³�1�X�U�V�L�Q�J���D�Q�G���'�D�L�O�\���&�D�U�H�´�����S�����6���������I�D�F�W�R�U���D�Q�G���W�K�H���³�0�H�G�L�F�D�O���&�D�U�H�´�� 

(p. S18) factor captured the doctor-related questionnaire items (Rubin et al., 1990).  

These findings suggest that, where hospital staff are concerned, patients view doctors 

and nurses as distinct from one another.   Similarly, a very large retrospective database 

study that included patients from 65 US child-dedicated and general acute care hospitals 

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

questionnaire responses by parents to a 46-item five-point evaluative response scale 
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(1 = very poor to 5 = very good) were analysed using exploratory factor analysis (Miceli 

& Clark, 2005).  The resulting factor structure comprised 10 separate aspects, which 

�L�Q�F�O�X�G�H�G���³�1�X�U�V�L�Q�J���F�D�U�H�´���D�Q�G���³�<�R�X�U���F�K�L�O�G�¶�V���S�K�\�V�L�F�L�D�Q�´���D�V���V�H�S�D�U�D�W�H���D�V�S�H�F�W�V���R�I���F�D�U�H��

(Miceli & Clark, 2005, p. 47).  This reaffirms that in the context of paediatric hospital 

care, the care given by nurses and doctors are perceived by parents as distinct aspects of 

care. 

 Studies also suggest that, in some cases, patients view the interpersonal skills 

and information and communication aspects of care as one unified aspect that are 

compartmentalised based on the type of hospital service provider (Cortis & Lacey, 

1996; Meakin & Meakin, 2002; Miceli & Clark, 2005).  The resulting factor structure of 

�0�L�F�H�O�L���	���&�O�D�U�N�¶�V�����������������V�W�X�G�\���L�Q�F�O�X�G�H�G���³�1�X�U�V�L�Q�J���F�D�U�H�´�����S�������������D�Q�G���³�<�R�X�U���F�K�L�O�G�¶�V��

�S�K�\�V�L�F�L�D�Q�´�����S�����������������%�R�W�K���D�V�S�H�F�W�V���L�Q�F�O�X�G�H�G���L�W�H�P�V���W�K�D�W���F�D�S�W�X�U�H�G���W�K�H���L�Q�W�H�U�S�H�U�V�R�Q�D�O���V�N�L�O�O���R�I��

�W�K�H���Q�X�U�V�H�V���R�U���G�R�F�W�R�U�����H���J�������³�I�U�L�H�Q�G�O�L�Q�H�V�V���F�R�X�U�W�H�V�\���R�I���Q�X�U�V�H�´���D�Q�G���³�G�R�F�W�R�U�¶�V��

friend�O�L�Q�H�V�V���F�D�U�L�Q�J���W�R���F�K�L�O�G�´���S�������������D�Q�G���W�K�H���F�R�P�P�X�Q�L�F�D�W�L�R�Q���D�Q�G���L�Q�I�R�U�P�D�W�L�R�Q���J�L�Y�H�Q���E�\���W�K�H��

�Q�X�U�V�H�V���R�U���G�R�F�W�R�U�����H���J�������³�1�X�U�V�H�V���L�Q�I�R�U�P���X�V�L�Q�J���F�O�H�D�U���O�D�Q�J�X�D�J�H�´���D�Q�G���³�'�R�F�W�R�U���L�Q�I�R�U�P�H�G���Z�L�W�K��

�F�O�H�D�U���O�D�Q�J�X�D�J�H�´���S�����������������6�X�F�K���I�L�Q�G�L�Q�J�V���D�U�H���F�R�Q�V�L�V�W�H�Q�W���Z�L�W�K���W�K�H���T�X�D�O�L�W�D�W�L�Y�H���U�H�V�H�D�U�F�K��

fin�G�L�Q�J�V���R�I���8�.���U�H�V�H�D�U�F�K�H�U�V���&�R�U�W�L�V���D�Q�G���/�D�F�H�\�����������������W�K�D�W���³�N�L�Q�G�Q�H�V�V���D�Q�G���K�H�O�S�I�X�O�Q�H�V�V��

�Z�H�U�H���P�X�F�K���D�S�S�U�H�F�L�D�W�H�G���L�Q���W�K�H���F�R�Q�W�H�[�W���R�I���L�Q�I�R�U�P�D�W�L�R�Q���J�L�Y�L�Q�J�´�����S�������������������6�L�P�L�O�D�U���I�L�Q�G�L�Q�J�V��

exist in the paediatrician-provider literature where an exploratory factor analysis found 

�³�&�R�P�S�H�W�H�Q�F�H�����F�R�P�P�X�Q�L�F�D�W�L�R�Q�����D�Q�G���F�D�U�L�Q�J�´���W�R���E�H���D���I�D�F�W�R�U�����<�R�X�Q�J���H�W���D�O�������������������S��������������

and in the general practitioner-provider literature where an exploratory factor analysis 

�I�R�X�Q�G���³�&�R�P�P�X�Q�L�F�D�W�L�R�Q���F�R�P�I�R�U�W�´���W�R���E�H���D���I�D�F�W�R�U�����0�H�D�N�L�Q���	���0�H�D�N�L�Q�����������������S�������������������7�K�Ls 

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 

 �7�H�F�K�Q�L�F�D�O���V�N�L�O�O�V���D�Q�G���F�R�P�S�H�W�H�Q�F�H���K�D�V���E�H�H�Q���G�H�I�L�Q�H�G���D�V���W�K�H���³�F�R�P�S�H�W�H�Q�F�H���D�Q�G��

adherence to high standards of diagnosis and treatment (e.g., thoroughness, accuracy, 

�X�Q�Q�H�F�H�V�V�D�U�\���U�L�V�N�V�����D�Q�G���P�D�N�L�Q�J���P�L�V�W�D�N�H�V���´�����:�D�U�H���H�W���D�O�������������������S�� 248).  This aspect of 

�F�D�U�H���D�O�V�R���L�Q�F�O�X�G�H�V���G�R�F�W�R�U�V�¶���R�S�H�U�D�W�L�Q�J���V�N�L�O�O�V���D�Q�G���F�O�L�Q�L�F�D�O���R�X�W�F�R�P�H�V�����$�O�U�X�E�D�L�H�H���	��

�$�O�N�D�D�¶�L�G�D���������������������3�D�W�L�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���W�K�H���W�H�F�K�Q�L�F�D�O���D�V�S�H�F�W�V���R�I���K�H�D�O�W�K���F�D�U�H���K�D�Y�H���E�H�H�Q��

less accepted by some within the medical profession (e.g., Williams & Wilkinson, 
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1995) than have the interpersonal and facilities aspects of care (Westbrook, 1993).  

There are objections (e.g., Williams & Wilkinson, 1995) to the idea that patients are 

competent to evaluate the technical proficiency of their care.  However, earlier 

simulated studies on simple conditions have demonstrated the ability of patients to 

�M�X�G�J�H���D���F�O�L�Q�L�F�L�D�Q�¶�V���W�H�F�K�Q�L�F�D�O���S�U�R�I�L�F�L�H�Q�F�\���U�H�J�D�U�G�O�H�V�V���R�I���L�Q�W�H�U�S�H�U�V�R�Q�D�O���V�N�L�O�O�����H���J�������:�L�O�V�R�Q���	��

McNamara, 1982; Roter, Hall, & Katz, 1987).   

 In US research, Wilson and McNamara (1982) conducted a study using 

university students (N = 127) who were shown one of four video tapes of a physician-

patient interaction.  The level of interpersonal skill and competence was varied in each 

video, and participants were asked to complete a questionnaire on the physician as if 

they were the patient (Wilson & McNamara, 1982).  Participants statistically 

significantly distinguished between high and low levels of physician competence and 

were able to distinguish clinical competence from interpersonal aspects of care (Wilson 

& McNamara, 1982).  Level of physician competence also resulted in a highly 

statistically significant effect on patient satisfaction, with high physician competence 

being accompanied by a higher level of satisfaction with care (Wilson & McNamara, 

1982).  In a later US study (Roter et al., 1987), university students (N = 258) 

participated in a simulated patient-physician interaction and were asked to rate the 

technical proficiency and interpersonal skill of their physician.  Roter et al. (1987) 

found that patients were able to differentiate technical skill from interpersonal skill and 

a statistically significant large positive correlation was found between the patient�V�¶��

�U�D�W�L�Q�J���R�I���W�K�H�L�U���S�U�D�F�W�L�W�L�R�Q�H�U�¶�V���W�H�F�K�Q�L�F�D�O��skill and patient satisfaction.  This ability to 

identify the level of competence of a health care provider has also been demonstrated in 

studies with parents of paediatric patients. 

 �4�X�D�Q�W�L�W�D�W�L�Y�H�����H���J�������2�¶�.�H�H�I�H�����5�R�E�H�U�W�R�Q�����6�D�Z�\�H�U�����	���%�D�J�K�X�U�V�W�����������������D�Q�G��

qualitative (e.g., Callery & Luker, 1996) research with parents of paediatric patients has 

shown accurate ratings of different levels of competence in medical care.  In an 

�$�X�V�W�U�D�O�L�D�Q���V�W�X�G�\���E�\���2�¶�.�H�H�I�H���H�W���D�O���������������������S�D�U�H�Q�W�V���R�I���S�D�H�G�L�D�W�U�L�F���S�D�W�L�H�Q�W�V�����1��� ����������

attended an outpatient clinic.  Parents were each shown videos of medical students who 

�F�R�Q�G�X�F�W�H�G���P�H�G�L�F�D�O���L�Q�W�H�U�Y�L�H�Z�V���Z�L�W�K���P�R�F�N���S�D�W�L�H�Q�W�V�����2�¶�.�H�H�I�H���H�W���D�O�����������������������7�K�H��

competence of the medical student was artificially manipulated in the videos to test 

whether parents could perceive the difference between the videos in level of medical 

�V�W�X�G�H�Q�W���F�R�P�S�H�W�H�Q�F�H�����2�¶�.�H�H�I�H���H�W���D�O�����������������������3�D�U�H�Q�W�V���D�F�F�X�U�D�W�H�O�\���U�D�W�H�G���W�K�H���F�R�P�S�H�W�H�Q�F�H���R�I��
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medical student interviews, with the ratings being very hghly statistically significant.  In 

a simi�O�D�U���$�X�V�W�U�D�O�L�D�Q���V�W�X�G�\���E�\���2�¶�.�H�H�I�H�����6�D�Z�\�H�U�����	���5�R�E�H�U�W�R�Q�������������������S�D�U�H�Q�W�V���D�W�W�H�Q�G�L�Q�J���D��

paediatric outpatient clinic (N = 11) viewed videos of medical student mock patient 

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

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

�H�D�F�K���R�I���W�K�H���W�Z�R���Y�L�G�H�R���H�Q�F�R�X�Q�W�H�U�V�����2�¶�.�H�H�I�H���H�W���D�O�����������������������3�D�U�H�Q�W�V���Z�H�U�H���V�W�D�W�L�V�W�L�F�D�O�O�\��

significantly more satisfied with the high competence video interview compared to the 

l�R�Z���F�R�P�S�H�W�H�Q�F�H���P�H�G�L�F�D�O���L�Q�W�H�U�Y�L�H�Z�����2�¶�.�H�H�I�H���H�W���D�O�����������������������(�D�U�O�L�H�U�����:�H�V�W�����������������D�Q�G��

more recent (Callery & Luker, 1996) UK qualitative paediatric research have also 

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

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

�W�K�H�L�U���F�K�L�O�G�¶�V���F�R�Q�G�L�W�L�R�Q���D�Q�G���W�U�H�D�W�P�H�Q�W�����:�H�V�W�������������������E�X�W���D�O�V�R���L�Q���D�F�X�W�H���F�D�V�H�V���Q�H�F�H�V�V�L�W�D�W�L�Q�J��

shorter periods of hospitalisation (Callery & Luker, 1996).  In a recent UK study 

(Callery & Luker, 1996), one mother described how a junior doctor had incorrectly 

administered a drug through a blocked intravenous infusion.  Parents in all these studies 

made accurate judgements despite having no medical or nursing training.  The above 

studies have also demonstrated that health care provider competence is an aspect of 

�F�D�U�H�����Z�K�L�F�K���D�O�V�R���L�Q�I�O�X�H�Q�F�H�V���O�H�Y�H�O�V���R�I���S�D�W�L�H�Q�W���V�D�W�L�V�I�D�F�W�L�R�Q�����2�¶�.�H�H�I�H���H�W���D�O�������������������:�L�O�V�R�Q���	��

McNamara, 1982).    

 

Coordination and Continuity  

 Coordination and continuity have been defined as the number of points of 

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

administration in service delivery between one point of contact and another (Shortell et 

al., 1977).  Surgical care usually involves meeting the surgeon prior to the day of the 

procedure (Cooper, 1999; Majasaari, Sarajarvi, Koskinen, Autere, & Paavilainen, 2005; 

Mitchell, 2002) and then another point of contact with other health care providers at the 

surgical facility on the day of surgery.  As such, surgical patients are more likely than 

other patients of health care services to give lower levels of coordination and continuity 

of care, due to multiple contact points and the higher risk of experiencing 

inconsistencies between different service providers in the surgical service (Shortell  

et al., 1977).  Also, in contrast to general practitioner care where doctor-patient 

interaction occurs on a more frequent basis and rapport is established over time, the 
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surgeon-patient relationship is usually based on only a few meetings.  All of these 

factors when combined, can add to a lower perceived level of coordination and 

continuity of care in surgical patients.   

 Very few studies in the hospital setting have examined the coordination and 

continuity aspect of care and its influence on satisfaction with the care received.  In a 

large scale US questionnaire study with parents of paediatric hospital patients  

(N = 6030) across 38 hospitals, the coordination aspect of care was captured with 

question�Q�D�L�U�H���L�W�H�P�V���V�X�F�K���D�V�����³�'�L�G���W�K�H���G�R�F�W�R�U���R�U���Q�X�U�V�H���V�D�\���R�Q�H���W�K�L�Q�J���D�Q�G���W�K�H�Q���W�K�H���R�W�K�H�U��

�V�D�\���V�R�P�H�W�K�L�Q�J���T�X�L�W�H���G�L�I�I�H�U�H�Q�W�"�´�����3�D�W�U�L�F�N�����)�H�U�U�L�V�����+�R�P�H�U�����0�D�U�L�Q�R�����	���3�H�U�U�L�Q���������������� 

p. 311).  The continuity aspect of care was captured with questionnaire items such as: 

�³�'�L�G���V�R�Peone on the hospital staff tell you what you needed to know to care for your 

�F�K�L�O�G���D�W���K�R�P�H�"�´�����3�D�W�U�L�F�N���H�W���D�O�������������������S�������������������&�R�R�U�G�L�Q�D�W�L�R�Q���D�Q�G���F�R�Q�W�L�Q�X�L�W�\���Dspects of 

care had statistically significant medim positive correlations with overall ratings of 

hospital care (Patrick et al., 2003), demonstrating the influence of continuity and 

coordination on parent satisfaction with paediatric hospital care.   

 

Efficiency 

 Efficiency in the context of hospital care is commonly defined in terms of the 

length of time taken by hospital staff to complete tasks related to the patient  

(e.g., Marino & Marino, 2000; Miceli & Clark, 2004; Williams & Calnan, 1991).  This 

includes administrative services such as admission and discharge (Miceli & Clark, 

2004), and patient care services such as timely assistance after pressing the call button 

(Marino & Marino, 2000; Williams & Calnan, 1991).  In an earlier UK questionnaire 

�V�W�X�G�\���R�Q���D�G�X�O�W���K�R�V�S�L�W�D�O���S�D�W�L�H�Q�W�V�����1��� ���������������:�L�O�O�L�D�P�V���D�Q�G���&�D�O�Q�D�Q�����������������I�R�X�Q�G���³�V�W�D�I�I���W�R�R��

�E�X�V�\�����K�D�G���W�R���Z�D�L�W�´����p. 713) was the third item most predictive of overall satisfaction 

with hospital care and accounted for just under a tenth of the variance.  This finding 

indicates the importance that patients place on timely and efficient care from staff.  

Similar results have been found with parents of paediatric hospital patients. 

 The importance of parents of paediatric patients receiving efficient care from 

hospital staff was shown in a US telephone questionnaire study conducted with parents 

(N = 3676) of hospitalised children 0 to 17-years-old (Marino & Marino, 2000).  The 

�T�X�H�V�W�L�R�Q�Q�D�L�U�H���L�W�H�P���³�:�K�H�Q���\�R�X���R�U���\�R�X�U���F�K�L�O�G���S�U�H�V�V�H�G���W�K�H���F�D�O�O���E�X�W�W�R�Q���W�R���J�H�W���K�H�O�S�����Z�D�V���W�K�H��

�U�H�V�S�R�Q�V�H���T�X�L�F�N���H�Q�R�X�J�K�"�´�����0�D�U�L�Q�R���	���0�D�U�L�Q�R�����������������S���������������Z�D�V��highly statistically 
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significantly correlated with overall satisfaction with hospital care (correlation 

coefficients not reported).  In a similar large scale US study, parents of 0 to 21-year-old 

inpatients from 65 hospitals (N = 50,446) were sent questionnaires by mail.  Items were 

factor analysed to determine the factor structure of the questionnaire instrument and the 

�L�W�H�P�V���³�V�S�H�H�G���R�I���D�G�P�L�V�V�L�R�Q�´�����³�Q�X�U�V�H�V�¶���S�U�R�P�S�W�Q�H�V�V���W�R���F�D�O�O���E�X�W�W�R�Q�´�����D�Q�G���³�V�S�H�H�G���R�I��

�G�L�V�F�K�D�U�J�H���S�U�R�F�H�V�V�´���Z�H�U�H���I�R�X�Q�G���W�R���O�R�D�G���V�W�U�R�Q�J�O�\���R�Q���W�K�H�L�U���D�V�V�R�F�L�D�W�H�G���V�X�E�V�F�D�O�H�V�����I�D�F�W�R�U��

loadings  .87, -.78, and .67, respectively, Miceli & Clark, 2004).  These factor loadings 

indicated that the efficiency-related items made an important contribution to the overall 

�T�X�H�V�W�L�R�Q�Q�D�L�U�H���L�Q�V�W�U�X�P�H�Q�W���L�Q���F�D�S�W�X�U�L�Q�J���S�D�U�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���W�K�H���F�D�U�H���U�H�F�H�L�Y�H�G�������7�K�X�V����

efficiency is an important aspect in the evaluation of hospital care.     

 

Facilities and Physical Environment 

 �)�D�F�L�O�L�W�L�H�V���D�Q�G���S�K�\�V�L�F�D�O���H�Q�Y�L�U�R�Q�P�H�Q�W���L�V���G�H�I�L�Q�H�G���D�V���³�I�H�D�W�X�U�H�V���R�I���W�K�H���V�H�W�W�L�Q�J���L�Q��

which care is delivered (e.g., clarity of signs and directions, orderly facilities and 

�H�T�X�L�S�P�H�Q�W�����S�O�H�D�V�D�Q�W�Q�H�V�V���R�I���D�W�P�R�V�S�K�H�U�H���´�����6�L�W�]�L�D���	���:�R�R�G�����������������S���������������������5�X�E�L�Q���H�W���D�O����

(1990) conducted exploratory factor analysis on the Patient Judgements of Hospital 

Quality scale and found items relating to the hospital atmosphere, furnishings, signs and 

directions, and parking loaded together on one factor which Rubin et al. (1990) named 

�³�+�R�V�S�L�W�D�O���H�Q�Y�L�U�R�Q�P�H�Q�W���D�Q�G���D�Q�F�L�O�O�D�U�\���V�W�D�I�I�´�����S�����6�������������6�W�X�G�L�H�V���K�D�Y�H���I�R�X�Q�G���W�K�D�W���W�K�H���O�H�Y�H�O��

of availability of hospital facilities during a hospital stay influences the level of 

satisfaction of the care received (e.g., Bain et al., 1999; Jenkinson et al., 2002; Nguyen 

et al., 2002).  In a postal questionnaire study (N = 533) with French medical and 

surgical hospital inpatients, Nguyen et al. (2002) found having a private room was a 

statistically significant predictor of patient satisfaction on the aspects of admissions, 

hospital atmosphere, support staff, information, intention to recommend the service, and 

overall perceived quality of care.  Similarly, in the UK day-surgery questionnaire study 

by Bain et al. (1999), patients (N = 5069) who rated their level of privacy as less than 

acceptable were statistically significantly less satisfied with their care compared to 

patients who considered their level of privacy as acceptable.  In a postal questionnaire 

study of five UK hospitals across medical, orthopaedic, surgical, and elderly admissions 

(N = 2249), Jenkinson et al. (2002) found that one of the three major statistically 

significant predictors of patient satisfactio�Q���Z�D�V���³�S�K�\�V�L�F�D�O���F�R�P�I�R�U�W�´���D�Q�G���D�F�F�R�X�Q�W�H�G���I�R�U���D��

fifth of the variance (p. 335).  In the same study, physical comfort was found to have 
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statistically significant moderate positive correlations with overall satisfaction and 

intent to recommend the service (Jenkinson et al., 2002).  These findings highlight the 

importance that patients place on the provision of privacy and comfort during a hospital 

stay.  Similar results have been found in studies with paediatric patients and their 

parents.   

 The availability of facilities for paediatric and adult hospital patients have added 

benefits, which include serving as a distraction from pain (e.g., Tanabe, Ferket, Thomas, 

Paice, and Marcantonio, 2002) and can result in greater satisfaction with pain 

management (e.g., Penny, Whinn, Rajaratnam, & da Silva, 2008).  In a US study with 5 

to 17-year-old paediatric emergency department patients (N = 76), the efficacy of 

different pain relief treatments for musculoskeletal trauma was tested (Tanabe et al., 

2002).  The three intervention groups included in that study were: 1) standard care  

(i.e., elevating, immobilizing, and icing the limb), 2) standard care and anti-

inflammatory medication (i.e., ibuprofen), and 3) standard care and distraction (Tanabe 

et al., 2002).  A variety of distraction techniques was made available to children in the 

distraction treatment group and included age appropriate toys, games, craft activities, 

and music (Tanabe et al., 2002).  Children in this group were able to select any of the 

distractions avai�O�D�E�O�H�����7�D�Q�D�E�H���H�W���D�O�����������������������&�K�L�O�G�U�H�Q�¶�V���S�D�L�Q���U�D�W�L�Q�J�V���Z�H�U�H���U�H�F�R�U�G�H�G���D�W�� 

30 and 60 minutes after the intervention was given and it was found that the distraction 

group had statistically significantly lower pain ratings at 30 and 60 minutes (Tanabe et 

al., 2002).  Although the specific impact of the distraction technique on satisfaction was 

not directly investigated, children in the distraction group rated the helpfulness of the 

distraction as 3.7 on a scale of 1 to 5 (with 5 being most helpful and 0 not helpful) and 

100% of the children stated that they would want to listen to music if they visited the 

emergency department again.  A total of 87% of the study-wide sample of paediatric 

�S�D�W�L�H�Q�W�V���D�Q�G���S�D�U�H�Q�W�V���Z�H�U�H���H�L�W�K�H�U���³�Y�H�U�\���V�D�W�L�V�I�L�H�G�´���R�U���³�V�D�W�L�V�I�L�H�G�´���Z�L�W�K���W�K�H���S�Din treatment 

given.  A similar UK study was conducted with adult day-surgery patients (Penny et al., 

2008).  Those who watched a DVD prior to and immediately after surgery rated their 

satisfaction with pain management statistically significantly more positively on a six-

point scale (M = 2.92) compared to patients who were given the presence of a nurse for 

the same time period (M = 2.64).  These findings demonstrate the importance of 

providing children with age appropriate toys or games to distract them from their pain 

�Z�K�L�F�K���L�Q���W�X�U�Q�����L�P�S�U�R�Y�H�V���S�D�U�H�Q�W���V�D�W�L�V�I�D�F�W�L�R�Q���Z�L�W�K���W�K�H�L�U���F�K�L�O�G�¶�V���S�D�L�Q���P�D�Q�D�J�H�P�H�Q�W������
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Including age appropriate facilities at hospitals where children have surgery is therefore 

likely to increase parent and patient satisfaction with the care received.    

 

Access 

 Access to health care has been defined in various ways in research on adults  

(e.g., Penchansky & Thomas, 1981; Sitzia & Wood, 1997) and parents of paediatric 

patients (e.g., see Black & Sanderson, 1993).  Access to surgical care is usually 

�P�H�D�V�X�U�H�G���E�\���µ�Z�D�L�W�L�Q�J���W�L�P�H�V�¶�����Z�K�L�F�K���K�D�V���E�H�H�Q���R�S�H�U�D�W�L�R�Q�D�O�L�V�H�G���D�V���H�L�W�K�H�U���W�K�H���W�L�P�H���W�D�N�H�Q��

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 

a�Q�G���W�K�H���S�U�R�F�H�G�X�U�H�����5�X�G�N�L�Q���H�W���D�O�����������������������6�K�R�U�W���S�H�U�L�R�G�V���R�I���E�R�W�K���I�R�U�P�V���R�I���µ�Z�D�L�W�L�Q�J���W�L�P�H�¶�� 

are associated with higher levels of satisfaction in adult surgical patients (Boyce et al., 

1997; Meredith & Wood, 1996; Rudkin et al., 1996).  However, based on qualitative 

�U�H�V�H�D�U�F�K�����µ�D�F�F�H�V�V�¶���D�S�S�H�D�U�V���W�R���E�H���P�R�U�H���F�R�P�S�O�H�[���W�K�D�Q���W�K�H���V�L�Q�J�O�H���P�H�D�V�X�U�H���R�I���µ�Z�D�L�W�L�Q�J��

�W�L�P�H�V�¶������ 

 In interview data on patient satisfaction, the early US research by Penchansky 

and Thomas (1981) provided strong support for a multidimensional conceptualisation of 

access to care.  A total of 626 non-patients identified a variety of access related issues 

that were important when considering visiting a health care provider (Penchansky & 

Thomas, 1981).  Exploratory factor analysis of the interview questions resulted in 

several sub-aspects of access being identified and included aspects related to the degree 

of ease in locating a health care provider, waiting time from making the appointment to 

the day of the appointment, waiting time at the facility on the day of the appointment, 

cost involved in visiting the health care provider, and the degree of ease in getting to the 

health care provider (Penchansky & Thomas, 1981).  More recent US research 

supported the findings of Penchansky and Thomas (1981), noting that longer total 

journey time (Corbett & McGuigan, 2008), poor parking (Greenwood, 1993) and the 

use of public transport (Abramowitz, Cote, & Berry, 1987) correlated with patient 

dissatisfaction.  Furthermore, based on a national US survey on health care, Aday et al. 

(1980) argued that the degree of perceived access to health care services has an 

influence on patient satisfaction with other aspects of care. In a review of studies that 

investigated the access aspect of health care, Pascoe (1983) found study effect sizes of 

access to care on overall patient satisfaction ranged from .02 to .26, with a mean (small) 
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effect size of .12.  Thus, access to health care can be more adequately defined as the 

�³�S�D�W�L�H�Q�W�V�¶���S�H�U�F�H�S�W�L�R�Q���R�I���W�K�H���H�D�V�H���Z�L�W�K���Z�K�L�F�K���V�H�U�Y�L�F�H�V���F�D�Q���E�H���R�E�W�D�L�Q�H�G���Z�K�H�Q���Q�H�H�G�H�G�´��

(Shortell et al., 1977, p. 141), such as travel time to the facility, waiting time after 

making an appointment, waiting time at the facility on the day of the appointment, and 

degree of ease in reaching the facility (Ware et al., 1983). Costs associated with 

�U�H�D�F�K�L�Q�J���W�K�H���I�D�F�L�O�L�W�\���D�V���Z�H�O�O���D�V���D�G�H�T�X�D�W�H���K�H�D�O�W�K���F�D�U�H���I�D�F�L�O�L�W�L�H�V���L�Q���W�K�H���S�D�W�L�H�Q�W�V�¶���D�U�H�D�����D�U�H��

also considered part of access (Penchansky & Thomas, 1981).  These findings highlight 

the need for patient satisfaction researchers to include a range of access-related 

questionnaire items in order to accurately capture the degree of satisfaction with access 

to health care.  

 Based on the literature presented above, the main influences on patient 

satisfaction ratings that exist in the literature can be split into two categories:  

1) Determinants of patient satisfaction, which include patient characteristics and patient 

expectations, and 2) Perceptions of the aspects of care received.  This conceptualisation 

can be seen graphically in Figure 2.2 and has been referred to by a number of patient 

satisfaction researchers (e.g., Chow, Mayer, Darzi & Athanasiou, 2009: Sitzia & Wood, 

1997; Ware et al., 1983).     
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Figure 2.2. Influences on Patient Satisfaction  

 

Ratings of Aspects of Hospital Care   

 Dissatisfaction is more likely to occur with particular aspects of hospital care 

(Hall & Dornan, 1988; Sitzia & Wood, 1997).  In a comprehensive review of studies on 

patient satisfaction and aspects of care, Sitzia and Wood (1997) found dissatisfaction to 

occur with specific aspects of hospital care which included information, food, privacy, 

and facility routines.  Similarly, in a US meta-analysis of 107 studies of medical care in 

a variety of settings, Hall and Dornan (1988a) found the highest rates of satisfaction 

with the overall quality of care, humaneness (i.e., interpersonal skills), competence (i.e., 

technical skills), outcomes of care, and facilities.  The highest rates of dissatisfaction 

occurred with the aspects of attention to psychosocial problems, bureaucracy (i.e., 

administrative system of the facility), cost, informativeness, and access.  Studies on 

patient satisfaction with aspects of hospital care can be seen in Table 2.1 and 

dissatisfaction appears to occur more commonly with the aspects of information and 

communication, interpersonal skills, access, and facilities.  These findings are partially 

in line with those of Sitzia and Wood (1997) and Hall and Dornan (1988a) and provide 

further evidence that patient satisfaction is a multi-dimensional concept and that there is 

room for improvement in the provision of hospital and surgical care.       
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Table 2.1 

Studies on Aspects of Hospital Care Associated with Satisfaction and Dissatisfaction  
______________________________________________________________________ 
 

Studies on satisfaction and dissatisfaction with hospital care (n = 10)  
______________________________________________________________________  
 

Ammentorp et al. (2006). Danish hospital study (N = 300) with parents of 0 to 15-year-old 
paediatric patients.  Composite score based on combined satisfaction and priority scores. 
 

Most satisfaction�����2�S�S�R�U�W�X�Q�L�W�\���W�R���J�H�W���D�Q�V�Z�H�U�V���W�R���T�X�H�V�W�L�R�Q�V�����X�Q�G�H�U�V�W�D�Q�G�L�Q�J���W�K�H���Q�X�U�V�H�V�¶���L�Q�I�R�U�P�D�W�L�R�Q����
carrying out medical examinations, the child will be treated with medicine, being involved in the care and 
treatment, the nurses are able to express warmth and care (no percentages reported).  
 

Most dissatisfaction: The nurses inform you how to find things on the ward, the ward can offer activities 
to my child, the ward can offer a balanced diet for my child, waiting time at the ward for the medical 
examination, the nurses tell you about the procedures at the ward, the child will received appropriate 
information (no percentages reported).  
 

Black & Sanderson (1993). Four UK day-surgery units (N = 130). 
  

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

Most dissatisfaction: Parking at the hospital (30%), things to keep you occupied in the ward (15%), level 
of privacy in the ward (15%), information about treatment (15%), after effects of anaesthetic (13%), pain 
control immediately after operation (13%). 
 

Cleary et al. (1991). US telephone survey study (N = 6,455) with medical and surgical patients from 
62 hospitals.   
 
 

Most dissatisfaction: Not told about daily routine (44.9%), did not have relationship of trust with any 
hospital staff other than doctor in charge of care (38.7%), not told whom to ask for help, if needed 
(31.8%), no doctor in charge of care or doctor in charge not available (22.6%), doctor or nurse did not 
explain before a test, how much pain and discomfort to expect (21.1%), hospital staff did not go out of 
�W�K�H�L�U���Z�D�\���W�R���P�H�H�W���S�D�W�L�H�Q�W�¶�V���Q�H�H�G�V���������������������Q�R���R�Q�H���D�W���K�R�V�S�L�W�D�O���Z�H�Q�W���R�X�W���R�I���Z�D�\���W�R���P�D�N�H���Satient feel better 
(17.7%), not knowing how much would have to be paid worried patient (16.9%). 
 

Hanson, Clifton-Smith, & Fasher (1994). Australian paediatric accident and emergency 
department complaints in 1992 (N = 68). 
 
 

Most dissatisfaction: Waiting time (39.7%), amenities (32.4%), staff attitudes (10.3%), and quality of care 
(1.5%).  
 

Homer et al. (1999). US paediatric hospital study (N = 3622) with parents of 1 to 17-year-old 
paediatric patients. 
 
 

Most dissatisfaction: Amount of home care required different from what expected (71%), told patients 
daily routine early on (33%), amount of pain experienced differed from what told to expect (33%), 
physicians available to answer your questions (28%), quick enough response to call button (26%). 
 

Jenkinson et al. (2002). Five UK hospitals (N = 2249). 
 

Most dissatisfaction: Continuity of care, emotional support and respect for patient preferences.   
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Majasaari et al. (2005). Finnish questionnaire study with orthopaedic and gynaecological day-
surgery patients (N = 100).  
 
 

Most dissatisfaction: Shorter waiting room periods, lack of privacy when being given information, and 
information of a clearer nature to be given to patients and family members regarding the side effects of 
medication and instructions for assisting the patient at home (no percentages reported).   
 

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

Most satisfaction: Food quantity (92.4%), skillfulness when administering treatments (90.0%), continuity 
of care (87.9%), respect (85.9%), punctuality when administering treatment (85.5%), courtesy (85.4%). 
 

Most dissatisfaction: Patient education (62.8%), orientation (60.8%), concern and communication 
(50.8%), availability (48.7%), food variety (48.1%), toilet cleanliness (47.7%).   
 

Miceli & Clark (2005). US retrospective database study including paediatric patients from 65 child-
dedicated and general acute care hospitals (N = 50,446) with parents of 0 to 21-year-old paediatric 
patients. Scores range from 0 to 100 with a higher score indicating a higher level of satisfaction.  
 

Aspects of most dissatisfaction combined with aspects that yielded large correaltions with overall 
satisfaction: Improve staff sensitivity to the inconvenience of having a hospitalised child (M = 82.8), 
improve the extent to which hospital staff meet the emotional and spiritual needs (M = 80), improve 
�U�H�V�S�R�Q�V�H���E�\���V�W�D�I�I���U�H�J�D�U�G�L�Q�J���T�X�H�V�W�L�R�Q�V���R�U���F�R�P�S�O�D�L�Q�W�V���P�D�G�H���G�X�U�L�Q�J���W�K�H���F�K�L�O�G�¶�V���K�R�V�S�L�W�D�O���V�W�D�\����M = 81.4),  
increased effort by staff to include pa�U�H�Q�W�V���L�Q���G�H�F�L�V�L�R�Q�V���D�E�R�X�W���W�K�H���F�K�L�O�G�¶�V���W�U�H�D�W�P�H�Q�W����M = 84.1), improve 
accommodation and comfort for visitors (M = 80.3), improve information provided regarding available 
facilities for immediate family members such as meals, accommodation and amenities  
(M = 76.1�������L�Q�F�U�H�D�V�H���O�H�Y�H�O���R�I���V�W�D�I�I���F�R�Q�F�H�U�Q���W�R���P�D�N�H���W�K�H���F�K�L�O�G�¶�V���V�W�D�\���D�V���U�H�V�W�I�X�O���D�V���S�R�V�V�L�E�O�H����M = 83.8).  
  
�2�¶�&�R�Q�Q�R�U�����*�L�E�E�H�U�G�����	���:�H�V�W�������������������(�L�J�K�W���$�X�V�W�U�D�O�L�D�Q���G�D�\-surgery units (N = 448).   
 

Most dissatisfaction: Long preoperative wait (11.3%), lack of postoperative feedback or lack of visit by 
their doctor postoperatively (10.5%), lack of information on what to expect (8.3%). 
 

Taylor, Wolfe, & Cameron (2004). Australian Victorian hospital complaints in 1997 to 2001 across 
67 hospitals (N = 26,785). 
 

Most dissatisfaction: Communication such as poor attention, discourtesy, rudeness (29.2%), access to 
health care such as no or inadequate service or treatment delays (28.5%), treatment such as inadequate 
treatment and nursing care (22.5%). 
_____________________________________________________________________________________ 
 

Rankings of Aspects of Care by Importance 

 Particular aspects of care have been found to be of greater importance to patients 

(Ammentorp, Mainz, & Sabroe, 2006; Andrus, 1984; Pascoe & Atkisson, 1983).  

In a US study on rural patients and primary care (Andrus, 1984), competence of the 

physician, having their general medical needs met and receiving the finest medical care 

available, were the most important aspects of care rated by participants.  The least 

important aspects rated by the participants were availability of the physicians to make 

�K�R�X�V�H���F�D�O�O�V�����H�[�S�H�U�L�H�Q�F�H���Z�L�W�K���R�W�K�H�U���R�I�I�L�F�H���S�H�U�V�R�Q�Q�H�O�����D�Q�G���Z�D�L�W�L�Q�J���W�L�P�H���D�W���W�K�H���S�K�\�V�L�F�L�D�Q�V�¶��

facility as the least important (Andrus, 1984).   
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 In a US study with an urban hospital outpatient sample, Pascoe and Atkisson 

(1983) conducted a study to determine the most important aspects of care by giving 

participants six components of care on cue cards (N = 246).  Participants were then 

instructed to rank the components by their importance to the quality of the service 

provided to them.  The highest ranked aspect was the treatment given by the doctors and 

nurses followed by clinical outcome, the degree of correspondence between the service 

provided and the perceived need of the patient, the helpfulness of the facility support 

staff, facility location, ease in making an appointment, and the facilities and waiting 

times on the day of the appointment.  

 Similar results have been found in a paediatric hospital sample.  In a Danish 

hospital study (N = 300) with parents of 0 to 15-year-old paediatric patients, 

Ammentorp, Mainz, & Sabroe (2006) used past research and qualitative interviews to 

generate a 36-item paediatric hospital satisfaction questionnaire.  Parents were asked to 

rate their satisfaction on the 36 items and to rank the items in order of importance from 

most to least important.  Of the 36 items, those rated most important in descending 

�R�U�G�H�U���Z�H�U�H�����G�H�W�H�U�P�L�Q�L�Q�J���W�K�H���P�H�G�L�F�D�O���S�U�R�E�O�H�P���Z�L�W�K���W�K�H���F�K�L�O�G�����P�D�Q�D�J�L�Q�J���W�K�H���F�K�L�O�G�¶�V���S�Din, 

�H�[�S�O�D�Q�D�W�L�R�Q���R�I���W�K�H���G�L�D�J�Q�R�V�L�V���R�U���S�U�R�E�O�H�P�����X�Q�G�H�U�V�W�D�Q�G�L�Q�J���W�K�H���G�R�F�W�R�U�V�¶���L�Q�I�R�U�P�D�W�L�R�Q����

opportunity to get answers to questions, waiting time at the ward for the medical exam, 

information about what to do if the same problem should occur after admission or 

discharge, and information about what will occur during the medical visit (Ammentorp 

et al., 2006). These findings suggest that technical skills of the service provider and 

information and communication are particular aspects of care that are of greater 

importance to patients.  The findings also suggest that, relatively speaking, less 

important aspects of care are facilities and access.   

 Determining the degree of importance of aspects of care is essential when 

prioritising improvements to health care provision.  Thus, any measure of patient 

satisfaction should give patients the opportunity to rank aspects of care to determine 

their importance to patients.  While the impact of access to health care may not be one 

of the most important aspects to patients, travelling a longer distance for health care 

services is documented as having a detrimental impact on rural and remote families.        
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Impact of Travel to Medical Care 

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

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

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

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

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

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

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

surgical services exist inside those centres (AIHW, 2009).  Based on specialist surgeon-

to-patient ratios, the number of surgical specialists per capita in small rural centres 

(Urban centre population between 10,000 and 24,999, AIHW, 2004) is less than half the 

supply found in the capital cities (AIHW, 2009).  In remote zones (Urban centre 

population greater than 4,999 and other remote areas with an urban centre population 

less than 5,000 combined, AIHW, 2004) the situation is more extreme, with the supply 

of specialist surgeons less than 25% of the supply in capital cities (AIHW, 2009).  This 

population and specialist surgeon distribution mismatch is exacerbated when seeking 

specialist paediatric surgical services, because a larger proportion of children (Defined 

as 0 to 14 years of age, AIHW, 2004) live in rural and remote areas when compared 

with the age distributions of the metropolitan (Urban centre population 100,000 or 

greater, AIHW, 2004) areas (ABS, 2008).  The small Australian paediatric surgeon 

workforce (AIHW, 2009) further contributes to this mal-distribution.  As a result, rural 

and remote paediatric patients and their families commonly have no choice but to travel 

to a metropolitan or large rural centre for specialist paediatric surgery and research 

indicates that this may have negative consequences on rural and remote families. 

 Evidence suggests that travelling long distances to access specialist care impacts 

financially, socially and emotionally on country patients and their families.  Australian 

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

comparisons indicate large differences between country patients who access a 

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

only available Australian study of this kind, Australian surgeons Rankin et al. (2001) 

found the total cost including travel and loss of income to be 15 times greater for 

travelling country patients than those who utilised a service near their home.  The 

necessity of an accompanying companion also increased with access to a metropolitan 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       57 

 

service, which was then associated with additional loss of income and increased family 

and travel costs (Rankin et al., 2001).  In a more recent Australian study, Gordon et al. 

(2009) investigated the total out-of-pocket costs for rural cancer patients accessing 

treatment.  The authors found costs including travel and accommodation to be five 

times higher for cancer patients living more than 100 kilometres (approx 60 miles) from 

the treatment centre compared with those living within 100 kilometres from treatment.  

Similar results have been found in US research (Aitken & Hathaway, 1993). 

 In the US study by Aitken and Hathaway (1993), a patient cost comparison was 

conducted between parents who accessed a paediatric oncology service less than  

100 miles from the tertiary treatment centre and parents living more than 100 miles 

(approx 160 kilometres) from treatment.  The total cost of the trip was approximately 

three times more expensive for the distant group.  The associated financial strain is 

further exacerbated by the lower socio-economic status typically experienced by rural 

and remote Australians, when compared with their metropolitan counterparts 

(Australian Bureau of Statistics, 2009; Australian Institute of Health and Welfare, 2005; 

Bourke, 2001; Dixon & Welch, 2000).  Current Australian Bureau of Statistics (ABS, 

2009) figures indicate disposable household income to be 25% higher for residents in 

capital cities compared with those living in outer areas.  Recent US research points to 

similar trends in socio-economic distribution (e.g., Aitken & Hathaway, 1993).  In 

�$�L�W�N�H�Q���D�Q�G���+�D�W�K�D�Z�D�\�¶�V���V�W�X�G�\�����D���V�W�D�W�L�V�W�L�F�D�O�O�\���V�L�J�Q�L�I�L�F�D�Q�W���G�L�I�I�H�U�H�Q�F�H���L�Q���S�D�U�H�Q�W�V�¶���L�Q�F�R�P�H�V��

emerged, with the distant group earning significantly less than the group living closer to 

the tertiary centre.  

 Australian published research (Gordon et al., 2009; Keleher & Ellis, 1996; 

McGrath, 1999) and government-funded studies (Bentley, 2001; Department of Human 

Services Victorian, 2008; Reid & Solomon, 1992) have revealed that Australian state 

government funded travel schemes fail to cover close to the complete financial cost 

involved in travelling to specialist care.  In an Australian study on cancer patients, 

Gordon et al. (2009) f�R�X�Q�G���W�K�H���W�R�W�D�O���S�D�\�P�H�Q�W�V���U�H�F�H�L�Y�H�G���I�U�R�P���W�K�H���V�W�D�W�H���R�I���4�X�H�H�Q�V�O�D�Q�G�¶�V��

travel scheme, the Queensland Patient Travel Subsidy Scheme (PTSS), covered only 

11% of the total cost of accessing care.  That Australian state scheme provides financial 

assistance for costs incurred in travelling to a specialist appointment at least  

�������N�L�O�R�P�H�W�U�H�V���I�U�R�P���D���S�D�W�L�H�Q�W�¶�V���S�O�D�F�H���R�I���U�H�V�L�G�H�Q�F�H�����4�X�H�H�Q�V�O�D�Q�G���+�H�D�O�W�K��������������������Similar 

anecdotal reports were documented in a recent (2008) study by the Victorian state 
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government Department of Human Services Victoria (DHSV).  The Victorian state 

government also provides a travel subsidy scheme, the Victorian Patient Transport 

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

travelling to a specialist appointment �D�W���O�H�D�V�W�����������N�L�O�R�P�H�W�U�H�V���I�U�R�P���D���S�D�W�L�H�Q�W�¶�V���S�O�D�F�H���R�I��

residence (Department of Health Victoria, 2009).  The study (DHSV, 2008) examined 

�W�K�H���H�[�S�H�U�L�H�Q�F�H�V���R�I���U�X�U�D�O���9�L�F�W�R�U�L�D�Q�V���Z�K�R���W�U�D�Y�H�O�O�H�G���W�R���D���K�R�V�S�L�W�D�O���L�Q���9�L�F�W�R�U�L�D�¶�V���P�H�W�U�R�S�R�O�L�W�D�Q��

capital Melbourne for specialist care.  Participants described the high out-of-pocket 

costs of accessing that care and how the Victorian state government subsidies were 

incomparable to the costs patients incurred including high petrol prices and 

accommodation.  Furthermore, 19% of participants received such negative information 

about the travel scheme that they opted not to apply for the subsidy due to the 

inadequate compensation of costs and complex application process (DHSV, 2008).  

These findings led to a recommendation to improve the inadequacies of the VPTAS.   

 In addition to inadequacies in Australian state government funded subsidies for 

patients who travel for specialist care, many patients are not informed about such 

schemes.  In an Australian study on rural cancer patients, Davis, Williams, Redman, 

White, and King (2003) found 24% of women who travelled for treatment were 

unaware of the available financial assistance.  Of those women who did receive the 

government subsidy, 13% reported having difficulty organising and claiming that 

assistance.  Similarly, the DHSV (2008) study found 25% of eligible rural travelling 

patients were not informed about the available government subsidies or were informed 

months after they had accessed care.  Such results have been replicated in earlier 

Australian research studies investigating various Australian state travel schemes 

(Bentley, 2001; McGrath & Seguerra, 2000).   

 In an earlier Australian study, McGrath and Seguerra (2000) investigated the 

effectiveness of the Queensland state government travel scheme (when the Queensland 

travel scheme was known as the Patient Travel Assistance Scheme) �I�U�R�P���W�K�H���S�D�W�L�H�Q�W�¶�V��

perspective.  It was found that 25% of participants were unaware of the scheme before 

the study.  �,�Q���%�H�Q�W�O�H�\�¶�V�����������������V�W�X�G�\���R�I���U�X�U�D�O���S�D�W�L�H�Q�Ws, 44% of patients who were eligible 

to access the VPTAS, were unaware of the scheme, and of those who knew of the 

scheme, the majority became aware of such a scheme after the fact.  Due to growing 

community concerns and patient feedback, an Australian federal government Standing 

Committee on Community Affairs Senate inquiry into the effectiveness of Australian 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       59 

 

state travel schemes was conducted.  As a result, urgent calls were made to increase 

government funding to more accurately reflect the costs of travel and accommodation, 

to better standardise benefits to achieve more equitable health outcomes, and to simplify 

the current tedious administrative and complex application processes (Standing 

Committee on Community Affairs, 2007).  While the recommendations address the 

direct cost of accessing specialist care far from home, country patients are also impacted 

by various indirect costs such as long travel times and distances and potential negative 

impacts on the family. 

 Apart from travel and accommodation expenses, Australian and international 

studies indicate that country patients face numerous other issues such as long travel 

times and distances (Curtis, Evans, Sbaraini, & Schwartz, 2007; Mathews, West, & 

Buehler, 2009) and family impact (Bentley, 2001; Curtis et al., 2007; Mathews et al., 

2009) which can be compounded by requiring an adult to accompany the patient 

(Bentley, 2001; Curtis et al., 2007; DHSV, 2008), particularly if childcare for other 

family members is needed (Curtis et al., 2007; Davis, Williams, Redman, White, & 

King, 2003; Mathews et al., 2009).  Research suggests that such concerns are of much 

less importance to urban residents.  In a Canadian study by Mathews et al. (2009), a 

larger proportion of rural residents were more concerned about travel, drugs and 

childcare costs compared with urban residents, despite there being no urban-rural 

differences in employment status or income (Mathews et al., 2009).  In an Australian 

study of dental patients (N = 823), Curtis et al. (2007) reported highly statistically 

significant differences in travel times between remote patients and their regional and 

metropolitan counterparts.  Remote patients were likely to travel further and were also 

significantly more likely to be accompanied on dental visits by their spouse or 

significant other and as would be anticipated, a significantly greater proportion of 

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

 As well as the economic stresses of travelling to receive care at distant sites, 

patients and carers also experience social and emotional stress.  Although most studies 

focus on access to cancer care (Aitken & Hathaway, 1993; Davis et al., 2003; Hegney, 

Pearce, Rogers-Clark, Martin-McDonald, & Buikstra, 2005), a similar link between 

geographical distance and social isolation has been found in Australian qualitative 

research on acute patients (Bentley, 2001; Keleher & Ellis, 1996; Veitch, Sheehan, 

�+�R�O�P�H�V�����'�R�R�O�D�Q�����	���:�D�O�O�D�F�H���������������������,�Q���.�H�O�H�K�H�U���D�Q�G���(�O�O�L�V�¶�V�����������������V�W�X�G�\�����D�F�F�H�V�V�L�Qg a 
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metropolitan hospital by carers and family members increasingly became an economic 

concern, the further the geographical distance the support network lived from the 

hospital.  In their study, some family members were unable to visit the patient (Keleher 

& Ellis, 1996), which increased social and emotional isolation.  Country patients and 

their carers without city-dwelling relatives face greater financial costs and the 

inconvenience of organising accommodation, which was associated with greater 

feelings of social isolation and loneliness (Keleher & Ellis, 1996).   

 In a similar Australian study by Bentley (2001), one third of the country 

inpatient-respondents described their time in a metropolitan hospital as lonely.  Similar 

feedback had already been recorded by Veitch et al. (1996).  A lack of recognition of 

the long distance travelled by rural Australian patients underpinned the feelings of 

isolation and loneliness for patients and their carers interviewed in the Victorian State 

Department of Human Services Victoria study (2008). In the Australian Keleher and 

Ellis (1996) study, some respondents believed that their intense feelings of social 

isolation impacted on them to the extent that it compromised their recovery.  Supporting 

this contention are findings from Germany (Krohne & Slangen, 2005) and the US 

(Khan et al., 2009; Kulich & Mahler, 1989), in which surgery patients with high levels 

of social support recovered faster than did patients with lower levels of support.  The 

link between social support and speed of recovery following surgery is especially 

important for rural patients who travel without such psychosocial support for their 

surgery. 

 

Impact of Travel to Paediatric Care 

 Distance and travel impact uniquely on paediatric patients and their parents.  

The impacts of distance and time seem to be qualitatively different for paediatric 

patients and their parents compared with the needs and concerns of adult patients.  In 

one US study by Aitken and Hathaway (1993), parents of paediatric patients living 

greater than 100 miles (161 km) from care were more likely to express concerns 

�U�H�J�D�U�G�L�Q�J���W�K�H�L�U���F�K�L�O�G�¶�V���E�H�K�D�Y�L�R�X�U�����G�L�V�W�D�Q�F�H���W�R���F�H�Q�W�U�H�����Z�H�D�W�K�H�U���G�X�U�L�Q�J���W�U�D�Y�H�O�����H�[�W�U�D���P�R�Q�H�\��

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 

�P�X�F�K���P�R�U�H���O�L�N�H�O�\���W�R���U�H�S�R�U�W���E�H�L�Q�J���J�L�Y�H�Q���L�Q�D�G�H�T�X�D�W�H���L�Q�I�R�U�P�D�W�L�R�Q���D�E�R�X�W���W�K�H�L�U���F�K�L�O�G�¶�V��

condition and having to travel too far for treatment than were families living closer to 
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paediatric care (Aitken & Hathaway, 1993).  Parents who accompanied their children 

expressed a greater preference and need for spouse support (Aitken & Hathaway, 1993), 

which was measured by an increase in requests for assistance with spouse 

accommodation, when compared with the importance that adult patients and other 

patient carers placed on having their partner present (Health Department Western 

Australia, 1999).   

 Accessing paediatric hospital care far from home uniquely impacts on family 

functioning by straining relationships.  A Canadian study by Yanzi et al. (2001) found 

families who travelled more than 80 km (approx 50 miles) to access paediatric hospital 

care were 224% more likely to experience a decline in family functioning compared 

with families who lived 80 km or less from the hospital.  Decline of family functioning 

�Z�D�V���P�H�D�V�X�U�H�G���E�\���W�K�H���G�L�I�I�H�U�H�Q�F�H���E�H�W�Z�H�H�Q���S�D�U�H�Q�W�V�¶���L�G�H�D�O���Y�L�H�Z�V���D�Q�G���D�F�W�X�D�O���R�S�L�Q�L�R�Q�V���R�I��

individual relationships within the family (Yanzi et al., 2001).   

 In addition to the impact on the family, patients and parents who travel long 

distances to access paediatric hospital care are faced with many additional challenges 

including the cost of hospital food and parking (Aspin, 2007; Leader et al., 2002; 

Shields & Tanner, 2004), parent accommodation (Leader et al., 2002), lack of social 

support and feelings of isolation, which are compounded with parent anxiety about their 

�F�K�L�O�G�¶�V���K�R�V�S�L�W�D�O���V�W�D�\�����$�V�S�L�Q�����������������&�D�O�O�H�U�\�������������������W�L�P�H���R�I�I���Z�R�U�N���D�Q�G���V�F�K�R�R�O�����&�D�O�O�H�U�\����

1997; Leader et al., 2002; Yanzi et al., 2001), loss of income due to time off work 

(Callery, 1997; Leader et al., 2002), and childcare requirements (Aspin, 2007; Callery, 

1997; Leader et al., 2002).  Travelling longer distances for paediatric hospital care can 

also limit the ability of families to attend preadmission programs designed to inform and 

prepare families before a paediatric admission to hospital.   

 

Travelling Families and Access to Preadmission Programs 

 The impact of accessing distant paediatric surgical services is unique for both 

the caregiver and the child, and is linked to the stress associated with the surgical 

procedure.  Pre-�D�G�P�L�V�V�L�R�Q���F�R�P�P�X�Q�L�F�D�W�L�R�Q���Z�L�W�K���W�K�H���I�D�F�L�O�L�W�\�¶�V���P�H�G�L�F�D�O���V�W�D�I�I���P�D�\���E�H���P�R�U�H��

difficult for distant families when compared with local metropolitan patients who are 

likely to have either attended the facility in the past or visited the metropolitan facility 

�D�Q�G���D�U�H���I�D�P�L�O�L�D�U���Z�L�W�K���W�K�H���K�R�V�S�L�W�D�O�¶�V���O�R�F�D�W�L�R�Q���D�Q�G���S�D�U�N�L�Q�J���I�D�F�L�O�L�W�L�H�V�����$�L�W�N�H�Q���	���+�D�W�K�D�Z�D�\����

1993; Ellerton & Merriam, 1994).  Australian qualitative studies with adult populations 
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also support this idea (Bentley, 2001; DHSV, 2008; Keleher & Ellis, 1996; Veitch et al., 

1996).  With the necessity of a long distance trip, patients and their parents living far 

from the surgical facility may also struggle to attend pre-admission programs designed 

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

& Merriam; New South Wales Health, 1999).  Travel-related pressures and obstacles 

are in addition to the natural anxieties that par�H�Q�W�V���H�[�S�H�U�L�H�Q�F�H���U�H�J�D�U�G�L�Q�J���W�K�H�L�U���F�K�L�O�G�¶�V��

surgical procedure (Kain, Caldwell-Andrews, et al., 2007; Li & Ching, 2009; Li, Lopez, 

& Lee, 2007a) and those anxieties are likely to be exacerbated the further the distance 

from the surgical facility.  

 

Parental Anxiety and the Child Patient 

 Parents can experience much anxiety when a child undergoes surgery (Carson, 

Council, & Gravley, 1991; Li & Lam, 2003; MacLaren & Kain, 2008) and this can 

�L�Q�K�L�E�L�W���W�K�H���S�D�U�H�Q�W�¶�V���D�E�L�O�L�W�\���W�R���V�X�S�S�R�U�W���W�K�H�L�U���F�K�L�O�G���G�X�U�L�Q�J���W�K�H���V�X�U�J�L�F�D�O���Hxperience. In a US 

study by MacLaren and Kain (2008), the anxiety levels of mothers with children 

undergoing minor surgery, female patients undergoing minor surgery, and female 

patients undergoing major surgery were compared.  The anxiety of mothers with 

children undergoing minor surgery was significantly higher than female patients 

undergoing minor surgery and did not differ from female patients undergoing major 

surgery (MacLaren & Kain, 2008).  Such a level of anxiety has been found to interfere 

with a pa�U�H�Q�W�¶�V���D�E�L�O�L�W�\���W�R���V�X�S�S�R�U�W���W�K�H�L�U���F�K�L�O�G���G�X�U�L�Q�J���W�K�L�V���G�L�I�I�L�F�X�O�W���W�L�P�H�������,�Q���D���8�6���V�W�X�G�\���E�\��

Carson and colleagues (1991) on paediatric tonsillectomy patients and their parents, 

poorer child adjustment to hospital was significantly positively correlated with higher 

levels of maternal trait anxiety, maternal overprotection, maternal overindulgence, and 

maternal rejection.  The correlations found by Carson et al. (1991) ranged from medium 

to large.  In a recent UK study with 50 paediatric patients involving outpatient 

venepuncture, Mahoney, Ayers, and Seddon (2010) found parent distress-promoting 

behaviour such as criticism was strongly positively correlated with child distress 

behaviour during venepuncture.  Parent coping-promoting behaviour such as 

nonprocedural talk and humour was moderately positively correlated with child coping 

behaviour during venepuncture (Mahoney et al., 2010).  These findings suggest that 

parents who tend to be more anxious are less able to support their child and in these 
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�F�D�V�H�V�����D���F�K�L�O�G�¶�V���G�L�V�W�U�H�V�V���P�D�\���L�Q�F�U�H�D�V�H���S�D�U�H�Q�W�D�O���D�Q�[�L�H�W�\�����I�X�U�W�K�H�U���G�H�F�U�H�D�V�L�Q�J���W�K�H���S�D�U�H�Q�W�¶�V��

�D�E�L�O�L�W�\���W�R���U�H�V�S�R�Q�G���W�R���W�K�H�L�U���F�K�L�O�G�¶�V���Q�H�H�G�V�� 

 �0�L�Q�L�P�L�V�L�Q�J���D���S�D�U�H�Q�W�¶�V���S�U�H-operative anxiety is particularly important since such 

feelings are associated with increasing their �F�K�L�O�G�¶�V���S�U�H�R�S�H�U�Dtive fears and anxieties.   

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

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

children undergoing day-surgery both pre-operatively and post-operatively.   In an 

earlier Canadian study on paediatric day-surgery patients (Johnston, Bevan, Haig, 

Kimon, & Tousignant, 1988), significant moderate positive correlations were found 

�E�H�W�Z�H�H�Q���W�K�H���S�D�U�H�Q�W�¶�V���S�U�H-�R�S�H�U�D�W�L�Y�H���D�Q�[�L�H�W�\���D�Q�G���W�K�H�L�U���F�K�L�O�G�U�H�Q�¶�V���S�U�Hoperative fears in the 

waiting room (Johnston et al., 1988).  In a US randomised control trial on 67 parent-

child pairs (Wang, Maranets, Weinberg, & Caldwell-Andrews, 2004), maternal 

preoperative anxiety in the acupuncture treatment group was significantly lower than 

maternal anxiety of the sham acupuncture control group.  Wang et al. (2004) also found 

children of mothers who received the acupuncture treatment were significantly less 

anxious on entering the operating room and when introduced to the anaesthetic mask.  

In another recent US randomised controlled trial on day-surgery patients, Kain, 

Caldwell-Andrews, Maranets, Nelson, and Mayes (2006) found parental presence 

during anaesthesia induction may not always be beneficial to the child.  Calm children 

who were accompanied by an anxious parent were statistically significantly more 

anxious during anaesthetic induction compared with calm children not accompanied by 

a parent (Kain, Caldwell-Andrews, et al., 2006).  These findings illustrate the impact 

that parental anxiety can have on a child undergoing surgery, which would add to the 

anxiety that children would already experience due to a hospital stay.  

 

Other Predictors of Preoperative Anxiety  

 A number of other child and environment-related predictors of preoperative 

anxiety in children and parents has been established in the literature.  These include the 

�F�K�L�O�G�¶�V���W�H�P�S�H�U�D�P�H�Q�W�����.�D�L�Q�����0�D�F�/�D�U�H�Q�����H�W���D�O�������������������.�D�L�Q�����0�D�\�H�V�����	���&�D�U�D�P�L�F�R������������������

negative experiences during a previous hospital stay (Hatava, Olsson, & Lagerkranser, 

2000; Wollin, Plummer, Hawkins, & Materazzo, 2003), longer waiting times between 

admission and induction (Wollin et al., 2003; Wollin et al., 2004), a large number of 

people in the room during induction (Wollin et al., 2003; Wollin et al., 2004) and 
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previously being admitted to hospital (Davidson et al., 2006; Kain, Mayes, & Caramico, 

1996).  Research findings have been mixed regarding the impact of previous hospital 

experience.  In a US study with 143 children aged 2 to 10-years-old, Kain, Mayes, and 

Caramico (1996) found that previously-hospitalised children have a significantly higher 

level of preoperative anxiety compared to children who were admitted for the first time.  

In a similar Swedish study (Hatava et al., 2000) of 160 ENT paediatric surgical patients, 

children aged 5 to10-years-old with previous anaesthetic experience were significantly 

more anxious compared to children in the same age group without previous experience 

with anaesthesia.  In contrast to this, an Australian study (Davidson et al., 2006) of 1250 

surgical patients aged 3 to 12-years-old found previous hospital stays to be correlated 

with higher patient anxiety only if the child had more than five previous hospital stays.  

Based on the above research findings, more experience with anaesthetics and surgery 

appears to be associated with higher preoperative anxiety in the child. 

 The potential negative effects of parental and patient anxiety have brought about 

research into developing preoperative preparation programs for parents and children 

having surgery.  First raised in the literature by Vistintainer and Wolfer in 1975, 

numerous preparation strategies have since been developed to ease parental and child 

anxiety, such as preoperative sedatives to relax the child (Kain, MacLaren, et al., 2007: 

Kain, Mayes, Wang, Caramico, & Hofstadter, 1998), parental presence during 

anaesthesia induction (Kain, Caldwell-Andrews, et al., 2006; Kain, Mayes, Wang, 

Caramico, & Krivitza, 2000) and videotape modelling (Pinto & Hollandsworth, 1989).  

Recent preoperative preparation programs have been developed, including hospital tours 

(Ellerton & Merriam, 1994), therapeutic play (Li, Lopez, & Lee, 2007b), drawing 

therapy (Clatworth et al., 1999), informative age-�D�S�S�U�R�S�U�L�D�W�H���F�K�L�O�G�U�H�Q�¶�V���E�R�R�N�V�����)elder-

Puig et al., 2003), distraction techniques (Patel, Schieble, Davidson, Tran, & Bennet, 

2006; Vagnoli, Caprilli, Robiglio, & Messeri, 2005), parent-doctor interviews 

(LaMontagne, Hepworth, & Cohen, 2000) and multi-component preparation programs 

such as the US designed ADVANCE program which includes an intervention video, 

preparing parents for distraction strategies, pamphlets, giving the child practice putting 

on an anaesthetic mask, and telephone coaching from researchers (Kain, Caldwell-

Andrews, et al., 2007).  The majority of such programs have been found to be effective 

in lowering both parent and child preoperative anxiety with statistically significant 

differences in anxiety levels between control and treatment groups (Clatworthy et al., 
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1999; Ellerton & Merriam, 1994; Felder-Puig et al., 2003; LaMontagne et al., 2000; Li 

et al., 2007b; Patel et al., 2006; Pinto & Hollandsworth, 1989; Vagnoli et al., 2005).   

 Travelling to such preoperative preparation programs can be challenging for 

country patients who travel long distances for care (Ellerton & Merriam, 1994; New 

South Wales Health, 1999).  Commonly neglected in the literature is that travelling 

families attend preoperative programmes at lower rates than do local patients (Ellerton 

& Merriam, 1994; New South Wales Health, 1999; Thomas, Burton, Withrow, & 

Adkisson, 2004) and as a result, are limited to at-home preoperative preparation 

resources such as videos (Pinto & Hollandsworth, 1989), books (Felder-Puig et al., 

2003), or both (Wakimizu, Kamagata, Kuwabara, & Kamibeppu, 2009), assuming that 

these resources are offered by the relevant hospital.   

 Earlier US findings suggest that rural paediatric patients are more likely to 

struggle with adjusting to hospitalisation than are urban paediatric patients (Strickland, 

Leeper, Jessee & Hudson, 1987; Hudson, Leeper, Strickland, & Jessee, 1987).  In a US 

study of 70 children, Strickland et al. (1987) chose all children aged 4 to 17-years-old 

admitted to the hospital in a 6-week timeframe and grouped them by place of residence.  

�3�D�U�W�L�F�L�S�D�Q�W�V���O�L�Y�L�Q�J���L�Q���D���F�L�W�\���Z�L�W�K���D���S�R�S�X�O�D�W�L�R�Q���R�I���•�����������������Z�H�U�H���S�O�D�F�H�G���L�Q���W�K�H���µ�X�U�E�D�Q�¶��

group and participants living in a city with a population of < 25,000 were placed in the 

�µ�U�X�U�D�O�¶���J�U�R�X�S (Strickland et al., 1987).  The number of anxiety-related behaviours 

exhibited at discharge was higher in the rural group compared with the urban group (the 

mean number of anxiety-related behaviours as measured using the Behaviour 

Observation Checklist exhibited by rural children was nearly double the number of 

behaviours exhibited by urban children), even after controlling for differences between 

groups in age and the number of previous hospitalisations (Strickland et al., 1987).  

Similar results were found in another US study by the same authors (Hudson et al., 

1987) with 67 hospitalised children aged 4 to 17-years-old.  However, the rural versus 

urban comparison of anxiety-related behaviours did not approach significance (the 

�S�H�U�F�H�Q�W�D�J�H���R�I���D�Q�[�L�R�X�V���F�K�L�O�G�U�H�Q���L�Q���W�K�H���µ�X�U�E�D�Q�¶���J�U�R�X�S���Z�D�V�����������������F�R�P�S�D�U�H�G with 60.6% 

�L�Q���W�K�H���µ�U�X�U�D�O�¶���J�U�R�X�S�� perhaps due to the small sample size (N= 67) of the study in 

relation to the number of behaviours in the observation checklist.  This suggests that 

anxiety experienced after hospitalisation may be greater for rural children who attend a 

metropolitan hospital than children who attend a nearby metropolitan hospital.  Lack of 

access to preoperative programs for travelling families may help explain this rural 
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versus urban difference (Ellerton & Merriam, 1994; New South Wales Health, 1999; 

Thomas et al., 2004), which provides further support for the argument that children who 

travel to a distant site for hospitalisation may experience particular anxiety after a 

hospital stay in comparison to children who access their hospital care locally.  

�0�L�Q�L�P�L�V�L�Q�J���D���F�K�L�O�G�¶�V���S�U�H�R�S�H�U�D�W�L�Y�H���D�Q�[�L�H�W�\���L�V���R�I���S�D�U�W�L�F�X�O�D�U���L�P�S�R�U�W�D�Q�F�H���Z�K�H�Q���W�K�H���Q�H�J�D�W�L�Y�H��

impact of that anxiety on patient outcomes is considered.  

 

Children and Surgery: Minimising Preoperative Anxiety 

 Hospitalisation of a child has long been recognised as a potentially traumatic 

experience (Lawrie, 1964; Nicoll, 1909; Vistintainer & Wolfer, 1975).  The effects of 

hospitalisation on children seem to be worse when invasive procedures such as surgery 

are involved (Clatworthy, Simon, & Tiedeman, 1999; Johnston et al., 1988; Kain et al., 

2004; Kain, Mayes, Caldwell-Andrews, Karas, & McClain, 2006; Kain, Wang, Mayes, 

�&�D�U�D�P�L�F�R�����	���+�R�I�W�D�G�W�H�U���������������������0�L�Q�L�P�L�V�L�Q�J���D���F�K�L�O�G�¶�V���S�U�H�R�S�H�U�D�W�L�Y�H���D�Q�[�L�H�W�\���L�V���F�O�L�Q�L�F�D�O�O�\��

important because correlations have been found between high preoperative anxiety and 

postoperative adverse outcomes such as delirium, longer recovery time, higher pain 

levels, postoperative anxiety and sleep disturbances (Kain et al., 1999; Kain et al., 2004; 

Kain, Mayes, et al., 2006).  In a recent (2006) study on 241 tonsillectomy and 

adenoidectomy patients aged 5 to 12-years-old, Kain, Mayes, and colleagues found that 

children who were anxious preoperatively experienced more pain during their time in 

hospital and the days after-discharge.  During their recovery at home, children with 

higher anxiety consumed significantly more pain medication than did children who 

were not anxious (Kain, Mayes, et al., 2006).  More anxious children also had a 

significantly higher incidence of postoperative separation anxiety and sleep 

disturbances.  In a similar US study by Kain and colleagues (2004) with 791 pediatric 

day-surgery patients, children with severe preoperative anxiety in the waiting room 

(upper 25%) were compared with children exhibiting low anxiety in the waiting room 

(lower 25%).  It was found that children with high preoperative anxiety showed 

significantly more maladaptive behaviour changes post-surgery compared to children 

with low preoperative anxiety (Kain et al., 2004) on all five selected postoperative days 

(postoperative days 1, 2, 3, 7, and 14).  Maladaptive behaviours included separation 

anxiety, sleep anxiety and sleep disturbances (Kain et al., 2004).  Children with more 

severe preoperative anxiety were more likely to display symptoms of emergence 
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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 children experience 

due to an episode of hospitalisation can endure long after the child has returned home.  

These findings also highlight the importance of minimising the anxiety experienced by 

children preoperatively as this can have a favourable impact on their postoperative 

recovery. 

 

Younger Children and Hospitalisation for Surgery 

 The effects of hospitalisation for surgery appear to be worse for younger 

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

behaviour disturbances (Davidson et al., 2006; Kain, Mayes, & Caramico, 1996).  In a 

US study (Kain, Mayes, & Caramico, 1996) of 153 paediatric outpatient surgical 

patients aged 2 to 10 years, age of the child was identified as an important significant 

predictor of child anxiety as measured by the Visual Analogue Scale (VAS) which has 

been established as being both valid and reliable in measuring anxiety in both adults and 

children and can be used as both a self-report for parents and an observer report for 

children (Kain, Mayes, Caramico, Silver et al., 1996; McCormack, Horne & Sheather, 

�����������������3�D�U�H�Q�W�V���U�D�W�H�G���W�K�H�L�U���F�K�L�O�G�¶�V���D�Q�[�L�H�W�\���L�Q���W�K�H���Z�D�L�W�L�Q�J���U�R�R�P���S�U�L�R�U���W�R���S�U�H�P�H�G�L�F�D�W�L�R�Q���I�R�U��

the surgical procedure.  Children aged 3-years-old and younger were the most visually 

anxious, with children 6-years-old and over being the least anxious (Kain, Mayes, & 

Caramico, 1996).  A more recent Australian study (Davidson et al., 2006) found similar 

results in a sample of 1250 children aged 3 to 12 years undergoing surgery with general 

anaesthetic.  Exclusions included children who underwent out-of-hours emergency 

surgery, cardiac surgery patients, and those admitted to the intensive care unit after 

surgery (Davidson et al., 2006).  Anxiety was measured by the assisting anaesthetic 

technician using the modified Yale Preoperative Anxiety Scale (mYPAS, Kain et al., 

�������������L�P�P�H�G�L�D�W�H�O�\���S�U�L�R�U���W�R���W�K�H���F�K�L�O�G�¶�V���D�Q�D�H�V�W�K�H�W�L�F���L�Q�G�X�F�W�L�R�Q�����'�D�Y�L�G�V�R�Q���H�W���D�O����������������������

�7�K�H���P�<�3�$�6���L�V���D�Q���R�E�V�H�U�Y�H�U���U�H�S�R�U�W���L�Q�V�W�U�X�P�H�Q�W���H�V�S�H�F�L�D�O�O�\���G�H�V�L�J�Q�H�G���W�R���P�H�D�V�X�U�H���F�K�L�O�G�U�H�Q�¶�V��

anxiety immediately prior to anaesthetic induction and includes five behavioural 

�F�D�W�H�J�R�U�L�H�V���H�Q�F�R�P�S�D�V�V�L�Q�J���Y�R�F�D�O�L�V�D�W�L�R�Q�����L�Q�W�H�U�D�F�W�L�R�Q���Z�L�W�K���D�G�X�O�W�V�����F�K�L�O�G�¶�V���D�F�W�L�Y�L�W�\�����I�D�F�L�D�O��

expression, alertness and arousal.  It has been found to be both a reliable and valid 

measure of child anxiety (Kain et al., 1997).  Those in the high anxiety group (mYPAS 
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score > 30) were significantly younger compared with those in the low anxiety group 

(�P�<�3�$�6���V�F�R�U�H���”��������, therefore highlighting the potential impact of pre-surgical 

procedures and experiences on young children.  As a result of the Davidson et al. (2006) 

finding, UK medical staff (Stiff et al., 1996), UK researchers (Scaife & Campbell, 

1988), Australian researchers (Cameron, Bond, & Pointer, 1996), and Australian 

government policy makers (New South Wales Health, 1999) have recommended that 

surgery on children be conducted as day-surgery wherever possible.  

 

�&�K�L�O�G�U�H�Q�¶�V���8�Q�L�T�X�H���8�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I��Illness 

 Children perceive illness differently from adults (Bibace & Walsh, 1980; Perrin 

& Gerrity, 1981; Redpath & Rogers, 1984) due to developmental differences in 

�F�K�L�O�G�U�H�Q�¶�V���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���L�O�O�Q�H�V�V�����%�L�E�D�F�H���	���:�D�O�V�K�����3�H�U�U�L�Q���	���*�H�U�U�L�W�\�����������������5�H�G�S�D�W�K��

& Rog�H�U�V���������������������&�K�L�O�G�U�H�Q�¶�V���G�H�Y�H�O�R�S�P�H�Q�W-related reasoning is evident when asked why 

they are sick, how they get better and why treatment is needed (Bibace & Walsh; Perrin 

& Gerrity, 1981; Redpath & Rogers, 1984).  In a US study by Perrin and Gerrity (1981), 

128 healthy school children aged 5 to 13-years-old were asked a series of 8 questions 

�D�E�R�X�W���L�O�O�Q�H�V�V���L�Q�F�O�X�G�L�Q�J���µ�+�R�Z���G�R���F�K�L�O�G�U�H�Q���J�H�W���V�L�F�N�"�¶�����S�� �����������D�Q�G���µ�+�R�Z���G�R�H�V���P�H�G�L�F�L�Q�H��

�Z�R�U�N�"�¶�����S�����������������5�H�V�S�R�Q�V�H�V���I�U�R�P���V�W�U�X�F�W�X�U�H�G���L�Q�W�H�U�Y�L�H�Z�V���Z�H�U�H���U�H�F�R�U�G�H�G���D�Q�G���V�F�R�U�H�G���R�Q���W�K�H��

ac�F�X�U�D�F�\���D�Q�G���G�H�S�W�K���R�I���W�K�H���F�K�L�O�G�U�H�Q�¶�V���U�H�V�S�R�Q�V�H�V�������$���S�D�W�W�H�U�Q���H�P�H�U�J�H�G���Z�L�W�K���R�O�G�H�U���F�K�L�O�G�U�H�Q�¶�V��

responses reflecting more accurate, logical and organised explanations (Perrin & 

�*�H�U�U�L�W�\���������������������,�Q���U�H�V�S�R�Q�V�H���W�R���W�K�H���T�X�H�V�W�L�R�Q���µ�+�R�Z���G�R���N�L�G�V���N�Q�R�Z���L�I���W�K�H�\�¶�U�H���V�L�F�N�"�¶�� 

(p. 845), older children responded by describing how they felt such as internal 

sensations (Perrin & Gerrity, 1981).  Many of the 5 to 7-year-old children were unable 

to answer the question even when they were able to give some form of explanation for 

the causes and treatments of illness (Perrin & Gerrity, 1981).  By age 13, children were 

able to give complex explanations of illness causation, prevention and treatment (Perrin 

& Gerrity, 1981).  Similar results were found with 36 school children in a US study by 

Bibace and Walsh (1980).  Redpath and Rogers (1984) conducted a related study and 

applied statistical analyses to their results of 30 preschool and school children aged 3 to 

8-years-old.  Statistically significant differences were found in the quality of responses 

to illness-related questions between the preschool group and the school age group 

(Redpath & Rogers, 1984).  This supports the argument that children perceive illness 
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�G�L�I�I�H�U�H�Q�W�O�\���W�R���D�G�X�O�W�V���D�Q�G���W�K�D�W���F�K�L�O�G�U�H�Q�¶�V���G�H�Y�H�O�R�S�P�H�Q�W�D�O���U�H�D�V�R�Q�L�Q�J���P�X�V�W���E�H���W�D�N�H�Q���Lnto 

account when preparing children for surgery.       

 Research has demonstrated the importance of providing children with age 

appropriate information in preparation for surgery.  In a recent US study by Fortier and 

colleagues (2009), 143 children aged 7 to 17-years-old scheduled for elective day-

surgery were interviewed regarding the amount and type of information they desire 

prior to surgery.  A 40-item measure with good internal consistency reliability 

(�&�U�R�Q�E�D�F�K�¶�V���.��� ���������������R�Q���F�K�L�O�G�U�H�Q�¶�V���G�H�V�L�U�H���I�R�U���L�Q�I�Rrmation was administered. The 

�S�H�U�F�H�Q�W�D�J�H���R�I���F�K�L�O�G�U�H�Q���H�Q�G�R�U�V�L�Q�J���W�K�H���U�H�V�S�R�Q�V�H���µ�,���U�H�D�O�O�\���Z�D�Q�W���W�R���N�Q�R�Z�¶�����)�R�U�W�L�H�U���H�W���D�O������

2009, p. 1087) for an item ranged from 14% to 71.5% with more than 40% of  children 

�H�Q�G�R�U�V�L�Q�J�����µ�,���U�H�D�O�O�\���Z�D�Q�W���W�R���N�Q�R�Z�¶���R�Q���������R�I���W�K�H���������L�W�H�Ps (Fortier et al., 2009, p. 1087). 

This highlights the importance of providing children with information on their surgical 

procedure.  The most common questions children wanted answered regarding their 

surgery included pain and the anaesthetic, possible complications, and procedural 

information (Fortier et al., 2009).  An age difference in the type of information desired 

was also found, with children in the younger group of 7 to 11-years-old desiring a 

significantly greater amount of information on the medical environment including items 

�V�X�F�K���D�V���µ�:�K�D�W���G�R�H�V���W�K�H���R�S�H�U�D�W�L�Q�J���U�R�R�P���O�R�R�N���O�L�N�H�"�¶�����)�R�U�W�L�H�U���H�W���D�O�������������������S���������������������7�K�H�V�H��

findings highlight the need for age-appropriate preoperative preparation programs for 

paediatric patients if their anxiety is to be minimised.  To create age-appropriate 

preadmission programs, it is essential that children be asked about their experiences 

with the health care they receive.   

 

�&�K�L�O�G�U�H�Q�¶�V���(�Y�D�O�X�D�W�L�R�Q�V���R�I���+�H�D�O�W�K���&�D�U�H 

 Despite the consumerism movement, the lack of consumer feedback from 

paediatric patients and their parents is still recognised at both local (Draper & Hill, 

1995; Draper 1997) and international (Chesney et al., 2005; Hennessy, 1999; Pelander 

et al., 2008) levels.  Along with research on rural and remote residents, child-focussed 

patient evaluation research has been assessed as seriously lacking, and recent calls for 

more research in the area have been made (Chesney et al., 2005; Hennessy, 1999; 

Pelander et al., 2008).  Although patient feedback from paediatric consumers is believed 

to be important (Draper & Hill, 1995; Hennessy, 1999; Lindeke, Nakai, & Johnson, 

���������������P�R�V�W���S�D�H�G�L�D�W�U�L�F���V�W�X�G�L�H�V���U�H�O�\���V�R�O�H�O�\���R�Q���S�D�U�H�Q�W�V�¶���R�S�L�Q�L�R�Q�V���R�I���W�K�H���V�H�U�Y�L�F�H�V���U�H�F�H�L�Y�H�G��
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(e.g., Ammentorp et al., 2006; Sawyer et al., 1996; Schaffer et al., 2000), thus ignoring 

the views of the child.  A major weakness of such an approach is reinforced in the body 

�R�I���O�L�W�H�U�D�W�X�U�H���W�K�D�W���V�X�J�J�H�V�W�V���W�K�D�W���G�L�I�I�H�U�H�Q�F�H�V���H�[�L�V�W���E�H�W�Z�H�H�Q���S�D�U�H�Q�W�V���D�Q�G���W�K�H�L�U���F�K�L�O�G�U�H�Q�¶�V��

views on paediatric health experiences. 

 Although children and their parents or carers are recognised as consumers of 

paediatric health care, both have different needs (Callery & Luker, 1996; Draper & Hill, 

�������������+�H�Q�Q�H�V�V�\���������������������7�K�H���I�H�Z���H�D�U�O�L�H�U���V�W�X�G�L�H�V���F�R�P�S�D�U�L�Q�J���F�K�L�O�G�U�H�Q�¶�V���S�H�U�F�H�S�W�L�R�Q�V���Z�L�W�K��

�W�K�H�L�U���S�D�U�H�Q�W�V�¶���S�H�U�Feptions of paediatric care generally focused on cancer care and in 

those studies, more positive parental ratings were reported compared with those from 

the children.  The trend is consistent across US (Lewis et al., 1988) and UK (Eiser, 

Levitt, Leiper, Havermans, & Donovan, 1996) studies and is consistent with research on 

child health status.  In that research, parent-child agreement tends to be lowest for 

�T�X�H�V�W�L�R�Q�V���S�H�U�W�D�L�Q�L�Q�J���W�R���W�K�H���F�K�L�O�G�¶�V���L�Q�W�H�U�Q�D�O�����V�R�F�L�D�O���D�Q�G���H�P�R�W�L�R�Q�D�O���S�U�R�F�H�V�V�H�V�����(�L�V�H�U���	��

Morse, 2001).  In one US study, parents tended to underestimate the negative emotional 

impact of paediatric oncology rounds on their children (N = 35) compared with their 

�F�K�L�O�G�U�H�Q�¶�V���U�D�W�L�Q�J�V�����/�H�Z�L�V���H�W���D�O�����������������������6�L�P�L�O�D�U�O�\�����S�D�U�H�Q�W�V���Z�H�U�H���P�R�U�H���S�R�V�L�W�L�Y�H���U�H�J�D�U�G�L�Q�J��

long term follow-up consultations of childhood cancer survivors in a UK study by Eiser 

et al. (1996).  Finnish (Kvist et al., 1991) cancer research also suggests differences in 

the aspects of care most valued by paediatric patients (N = 53) in comparison with those 

valued by parents.  In the Finnish study (Kvist et al., 1991), differences between parents 

and their children were found on ratings of satisfaction and in their concerns with cancer 

�W�U�H�D�W�P�H�Q�W�����.�Y�L�V�W���H�W���D�O�����������������������3�D�H�G�L�D�W�U�L�F���S�D�W�L�H�Q�W�V�¶���F�R�P�S�O�D�L�Q�W�V���F�R�P�P�R�Q�O�\���Ueferred to the 

quality of the process of care during anaesthetic induction, such as pain, fear, and lack 

�R�I���L�Q�I�R�U�P�D�W�L�R�Q�������3�D�U�H�Q�W�V�¶���F�R�P�S�O�D�L�Q�W�V���I�R�F�X�V�V�H�G���P�R�U�H���R�Q���W�K�H���O�D�F�N���R�I���F�R�Q�W�L�Q�X�L�W�\���L�Q���W�K�H���V�W�D�I�I-

patient relationship during maintenance therapy (Kvist et al., 1991).  These findings 

reinforce that there are differences in perceptions of care between patients and their 

parents.  In contrast to studies with cancer patients, the nature of parent-patient 

discrepancies in perceptions of hospital care have been found to be qualitatively 

different with acutely ill paediatric patients.   

 In addition to paediatric cancer patient research, other findings support the 

argument that evaluations of medical and hospital care by acutely ill children are 

different from those o�I���W�K�H�L�U���S�D�U�H�Q�W�V�¶�����H���J�������&�K�H�V�Q�H�\���H�W���D�O���������������� Lindeke et al., 2009; 

Magaret et al., 2002).  In a US study with 4 to 19-year-old paediatric outpatient clinic 
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�S�D�W�L�H�Q�W�V�����1��� �������������D�Q�G���W�K�H�L�U���S�D�U�H�Q�W�V�����1��� ���������������S�D�U�W�L�F�L�S�D�Q�W�V���Z�H�U�H���D�V�N�H�G���³�:�K�D�W���L�V���W�K�H���E�H�V�W��

part of t�K�H���F�O�L�Q�L�F���H�[�S�H�U�L�H�Q�F�H�"�´�����&�K�H�V�Q�H�\���H�W���D�O�������������������S�������������������3�D�W�L�H�Q�W�V���Q�R�W�H�G���³�F�D�U�L�Q�J��

�V�W�D�I�I�´�����³�K�H�O�S�I�X�O���F�R�P�P�X�Q�L�F�D�W�L�R�Q�´�����D�Q�G���³�F�O�L�Q�L�F���S�O�D�\���H�[�S�H�U�L�H�Q�F�H�V�´�����&�K�H�V�Q�H�\���H�W���D�O������������������ 

�S�������������������,�Q���F�R�Q�W�U�D�V�W�����S�D�U�H�Q�W�V���Q�R�W�H�G���³�V�W�D�I�I���F�R�P�S�H�W�H�Q�F�H�´���D�Q�G���³�F�K�L�O�G���I�D�P�L�O�\-friendly 

environ�P�H�Q�W�´�������,�Q���U�H�V�S�R�Q�V�H���W�R���W�K�H���L�W�H�P���³�:�K�D�W���L�V���W�K�H���Z�R�U�V�W���S�D�U�W���R�I���W�K�H���F�O�L�Q�L�F�D�O��

�H�[�S�H�U�L�H�Q�F�H�"�´�����&�K�H�V�Q�H�\���H�W���D�O�������������������S�����������������S�D�W�L�H�Q�W�V���V�W�D�W�H�G���³�S�D�L�Q�I�X�O���S�U�R�F�H�G�X�U�H�V�´�����³�O�R�Q�J��

�Z�D�L�W�V�´�����³�G�L�V�W�D�Q�F�H���I�U�R�P���K�R�P�H�´�����D�Q�G���³�E�R�U�H�G�R�P�´�����S�������������������,�Q���F�R�Q�W�U�D�V�W�����S�D�U�H�Q�W�V���Q�R�W�H�G���³�O�R�Q�J��

waits i�Q���F�O�L�Q�L�F�´�����³�L�Q�D�F�F�H�V�V�L�E�L�O�L�W�\���R�I���F�O�L�Q�L�F�´�����D�Q�G���³�Q�H�J�D�W�L�Y�H���F�O�L�Q�L�F���L�Q�W�H�U�D�F�W�L�R�Q�V�´�����S������������������

These findings also indicate that parents and children differ in their evaluations of what 

is most important when accessing health care.  The few quantitative studies comparing 

patient and parent perceptions of medical and hospital care, as seen in Table 2.2, add 

further support to the notion that children tend to rate their care differently to their 

parents and prioritise certain aspects of care as more important when compared to their 

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

Simonian et al. (1993) presented in Table 2.2, a statistically significant moderate to 

strong correlation between patient and parent ratings demonstrates that young children 

can validly evaluate their paediatric care.  However, it should be noted here that 

�G�L�V�D�J�U�H�H�P�H�Q�W�V���E�H�W�Z�H�H�Q���S�D�U�H�Q�W�V�¶���D�Q�G���F�K�L�O�G�U�H�Q�V�¶���U�D�W�L�Q�J�V���G�R���Q�R�W���Q�H�F�H�V�V�D�U�L�O�\���L�Q�Y�D�O�L�G�D�W�H��

�F�K�L�O�G�U�H�Q�¶�V���Y�L�H�Z�V������It is also important to note here that parental asses�V�P�H�Q�W���R�I���D���F�K�L�O�G�¶�V��

care is important in its own right (Sawyer, Antoniou, Toogood, & Rice, 1999), and 

holds particular weight when considering very young children who are unable to 

adequately evaluate their own care (Draper, 1997; Rosenthal & Shannon, 1997). 
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Table 2.2 

Studies on Ratings of Medical Care by Paediatric Patients and their Parents  
______________________________________________________________________ 
 

Comparisons of Ratings of Medical Care by Paediatric Patients and their Parents 
______________________________________________________________________ 

Chesney et al. (2005).  US study on 4 to 19-year-old paediatric patients (N = 116) and their parents 

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

Patient and parent scores were significantly moderately positively correlated, but were significantly 

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

highe�U���W�K�D�Q���W�K�H�L�U���F�K�L�O�G�¶�V.  
 

Lindeke et al. (2009).  US study on parent-patient dyads (N = 237, patients aged 4 to 20-years-old) 

who attended hospital for an inpatient visit or attended an outpatient clinic visit.  

Positive correlation between the parent and patient scores was moderate.  However, 53% of parents rated 

the care as higher than did their children. 
 

Magaret et al. (2002).  US study on 5 to 17-year-old paediatric emergency room patients (N = 101) 

and their parents.   

Items correlated significantly with patient satisfaction �Z�H�U�H�����³�+�R�Z���Q�L�F�H���Z�D�V���\�R�X�U���G�R�F�W�R�U�"�´�����³�$�G�H�T�X�D�F�\���R�I��

information�"��́����D�Q�G���³�&�K�L�O�G�¶�V���U�H�V�R�O�X�W�L�R�Q���R�I���S�D�L�Q�´��(p. 1383). In contrast, items correlated significantly with 

parent satisfaction �Z�H�U�H�����³�+�R�Z���S�O�H�D�V�D�Q�W���Z�H�U�H���L�Q�W�H�U�D�F�W�L�R�Q�V���Z�L�W�K���\�R�X�U���S�K�\�V�L�F�L�D�Q�"�´�����³�$�G�H�T�X�D�F�\���R�I��

�L�Q�I�R�U�P�D�W�L�R�Q�"�´�����³�$�F�W�X�D�O���W�L�P�H���L�Q���Z�D�L�W�L�Q�J���U�R�R�P�´�����³�$�F�W�X�D�O���W�L�P�H���L�Q���H�[�D�P���U�R�R�P�´�����³�3�D�U�H�Q�W���Hstimated time in 

�Z�D�L�W�L�Q�J���U�R�R�P�´����p. 1383).  Patients 5 to 11-years-old had a statistically significantly higher level of overall 

satisfaction with emergency room care (M = .90) compared to their parents (M = 1.4). 
 

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

parents.  

Positive correlation between patient and parent satisfaction scores was large. 

______________________________________________________________________ 

 

Qualitative Studies on Hospital Care with Children 

 A number of qualitative interview studies have been conducted with paediatric 

hospital patients and their families (See Appendix A for the full list of studies).  

�8�Q�G�H�U�O�\�L�Q�J���W�K�H�P�H�V���W�K�D�W���U�H�I�O�H�F�W���W�K�H���S�D�U�W�L�F�L�S�D�Q�W�V�¶���H�[�S�H�U�L�H�Q�F�H���K�D�Y�H been generated with the 

�D�L�P���R�I���H�Q�K�D�Q�F�L�Q�J���W�K�H���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���S�D�W�L�H�Q�W�V�¶���H�[�S�H�U�L�H�Q�F�H�V���R�I���K�R�V�S�L�W�D�O���F�D�U�H���W�R�Z�D�U�G�V��

service improvement.  However, most of these paediatric studies focus on specific 

aspects of care including the experience of stress during hospitalisation (e.g., Bossert, 

1994; Stevens, 1986), pain and postoperative symptoms (e.g., Gedaly-Duff & Zeibarth, 

1994; Woodgate & Kristjanson), and the general experience of illness and 
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hospitalisation (Carney et al., 2003; Forsner et al., 2005).  A much smaller number of 

qualitative studies has focussed on paediatric patients and their surgical experience.  Of 

those studies that have such a focus, the majority has concentrated on older children 

(e.g., Stevens, 1986; Timmerman, 1983) or the postoperative pain experience 

exclusively (Gedaly-Duff & Zeibarth, 1994; Woodgate & Kristjanson, 1996).  Only two 

studies could be located that focus solely on surgical care with younger children 

(Wennstrom, Hallberg & Bergh, 2008; Woodgate & Kristjanson, 2006).  This further 

highlights the need for more qualitative research with younger paediatric surgical 

patients and their families.  A lack of focus on the impact of access to care is also 

observed in these studies and the vast majority did not validate their findings by 

establishing a level of agreement between researchers of the analysis conducted  

(as evidenced in Carney et al., 2003; Wennstrom, Hallberg & Bergh, 2008).  Only one 

study (Bossert, 1994) could be found that included rates of agreement between 

researchers regarding the results obtained.  

 

Quantitative Studies on Health Care with Children 

 �7�K�H���V�P�D�O�O���Q�X�P�E�H�U���R�I���T�X�D�Q�W�L�W�D�W�L�Y�H���V�W�X�G�L�H�V���H�[�S�O�R�U�L�Q�J���F�K�L�O�G�U�H�Q�¶�V���Y�L�H�Z�V���R�I���K�H�D�O�W�K��

care provision vary in the data collected.  For example, the vast majority of studies 

using questionnaires or surveys have failed to employ psychometric properties in their 

development or conduct psychometric assessments on their structure (e.g., Eiser et al., 

1996; Lewis et al., 1988).  The methods of item generation in some instruments have 

failed to include content from the views of children (e.g., Lewis et al., 1988), thus 

compromising content validity.  The dichotomous response format of some instruments 

provides a limited range of responses for children to express their views (Litt & Cuskey, 

1984; Simonian et al., 1993) and therefore limits information toward service 

�L�P�S�U�R�Y�H�P�H�Q�W�������2�Q�H���H�[�F�H�S�W�L�R�Q���L�V���W�K�H���&�K�L�O�G�U�H�Q�¶�V���+�R�V�S�L�W�D�O���(�Y�D�O�X�D�W�L�R�Q���4�X�H�V�W�L�R�Q�Q�D�L�U�H��

(CHEQ), an instrument designed by Irish scholars Heary et al. (n.d.) using exploratory 

factor analysis.  This statistical technique produced conceptually meaningful factors so 

that the CHEQ demonstrates sound psychometric properties and establishes the multi-

�G�L�P�H�Q�V�L�R�Q�D�O���Q�D�W�X�U�H���R�I���F�K�L�O�G���V�D�W�L�V�I�D�F�W�L�R�Q���Z�L�W�K���K�R�V�S�L�W�D�O���F�D�U�H�������+�R�Z�H�Y�H�U�����+�H�D�U�\���H�W���D�O���¶�V��

(n.d.) questionnaire was designed to assess the general in-patient hospital experience, 

thus potentially limiting the generalisability of the instrument in specific paediatric 

healthcare assessments.  Other instruments have been designed for use with younger 
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children using exploratory factor analysis, but have exclusively concentrated on nursing 

care in hospital (Pelander, Leioni-Kilpi, & Katajisto, 2009) and outpatient paediatrician 

care (Bitzer et al., 2012), thus potentially limiting their utility to the specific health care 

setting for which they were designed.     

 Another instrument developed for use with paediatric patients and adapted from 

the Kids Count Survey, developed previously by the McMaster Health Centre in 

Ontario, Canada (Chesney et al., 2005), was the Satisfaction with Child Healthcare 

Survey (SCHS).  The refinement of the SCHS involved the removal and addition of 

items, and the rewording of other items (Chesney et al., 2005).  A pilot study with the 

instrument was conducted with paediatric patients and an expert panel enhanced the 

clarity of the SCHS.  The measure has been used to assess the general in-patient 

hospital experience (Lindeke et al., 2006; Lindeke et al., 2009) and the paediatric 

outpatient clinic experience (Chesney et al., 2005).  The generalisability and validity of 

the CHEQ and the SCHS would be considered questionable if it were used in research 

with paediatric day-surgery patients.  Day-surgery for paediatric patients is a unique 

medical experience due to its invasive nature, which is compounded by the brief nature 

of the day-surgery visit.  This usually involves travelling to the facility and back home 

on the same day as the procedure.  Adding to the uniqueness of the day-surgery 

experience is the rapid nature of events which rarely gives the child time to gradually 

become comfortable with the staff involved in their care.  This lack of continuity is in 

contrast to the inpatient experience, which can involve contact with the same staff over 

a longer period of time. These unique factors compound the need for more research into 

the experience of paediatric day-surgery.   

 �6�W�X�G�L�H�V���R�Q���S�D�H�G�L�D�W�U�L�F���S�D�W�L�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���F�D�U�H���K�D�Y�H���E�H�H�Q���S�U�H�G�R�P�L�Q�D�Q�W�O�\��

conducted with patients aged 10 to 15 years (e.g., Black et al., 1995; Litt & Cuskey, 

1984; Shapiro et al., 1997).  One of the primary arguments for excluding paediatric 

patients under 10 years made by some child health and development researchers is that 

younger children struggle with some health-related terms and are more likely to endorse 

extreme responses on a Likert scale format, hence decreasing the internal consistency of 

responses (Herjanic et al., 1975; Rifkin et al., 1988; Shapiro et al., 1997).  However, a 

number of those studies (e.g., Herjanic et al., 1975; Rifkin et al., 1988) and others  

(e.g., Bush & Holmbeck, 1986; Chesney et al., 2005; Heary et al., n.d.) that included 

children as young as 5 or 6 years have achieved sound levels of internal consistency 
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(i.e., alpha = .86, Chesney et al., 2005; alpha = .78, Heary et al., n.d.; alpha = .89, Rifkin 

et al., 1988), inter-rater reliability (e.g., 89% agreement, Herjanic et al., 1975), and test-

retest reliability (e.g., Pearson correlation = .70-.76, Bush & Holmbeck, 1986).  

Although warranting further scrutiny, this suggests that younger children are able to 

reliably assess their health care services.     

 Fewer studies have examined the ability of younger children to discriminate 

between different aspects of a paediatric service, but of those that have, discriminant 

validity has been reported (e.g., Bitzer et al., 2012; Heary et al., n.d.; Pelander et al., 

2008).  Also, responses to open-ended questionnaire items (see Table 2.3) and 

qualitative interview studies (see Table 2.4) with younger paediatric hospital patients 

have found children to vary in their evaluations of different aspects of care.  These 

findings suggest that it is possible to develop an instrument with good psychometric 

properties for use with children from age 5 years and above, provided questions are 

phrased in an age-appropriate manner. It is noted here however, that a detailed review of 

�W�K�H���D�V�S�H�F�W�V���R�I���F�K�L�O�G�U�H�Q�¶�V���V�R�F�L�D�O�����H�P�R�W�L�R�Q�D�O�����D�Q�G���F�R�J�Q�L�W�L�Y�H���G�H�Y�H�O�R�S�P�H�Q�W at various ages in 

relation to participating in hospital care evaluation research is beyond the scope of this 

thesis.  
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Table 2.3 

�3�D�H�G�L�D�W�U�L�F���3�D�W�L�H�Q�W�V�¶���%�H�V�W���D�Q�G���:�R�U�V�W���7�K�L�Q�J�V���D�E�R�X�W���%�H�L�Q�J���L�Q���+�R�V�S�L�W�D�O�� 
______________________________________________________________________ 

Best and Worst Things about Being in Hospital (n = 4) 
______________________________________________________________________ 

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

inpatients 4 to 19-years-old (N = 57). 

Best Things: Caring doctors and nurses, hospital school, familiarity with facility staff. 

Worst Things: Improved continuity of care (i.e., wanting the same doctor), the hospital environment, the 

need for age appropriate information, food quality, higher quality communication and relationships with 

facility staff, the need for age appropriate facilities in waiting areas, and waiting times at the facility, the 

need to be treated with courtesy and respect.  
 

Lindeke, Nakai, & Johnson (2006).  US study on paediatric hospital patients with a subsample aged 

4 to 11-years-old (N = 120).  

Best Things: Play facilities, care by doctors and nurses, food, to make the child feel better or fix the 

problem. 

Worst Things: Pain and discomfort associated with treatment, food quality, their medical condition, not 

being informed before treatment occurs, staying at the hospital. 

Recommended Changes: No needles, have a back door, changes to the food and medicine, make things 

less childish, individual bedrooms for all kids despite meeting nice people, you need time alone.   
 

Pelander & Leino-Kilpi (2010).  Finnish study on paediatric hospital patients aged 5 to 11-years-old 

(N = 388). 

Best Things�����3�H�R�S�O�H�����H���J�������Q�X�U�V�H�V���D�Q�G���S�D�U�H�Q�W�V�������S�H�R�S�O�H�¶�V���F�K�D�U�D�F�W�H�U�L�V�W�L�F�V�����H���J�������Q�L�F�H���Q�X�U�V�H�V�������D�F�W�L�Y�L�W�L�H�V�� 

(e.g., playing games), environment (e.g., the provision of privacy), and outcomes (e.g., getting better).  

Worst Things: People (e.g., staff performing physical procedures), feelings (e.g., symptoms of illness), 

activities (e.g., treatment procedures such as needles), and environment (e.g., no privacy). 
 

Wollin et al. (2004).  Australian study on paediatric surgical patients 5 to 12-years-old (N = 120). 

Best Things: Food and drink after the procedure, feeling better, games, TV, the nice nurses and doctors. 

Worst Things: Needles, staying overnight in hospital, fasting, hospital smell, the gas and the procedure.  

______________________________________________________________________ 
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Table 2.4 

Findings from Qualitative Interview Studies with Younger Paediatric Hospital Patients  
______________________________________________________________________ 

Qualitative Findings with Studies on Younger Paediatric Hospital Patients  
______________________________________________________________________ 
 

Bossert (1994).  US study on stress appraisals of hospitalised children aged 8 to 11-years-old  

(N = 82).     

Categories of stressful events included (see page 39).  1) Intrusive events, 2) Physical symptoms,  

3) Therapeutic intervention, 4) Restricted Activity, 5) Separation, and 6) Environment. 
 

�&�D�U�Q�H�\���H�W���D�O�����������������������8�.���V�W�X�G�\���R�Q���F�K�L�O�G�U�H�Q�¶�V���Y�L�H�Z�V on hospitalisation.  Children 4 to 17-years-old 

from two paediatric wards (N = 213).   

Nine main categories were identified: 1) Organisation of events, 2) Environment, 3) Procedure,  

4) Interaction with staff, 5) Emotions, 6) Perception of hospital, 7) Information, 8) Home life (separation), 

and 9) Describing pictures.  
 

�&�R�\�Q�H�������������D���������8�.���V�W�X�G�\���R�Q���F�K�L�O�G�U�H�Q�¶�V���H�[�S�H�U�L�H�Q�F�H���Z�L�W�K���L�Q�S�D�W�L�H�Q�W���K�R�V�S�L�W�D�O�L�V�D�W�L�R�Q�������,�Q-depth 

interviews were conducted with 11 children 7 to 14-years-old from four paediatric wards in two 

hospitals.   

Children identified a range of fears and concerns, including: 1) Separation from parents and family 

(subcategories included disruption to: family routine, normal activities, peer relationships, and school 

achievement), 2) Unfamiliar environment (subcategories included fears of: the unknown, strange 

environment, professionals and dislikes of: noisy ward, bright lights at night, hot environment, inadequate 

play facilities, food), 3) Receiving investigations and treatments (subcategories included fears of: 

operations, needles, mistakes in treatment, harm to body, mutilation, pain, altered body image, dying), 

and 4) Loss of self-determination (subcategories included: loss of independence, restricted activities, 

lacking control over personal needs, lacking control over sleeping and waking time, lacking control over 

food/meal times, lacking control over timing of procedures).   
 

Forsner, Jansson, & Sorlie (2005).  Swedish study on narratives of being ill by children aged 7 to 

10-years-old who had been hospitalised for at least 48 hours (N = 7).   

Diagnosis included sinusitis, arm fracture, leg fracture, encephalitis, and two cases of appendicitis.  

Qualitative content analysis was conducted and four compound themes emerged: 1) Scared/confident,  

2) Sad/cosy, 3) Hurt/having fun, and 4) Felt caught and tried to escape.  
 

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

years-old (N = 20) undergoing elective day-surgery. 

A conceptual model was generated on the basis �R�I���W�K�H���F�R�U�H���F�D�W�H�J�R�U�\���µ�H�Q�G�X�U�L�Q�J���L�Q�I�O�L�F�W�H�G���K�R�V�S�L�W�D�O���G�L�V�W�U�H�V�V�¶��

showing that the main problem for children having day-surgery is that they are forced into an 

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

�G�H�V�F�U�L�E�H�G���L�Q���W�K�H���F�D�W�H�J�R�U�\���µ�I�D�F�L�Q�J���D�Q���X�Q�N�Q�R�Z�Q���U�H�D�O�L�W�\�¶�������$�G�G�L�W�L�R�Q�D�O���F�D�W�H�J�R�U�L�H�V���V�K�R�Z���W�K�D�W���W�K�H�\���S�H�U�F�H�L�Y�H���D��

�µ�E�U�H�D�N�L�Q�J���D�Z�D�\���I�U�R�P���G�D�L�O�\���U�R�X�W�L�Q�H�V�¶���D�Q�G���W�K�D�W���W�K�H�\���D�U�H���µ�W�U�\�L�Q�J���W�R���J�D�L�Q���F�R�Q�W�U�R�O�¶���R�Y�H�U���W�K�H���V�L�W�X�D�W�L�R�Q�������'�X�U�L�Q�J��
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�W�K�H���S�H�U�L�R�S�H�U�D�W�L�Y�H���S�H�U�L�R�G�����W�K�H���F�D�W�H�J�R�U�L�H�V���µ�O�R�V�L�Q�J���F�R�Q�W�U�R�O�¶���D�Q�G���µ�F�R�R�S�H�U�D�W�L�Q�J���G�H�V�S�L�W�H���I�H�D�U���D�Q�G���S�D�L�Q�¶���D�U�H���S�U�H�V�H�Q�W��

and intertwined.  Post-�R�S�H�U�D�W�L�Y�H�O�\�����W�K�H���F�D�W�H�J�R�U�L�H�V���µ�E�U�H�D�W�K�L�Q�J���D���V�L�J�K���R�I���U�H�O�L�H�I�¶���D�Q�G���µ�U�H�J�D�L�Q�L�Q�J���Q�R�U�P�D�O�L�W�\���L�Q��

�O�L�I�H�¶���H�P�H�U�J�H�G�� 
 

Woodgate and Kristjanson (1996).  Canadian study on hospitalised 2 to 6-year-old children 

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

�µ�+�R�Z���S�D�U�H�Q�W�V���D�Q�G���Q�X�U�V�H�V���W�D�N�H���F�D�U�H�¶���Z�D�V���W�K�H���P�D�M�R�U���F�D�W�H�J�R�U�\���W�K�D�W���H�P�H�U�J�H�G���G�H�V�F�U�L�E�L�Q�J���K�R�Z���S�D�U�H�Q�W�V���D�Q�G��

nurses responded to and cared for children in pain due to surgical interventions.  Sub-categories also 

�H�P�H�U�J�H�G���D�Q�G���U�H�O�D�W�H���W�R���W�K�H���V�W�U�D�W�H�J�L�H�V���D�Q�G���I�D�F�W�R�U�V���L�Q�I�O�X�H�Q�F�L�Q�J���S�D�U�H�Q�W�V�¶���D�Q�G���Q�X�U�V�H�V�¶���F�D�U�H���E�H�K�D�Y�L�R�X�U�V���D�V���Z�H�O�O��

�D�V���I�H�H�O�L�Q�J�V���H�[�S�H�U�L�H�Q�F�H�G���E�\���S�D�U�H�Q�W�V���D�Q�G���Q�X�U�V�H�V���L�Q���F�R�S�L�Q�J���Z�L�W�K���W�K�H���F�K�L�O�G�U�H�Q�¶�V���S�D�L�Q�������6�X�E�F�D�W�H�J�R�U�L�H�V���L�Q�F�O�X�G�H�G��

monitoring, comforting, carrying out technical care activities, strategies used to help care for children in 

�S�D�L�Q�����W�K�L�V���L�Q�F�O�X�G�H�G���N�Q�R�Z�L�Q�J�������I�D�F�W�R�U�V���D�I�I�H�F�W�L�Q�J���S�D�U�H�Q�W�V�¶���D�Q�G���Q�X�U�V�H�V�¶���F�D�U�L�Q�J�����W�K�L�V���L�Q�F�O�X�G�H�G���Y�D�O�X�H��

judgements, misconceptions, expectations, and interactions) and feelings experienced by parents and 

nurses in caring for children in pain. 

_____________________________________________________________________________________  
 

 �2�Q�H���N�H�\���D�U�J�X�P�H�Q�W���I�R�U���R�E�W�D�L�Q�L�Q�J���\�R�X�Q�J�H�U���F�K�L�O�G�U�H�Q�¶�V���I�H�H�G�E�D�F�N���R�Q���W�K�H�L�U���K�H�D�O�W�K���F�D�U�H��

experiences is the lack of research focussing on this age group.  Calls for more research 

with younger children have been made (Draper, 1997; Draper & Hill, 1995; Lindeke et 

al., 2006; Lindeke et al., 2009).  Studies have found that younger children experience 

(e.g., Tates et al., 2002; Tates & Meeuwesen, 2000) and evaluate (e.g., Lindeke et al., 

2006; Simonian et al., 1993) their health care differently to older children.  This 

compounds the need for further research into the health care experiences of younger 

children.  

 The increase in studies with a child-centred approach corresponds to changes at 

the international policy level.  The United Nations Convention on the Rights of the 

�&�K�L�O�G�����������������G�L�V�F�X�V�V�H�G���W�K�H���H�V�V�H�Q�W�L�D�O���Q�D�W�X�U�H���R�I���V�H�H�N�L�Q�J���F�K�L�O�G�U�H�Q�¶�V���Y�L�H�Z�V���R�Q���L�V�V�X�H�V��

important to them.  The increased focus on a global child-centred approach highlights 

the major insufficiency of evaluating paediatric surgical care solely based on the views 

�R�I���S�D�U�H�Q�W�V�������5�H�V�H�D�U�F�K�H�U�V���F�D�Q���Q�R���O�R�Q�J�H�U���U�H�O�\���V�R�O�H�O�\���R�Q���S�D�U�H�Q�W�V�¶���U�D�W�L�Q�J�V���W�R���D�V�V�H�V�V���F�K�L�O�G�U�H�Q�¶�V��

perceptions of their health care.  The child-centred approach to service evaluation is also 

essential to obtain information otherwise unavailable.   

 Research tools designed for use with paediatric day-surgery patients need further 

development.  This study here has focussed on developing instruments to measure 

patient and parent satisfaction with Australian paediatric specialist surgical services.  

This includes the development of questionnaire instruments to establish the factor 

structure of the Paediatric Surgical Patient Evaluation Questionnaire (PSPEQ, parent 
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�I�R�U�P�����D�Q�G���W�K�H���4�X�H�V�W�L�R�Q�Q�D�L�U�H���R�Q���&�K�L�O�G�U�H�Q�¶�V���6�X�U�J�H�U�\���L�Q���+�R�V�S�L�W�D�O�����4�&�6�+�����F�K�L�O�G���I�R�U�P�����D�Q�G��

to obtain preliminary subscale reliabilities.     

 �%�\���L�Q�Y�H�V�W�L�J�D�W�L�Q�J���S�D�U�H�Q�W�V�¶���D�Q�G���\�R�X�Q�J�H�U���S�D�W�L�H�Q�W�V�¶���H�Y�Dluations of paediatric 

surgical care, the issues that promote satisfaction and dissatisfaction with that care will 

�E�H���H�V�W�D�E�O�L�V�K�H�G�����D�Q�G���W�K�H�U�H�I�R�U�H���W�K�H���T�X�D�O�L�W�\���R�I���F�D�U�H���F�D�Q���E�H���L�P�S�U�R�Y�H�G�������,�P�S�U�R�Y�L�Q�J���S�D�W�L�H�Q�W�V�¶��

�D�Q�G���S�D�U�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���V�X�Ugical care should have the flow on effects of improving 

�S�D�W�L�H�Q�W�V�¶���D�Q�G���S�D�U�H�Q�W�V�¶���F�R�P�S�O�L�D�Q�F�H���Z�L�W�K���W�U�H�D�W�P�H�Q�W���U�H�J�L�P�H�Q�V����Federman et al., 2001; 

Platonova et al., 2008).  This would then promote faster recovery times and minimise 

patient relapses and re-admissions to hospitals, which would further minimise health 

care costs. 

 There are social and economic benefits associated with accessing local health 

care services.  The Australian (e.g., Bentley, 2001; Keleher & Ellis, 1996; Rankin et al., 

2001), US (Aitken & Hathaway, 1993) and Canadian (Yanzi et al., 2001) literature 

point to the disadvantages experienced by rural and remote residents who access distant 

health services, drawing particular attention to paediatric surgical patients and their 

families (Aspin, 2007; Callery, 1997; Shields & Tanner, 2004).  Capturing the 

economic and social perspectives on accessing paediatric surgical care at the local level 

will provide further support for existing and future paediatric surgical outreach 

programs.  Based on previous qualitative (e.g., Bentley, 2001; Keleher & Ellis, 1996) 

and quantitative (Rankin et al., 2001; Veitch et al., 1996) research with adult patients, 

the effects of such support should lend weight to increasing the accessibility, continuity, 

and overall quality of care for rural and remote paediatric surgical patients and their 

families. 

 �3�D�U�H�Q�W�V�¶���D�Q�G���\�R�X�Q�J�H�U���S�D�W�L�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���$�X�V�W�U�D�O�L�D�Q���S�D�H�G�L�D�W�U�L�F���V�S�H�F�L�D�O�L�V�W��

surgical care and the impact of travel time on these evaluations have yet to be 

investigated.  This study investigated the perceived quality of paediatric surgical care 

and the impact of travel on such perceptions. 

 

Chapter Summary 

 This chapter provided an overview of the literature in the key research areas of 

patient satisfaction, health service access, preoperative anxiety, and psychometric 

instrumentation.  Key concepts involved in the study and the relationships between 

those concepts were reviewed.  The concept of patient satisfaction was reviewed and the 
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seven main aspects of care known to influence patient satisfaction levels were 

identified, namely, 1) interpersonal skills, 2) communication and information,  

3) technical skills and competence, 4) continuity and coordination, 5) efficiency, 6) 

facilities and physical environment, and 7) access.  Dissatisfaction in a variety of health 

care contexts across various Western countries was addressed and the influence of the 

way that patient feedback is obtained on rates of dissatisfaction was reviewed.  

Influences on patient satisfaction levels were presented and included patient 

characteristics, patient expectations, and the seven aspects of care previously identified.  

A graphical depiction of the influences on patient satisfaction was also presented.  The 

aspects of care that are more likely to result in lower levels of patient satisfaction were 

identified and room for improvement in hospital care service delivery was recognised.  

The importance of particular aspects of care to patients, which is rarely addressed in the 

patient satisfaction literature, was also identified.    

 The impact of travelling longer distances for specialist health care with a focus 

on paediatric care was reviewed.  This provided evidence to suggest that travelling long 

distances to access specialist care impacts financially, socially and emotionally on 

country patients and their families.  Accessing care at a distant site was also found to 

impair the ability of families to attend preadmission programs which are designed to 

prepare and in turn alleviate the anxiety of families before a paediatric admission to 

�K�R�V�S�L�W�D�O�������7�K�X�V�����D�Q�[�L�H�W�L�H�V���U�H�J�D�U�G�L�Q�J���D���F�K�L�O�G�¶�V���V�X�U�J�L�F�D�O���S�U�R�F�H�G�X�U�H���Z�H�U�H���O�L�N�H�O�\���W�R���E�H��

exacerbated the further the distance from the surgical facility.  The importance of 

attending preadmission programs for paediatric patients was compounded by the 

research that demonstrated the negative impact of preoperative anxiety on paediatric 

patient outcomes.  The negative effects of hospitalisation on younger children were then 

�U�H�Y�L�H�Z�H�G���L�Q���O�L�J�K�W���R�I���W�K�H���U�H�V�H�D�U�F�K���R�Q���F�K�L�O�G�U�H�Q�¶�V���X�Q�G�H�U�V�W�D�Q�G�L�Q�J�V���R�I���L�O�O�Q�H�V�V�������7he 

�L�P�S�R�U�W�D�Q�F�H���R�I���\�R�X�Q�J�H�U���F�K�L�O�G�U�H�Q�¶�V���H�Y�D�O�X�D�W�L�R�Q�V���R�I���W�K�H�L�U���K�H�D�O�W�K���F�D�U�H���Z�D�V���D�O�V�R���D�G�G�U�H�V�V�H�G���L�Q��

light of the research, which indicated that parents and children differ in their evaluations 

of paediatric health care.  Adding to this was the research that demonstrated the ability 

of younger children to validly evaluate their care.   

 The lack of validated instruments developed for use with young children 

�F�R�P�E�L�Q�H�G���Z�L�W�K���W�K�H���S�D�X�F�L�W�\���R�I���U�H�V�H�D�U�F�K���L�Q�Y�H�V�W�L�J�D�W�L�Q�J���S�D�U�H�Q�W�V�¶���D�Q�G���\�R�X�Q�J�H�U���S�D�W�L�H�Q�W�V�¶��

evaluations of Australian paediatric specialist surgical care and the impact of travel time 

on these evaluations led to the necessity of conducting this study.   
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Chapter 3: Research Methods 

 

Introduction  

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

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

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

satisfaction with the care received.   

The multiple-methods approach was defined as consisting �R�I���³�W�Z�R���R�U���P�R�U�H��

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

�G�L�I�I�H�U�H�Q�W���S�D�U�W�V���R�I���W�K�H���V�D�P�H���U�H�V�H�D�U�F�K���T�X�H�V�W�L�R�Q�´ (Morse, 2010, p. 340).  Thus, each 

part of the research comprises an independent study (Morse, 2010).  The use of 

quantitative and qualitative methods enables the research to utilise the strengths of 

each approach, therefore strengthening the findings of a research study.  The 

pragmatism research movement has increased the popularity of multiple-methods 

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

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

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

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

of care known to influence patient satisfaction.  This involved a questionnaire study.  

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

the analysis were 214 parent questionnaires and 58 child questionnaires.  The 

qualitative approach built on the quantitative findings of the study by providing 

detailed data that more intricately captured the experience of participants which in 

turn provided additional explanatory power to describe and explain the relationships 

between aspects of care generated by the quantitative phase of the study.  This 

involved analysing data that was generated by 195 semi-structured interviews.  Both 

parts of the study involved a purposeful convenience sample.   

Two separate but concurrent phases were included in the study: The use of 

quantitative methods were used in phase 1 to capture those aspects of care known to 

influence patient satisfaction, to determine patient and parent ratings of those 

aspects, and to investigate the relationships between those aspects and patient 

satisfaction levels.  Factor analysis and multiple regression analysis were used to 
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generate an explanatory structure of patient satisfaction.  The use of qualitative 

methods were used in phase 2 to richly describe and explain the experience of 

patients and parents who received specialist paediatric day-case surgical care.  Using 

a combination of grounded theory and content analysis, salient themes emerged, 

which produced a substantive theory (i.e., conceptual framework) that explained all 

the emergent themes and their interrelationships.  Using the conceptual framework 

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

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

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

in Chapter 5.   

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

phase builds on the first phase by providing added power to describe and explain in 

detail the initial findings of phase 1.  The overall study provides a detailed and 

explanatory account of the needs and experiences of paediatric surgical patients and 

their families.  The research design and process of the study as it was conducted, is 

show in Figure 3.1. 

 

 

         

 

 

 

  

 

 

 

 

 

 

 

 

 

Figure 3.1. Multiple-method Concurrent Research Design. 
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Research Design  

The research design for this study featured a multiple-methods approach 

involving both quantitative and qualitative components.  This allowed the 

researcher to obtain data using different methods to complement each separate 

�F�R�P�S�R�Q�H�Q�W���D�Q�G���³�V�W�U�H�Q�J�W�K�H�Q���U�H�V�H�D�U�F�K���U�H�V�X�O�W�V�´�����7�K�X�U�P�R�Q�G�����������������S��������������  Morse 

(2003, 2010) differentiated the multiple-methods design from those classed as 

mixed-methods design.  A mixed-methods design is �³�R�Q�H���S�U�R�M�H�F�W�����N�Q�R�Z�Q���D�V���W�K�H��

core project, which is a complete method in itself, and a second project consisting 

of a different type of data or analysis, using a strategy (and there may be more than 

one) that is incomplete: that is, that is not comprehensible or publishable apart from 

�W�K�H���F�R�U�H���S�U�R�M�H�F�W�´�����0�R�U�V�H�����������������S����340).  In contrast, a multiple-method design 

�F�R�Q�V�L�V�W�V���R�I���³�W�Z�R���R�U���P�R�U�H���V�W�X�G�L�H�V���X�V�L�Q�J���G�L�I�I�H�U�H�Q�W���P�H�W�K�R�G�V, which address the same 

�U�H�V�H�D�U�F�K���T�X�H�V�W�L�R�Q���R�U���G�L�I�I�H�U�H�Q�W���S�D�U�W�V���R�I���W�K�H���V�D�P�H���U�H�V�H�D�U�F�K���T�X�H�V�W�L�R�Q�´�����0�R�U�V�H���������������� 

p. 340) and where each component of the research is an independent, stand-alone 

study (Morse, 2010).  The most important component of any study is the research 

�T�X�H�V�W�L�R�Q�����³�U�H�V�H�D�U�F�K���P�H�W�K�R�G�V���V�K�R�X�O�G��follow research questions in a way that offers 

�W�K�H���E�H�V�W���F�K�D�Q�F�H���W�R���R�E�W�D�L�Q���X�V�H�I�X�O���D�Q�V�Z�H�U�V�´�����-�R�K�Q�V�R�Q���	���2�Q�Z�X�H�J�E�X�]�L�H�����������������S����������������

Thus, consistent with �W�K�H���R�Y�H�U�D�O�O���V�W�X�G�\�¶�V���S�X�U�S�R�V�H���D�Q�G���W�R���D�S�S�U�R�S�U�L�D�W�H�O�\���D�Q�V�Z�H�U���W�K�H 

research questions, the multiple-methods approach was used.   

The multiple-method approach adopted in the present study used a 

concurrent approach to data collection, meaning that the researcher collected data 

from the questionnaire study and the interview study at the same time.  The use of 

concurrent quantitative and qualitative strategies to answer the same or parts of the 

same research question can bring about complementary findings which when 

combined, can help explain the unanswered questions or inconsistencies of each 

approach (Thurmond, 2001).  Triangulation used in this study is t�K�H���³�G�H�V�L�J�Q�H�G���X�V�H��

of multiple-methods, with offsetting or counteracting biases, in investigations of the 

same phenomenon in order to strengthen the validity of inquiry resu�O�W�V�´�����*�U�H�H�Q�H���H�W��

al., 1989, p. 256).  The main argument for triangulation is that adopting one 

approach to answering a research question brings about a more biased and limited 

answer in comparison to using two methods to answer the same research question, 

thus decreasing the bias and limited nature of the answers yielded form the 

multiple-method approach (Green et al., 1989; Thurmond, 2001).  In this way, 
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methodological triangulation using the multiple-methods design can provide more 

comprehensive answers to research questions that would otherwise be answered 

less comprehensively if only a quantitative or qualitative approach was used 

(Thurmond, 2001).   

The current research design adopted a complementarity multiple-methods 

approach, meaning that the qualitative and quantitative methods were used to 

operationalise overlapping yet different aspects of a phenomenon to bring about a 

more comprehensive understanding (Greene et al., 1989; Nastasi et al., 2010).  In 

this study, the complementarity multiple-methods approach was used to 

quantitatively measure the evaluations of paediatric surgical care by patients and 

their parents and to qualitatively capture the nature of the experience of paediatric 

surgical care by patients and their parents including the influences on and 

evaluations of their experiences.  The two measures in the present research have 

assessed similar yet different aspects of the phenomenon of paediatric surgical care.   

Multiple and mixed-methods research was partially borne out of the 

triangulation literature (Greene et al., 1989; Teddlie & Tashakkori, 2011b), which 

initially focussed on �³�F�R�Q�Y�H�U�J�H�Q�F�H�´���R�I���W�K�H���G�D�W�D (Greene et al., 1989; Thurmond, 

2001).  Researchers (Dew, 2007; Johnson & Onwuegbuzie, 2004; Teddlie & 

Tashakkori, 2010b) are more recently acknowledging the importance of 

�³�G�L�Y�H�U�J�H�Q�F�H�´���L�Q���W�K�H���Q�D�W�X�U�H���R�I���U�H�Vults.  The importance of dissimilar findings is that 

they may lead to a greater understanding of multifaceted phenomena which in turn 

can lead to posing more in-depth questions toward gaining even more insight into 

the phenomenon under investigation (Greene et al., 1989; Nastasi et al., 2010; 

Teddlie & Tashakkori, 2010b).  As argued by a number of qualitative and mixed-

methods researchers (Dew, 2007; Strauss & Corbin, 1998; Teddlie & Tashakkori, 

2010a), �W�K�H���P�H�W�K�R�G���R�I���G�D�W�D���F�R�O�O�H�F�W�L�R�Q���P�D�\���E�U�L�Q�J���D�E�R�X�W���D���V�S�H�F�L�I�L�F���³�Y�H�U�V�L�R�Q���R�I��

�U�H�D�O�L�W�\�´�����'�H�Z�����������������S���������������Z�K�L�F�K���F�D�Q���J�H�Q�H�U�D�W�H���Y�H�U�\���G�L�I�I�H�U�H�Q�W���I�L�Q�G�L�Q�J�V��������Thus, 

divergence in the data can bring about a more comprehensive picture of the 

phenomenon examined rather than invalidating one or both data sources due to 

divergence.     

To minimise the bias and limitations of using either the quantitative or 

qualitative approach, a research movement of which multiple-methods researchers 

are a part of, is termed pragmatism (Johnson & Onwuegbuzie, 2004).  Pragmatism 
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argues for the logical and practical approach to research design by combining the 

philosophical paradigms of quantitative and qualitative researchers as well as 

�D�E�G�X�F�W�L�R�Q�����W�K�H���³�X�Q�F�R�Y�H�U�L�Q�J���D�Q�G���U�H�O�\�L�Q�J���R�Q��the best of a set of explanations for 

�X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�Q�H�¶�V���U�H�V�X�O�W�V�´�����-�R�K�Q�V�R�Q���	 Onwuegbuzie, 2004, p. 17).  Therefore, 

pragmatism was the philosophical paradigm taken in this study.    

 

Phase 1: Quantitative Phase 

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

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

research questions 1 to 6 as set out in Chapter 1.  Questionnaire construction was 

based on the literature review presented in Chapter 2.  The literature review 

demonstrated the large number of studies which have investigated patient 

satisfaction and the aspects of care known to influence patient satisfaction in 

different health care settings.  Those studies, which have originated from a variety 

of Western countries and span several decades, have independently generated the 

same or similar aspects of care known to influence patient satisfaction and were 

combined to create a conceptual framework in the literature review.  Research 

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

factors, investigating the relationships between factors, and determining the 

presence or absence of statistically significant differences between groups; all of 

which required a quantitative approach.   

One of the aims of the questionnaire study (research aim 4) was to enable 

comparisons between parent ratings in the present research and the ratings found in 

past research presented in the literature review.  This aim necessitated a 

questionnaire construction process that aligned closely to the previous literature and 

the constructed conceptual framework presented at the literature review.  Three 

open-ended questions were included in the PSPEQ (parent form) and three in the 

QCSH (child form), not for the purpose of mixing methods, but to act as a vehicle 

for questionnaire refinement during the pilot phase of the study only (although 

these questions were retained to allow analysis of the feedback at the end of the 

study to provide further refinement to the questionnaire for future use) and were not 

used to analyse the quantitative data and therefore does not constitute a mixed-

methods design, based on the definition given by Morse (2010).   



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       86 

 

Phase 2: Qualitative Phase  

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

interview phase of the study provided the basis for answering research questions 7 

to 11 as set out in Chapter 1.  The interview protocol was based on exploratory, 

open-ended questions designed to capture parents�¶ and patients�¶ experiences with 

paediatric surgery in a way that allowed families to describe and define the 

experience from their perspective, which fulfilled research aims 1 and 6.  Research 

questions 7 to 11 focused on patient and parent descriptions of the perceived 

efficacies of the paediatric service provided and the perceived shortcomings and 

recommendations for improvements to the service, all of which required a 

qualitative approach.   

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

methods used are presented in Table 3.1. 
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Table 3.1 

Summary of the Phases of this Research Study and Related Research Questions  

Phase of the 
Research 

Research 
Phase 

Questions 

Number of 
Participants 

Instruments and 
Methods Used 

Data Obtained Data 
Analysis 

Phase 1 

(Quantitative) 

First Phase 

RQ1 
 
 
 
 
RQ2 
 
 
 
 
RQ3 
 
 
 
RQ4 
 
 
 
 
RQ5 

214 parents of 
surgical 
paediatric 
patients 
 
58  5 to 10-year-
old paediatric 
surgical patients 

 
214 parents of 
paediatric 
patients 
 
58  5 to 10-year-
old paediatric 
surgical patients 
 
214 parents of 
paediatric 
patients 
 

PSPEQ (Parent Form) 
 
 
 
 
QCSH (Child Form)  
 
 
 
 
PSPEQ (Parent Form) 
 
 
 
QCSH (Child Form)  
 
 
 
 
Factors generated 
from PSPEQ (Parent 
Form) 
  

Evaluations of 
the aspects of 
paediatric 
surgical care 
and overall 
satisfaction 
with care 

Mean 
Standard 
Deviation 
 
 
Mean 
Standard 
Deviation 
 
 
Exploratory 
Factor 
Analysis 
 
Exploratory 
Factor 
Analysis 
 
 
One-way 
Between 
Subjects 
MANOVA  

Phase 1 

(Quantitative)

Second Phase  

RQ6 
 
 
 
 

214 families of 
paediatric 
patients 

Factors generated 
from PSPEQ (Parent 
Form) 

Multiple 
Regression 
Analysis 

Phase 2 

(Qualitative) 

First Phase  

RQ7a 
 
 
 
RQ7b 
 
 
 
RQ8a 
 
 
 
RQ8b 
 
 
 
RQ8c 

195 families of 
paediatric 
surgical patients 
 
27  5 to 10-year-
old paediatric 
surgical patients 
 
195 families of 
paediatric 
surgical patients 
 
27  5 to 10-year-
old paediatric 
surgical patients 
 
195 families of 
paediatric 
surgical patients 

Parent Interviews 
 
 
 
Patient Interviews 
 
 
 
Parent Interviews 
 
 
 
Patient Interviews 
 
 
 
Parent Interviews 

�)�D�P�L�O�\�¶�V��
experiences of 
paediatric 
surgical care 

Grounded 
Theory and 
Relational 
Content 
Analysis 

Phase 2 

(Qualitative) 

Second Phase 

RQ9 
 
RQ10 
 
RQ11 

195 families of 
paediatric 
surgical patients 
and 27  5 to 10-
year-old 
paediatric 
surgical patients 

Emergent categories 
from parent and child 
interviews 
 
 

Grounded 
Theory 
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Sample Selection and Participants 

Sample Selection 

Local and travelling paediatric patients and their families attending 

day-surgery at an Australian metropolitan or regional hospital in New South 

Wales and Victorian geographically convenient locations were invited to 

participate in this study.  �)�D�P�L�O�L�H�V���D�W�W�H�Q�G�H�G���W�K�H���S�D�H�G�L�D�W�U�L�F���V�X�U�J�H�R�Q�¶�V clinic 

for a postoperative consultation, although families attended a number of 

different surgical facilities for the surgery including child-only metropolitan 

facilities, regional private facilities, and regional base facilities.  The 

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

Paediatric patients scheduled for structural repair procedures  

(e.g., inguinal hernia repair and circumcision) that require general 

anaesthetic (NSW Health, 1999) were the focus of this study.  These 

surgical procedures are high volume, minor procedures that require no 

specialist equipment (Arul & Spicer, 1998).  Focussing on high volume, 

routine surgical repairs enabled recruitment of a sufficiently homogenous 

participant sample, which enhanced the statistical power of the study.  This 

is particularly relevant in rural and regional hospitals which are usually 

smaller than metropolitan hospitals and have a smaller patient base 

(Moscovice & Rosenblatt, 2000).  In light of the rigorous process used to 

select day-case patients as described by Rudkin et al. (1993), obtaining 

research samples from day-surgery lists enabled control of variations in 

illness severity. 

Although adenoidectomy and tonsillectomy are common paediatric 

surgical procedures (NSW Health, 1999), ENT surgery specialisation is 

relatively large, and surgical workforce analysis (Baume, 1995) has 

determined that there are adequate numbers of such surgeons.  In contrast, 

the paediatric surgery specialisation is very small (RACS, 2002) and the 

vast majority of this workforce resides in metropolitan areas (RACS, 2001).  

Paediatric patients are therefore less likely to be required to travel longer 

distances for surgical procedures conducted by ENT specialists.  Paediatric 

patients who accessed ENT surgical services were excluded from the study.  

Due to the nature of data collection, parents unable to read English at a  
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6th grade level (due to illiteracy or non-English speaking background) and 

children with developmental delays, mental health disabilities, and those 

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

were excluded from the study. 

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

Holding surgeon skill constant enabled comparisons between groups on 

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

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

Penchansky & Thomas, 1981).   

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

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

from a broader age range, parents of children less than 5 years were also 

invited to participate.  �6�W�X�G�L�H�V���R�Q���S�D�H�G�L�D�W�U�L�F���S�D�W�L�H�Q�W�V�¶���H�Y�D�O�X�D�W�L�R�Q�V���R�I���F�D�U�H��

have been predominantly conducted with patients aged 10 to 15 years (e.g., 

Black & Sawyer, 1995; Litt & Cuskey, 1984; Shapiro et al., 1997).  The 

primary argument made by some child health and development researchers 

for excluding paediatric patients under 10 years is that younger children 

struggle with some health-related terms and are more likely to endorse 

extreme responses on a Likert scale format, hence decreasing the internal 

consistency of responses (Herjanic et al., 1975; Rifkin et al., 1988; Shapiro 

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

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

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

or 6 years have achieved sound levels of internal consistency (i.e., alpha = 

.86, Chesney et al., 2005; alpha = .78, Heary et al., n. d.; alpha = .89, Rifkin 

et al., 1988), inter-rater reliability (e.g., 89% agreement, Herjanic et al., 

1975), and test-retest reliability (e.g., Pearson correlation = .70-.76, Bush & 

Holmbeck, 1986).  There is no reason to expect that Australian children 

would not produce research results with these levels of reliability.   

Fewer studies have examined the ability of younger children to 

discriminate between different aspects of a paediatric service, but of those 

that have, discriminant validity has been reported (e.g., Bitzer et al., 2012; 

Heary et al., n. d.; Pelander et al., 2009).  Those findings suggest that it is 
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possible to develop an instrument with good psychometric properties for use 

with children from age 5 years and above, provided questions are phrased in 

an age-appropriate manner. 

A key argument for o�E�W�D�L�Q�L�Q�J���\�R�X�Q�J�H�U���F�K�L�O�G�U�H�Q�¶�V���I�H�H�G�E�D�F�N���R�Q���W�K�H�L�U��

health care experiences is the lack of research focussing on this age group.  

Calls for more research with younger children have been made (Draper, 

1997; Draper & Hill, 1995; Lindeke et al., 2006; Lindeke et al., 2009) and 

studies have found that younger children experience (e.g., Tates et al., 2002; 

Tates & Meeuwesen, 2000) and evaluate (e.g., Lindeke et al., 2006; 

Simonian et al., 1993) their health care differently to older children.  This 

compounded the need for further research into the health care experiences of 

younger children.  

Purposeful convenience sampling was used in the present study.  

This is a form of non-random sampling that combines purposeful and 

convenience sampling where a setting, group, or individuals are 

purposefully targeted due to their characteristics which align with the 

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

�W�K�L�V���I�U�D�P�H�Z�R�U�N���E�D�V�H�G���R�Q���Z�K�R���L�V���³�D�Y�D�L�O�D�E�O�H���D�Q�G���Z�L�O�O�L�Q�J���W�R���S�D�U�W�L�F�L�S�D�W�H���D�W���W�K�H��

�W�L�P�H�´�����2�Q�Z�X�H�J�Euzie & Leech, 2007, p. 114).  This �V�W�X�G�\�¶�V���D�S�S�U�R�D�F�K���W�R��

sampling was purposeful in that families who were the recent recipients of 

specialist paediatric surgical care were targeted.  The site at which the 

sample was targeted was at the paediatric specialist �V�X�U�J�H�R�Q�¶�V���F�O�L�Q�L�F where 

�W�K�H���V�X�U�J�H�R�Q�¶�V���S�D�Wients attended for pre and postoperative consultations.  In 

some studies, the time period during which data collection occurs can 

influence the sample of participants recruited, which is known as temporal 

sampling (Quin, 1999).  Data collection for the present study occurred over 

a period of 20 months.  Thus, problems of temporal sampling were 

minimised.   

Convenience sampling was also adopted in that any family that was 

visiting for a postoperative follow-up consultation was approached and 

families who were available and willing to attend an interview and take a 

questionnaire home to complete were recruited as participants.  These 

participants were also given a questionnaire to take home and return by 
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mail.  Some families were unable to attend an interview, but agreed to take a 

questionnaire home to complete and return by mail.   

 

Participants 

The total number of participants in the interview and questionnaire 

phases of the study is seen in Table 3.2.  To determine the overlap of 

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

the total number of participants who completed both an interview and a 

questionnaire is converted to a percentage, indicating a 42.4% overlap in the 

samples across both studies.  The participant overlap for the parents of 

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

year-old patient group were 47.7%, 40.7%, and 28.8% respectively.   

 

Table 3.2 

Total Number of Study Participants by Phase of Study and Participant Group 

______________________________________________________________________ 
Participant Group                 Interview         Questionnaire      Interview and       Total 
 Only      Only           Questionnaire 
______________________________________________________________________ 
Parents of Younger Children  41  61  93 195 
(Under 5-years-old) 

 

Parents of Older Children  26  25  35  86 

(5 to 10-years-old) 

 

Paediatric Patients   8  39  19 66 

(5 to 10-years-old) 
______________________________________________________________________ 
Total 75  123  147 347 
______________________________________________________________________ 
 

 

The gender breakdown of parents and children in the questionnaire 

and interview phases of the study is seen in Table 3.3.   
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Table 3.3 

Gender Breakdown of Study Participants by Phase of Study and Participant Group 

______________________________________________________________________ 
Participant Group                      Questionnaire                           Interview    
        Study                          Study 
 
                                                    Male      Female                         Male      Female 
______________________________________________________________________ 
Parents of Younger Children  2  152  7 131  
(Under 5-years-old)    

 

Parents of Older Children 2 58 3 59  

(5 to 10-years-old) 

 

Paediatric Patients   38  20   20  7   

(5 to 10-years-old) 
______________________________________________________________________ 

Note.  Although 60 parents of older children participated in the questionnaire study, two 

of the older children declined to participate. 

Although 62 parents of older children participated in the interview study, 34 of the older 

children declined to participate.     

Total number of parents that participated in the interview study exceeded the total 

number of participating families (i.e., n = 195) because in 5 cases, both parents 

contributed to the interviews and are thus shown here.      

 

As seen in Table 3.3, a much larger proportion of male children were 

recruited in the study due to the higher rate of male children requiring 

surgery for minor structural issues, thus dictating the gender imbalance of 

the sample.  These surgeries included correction for inguinal hernias and 

pyloric stenosis, the prevalences of which are much higher in male children 

�W�K�D�Q���I�H�P�D�O�H���F�K�L�O�G�U�H�Q�����-�H�Q�N�L�Q�V���	���2�¶�'�Z�\�H�U�����������������0�D�F�0�D�K�R�Q��������������������

Conditions also included cryptorchidism (undescended testis) and 

hypospadias (abnormally placed opening of the connective tube from the 

bladder to the genitals), both of which only occur in males (Toppari, 

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

of female parents who participated in the study. 
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Statistics were conducted to control for sample bias based on 

demographic variables know to influence patient satisfaction levels.  Please 

see Appendix B for those statistics.   

Various opinions exist regarding sample sizes adequate for factor 

analysis. Some rely on estimates based on the number of cases per 

questionnaire item used, which Hair, Black, Babin, and Anderson (2010) 

�W�H�U�P���D���µ�Y�D�U�L�D�E�O�H�¶�����J�L�Y�L�Q�J���D���P�L�Q�L�P�X�P���U�D�W�L�R���R�I���I�L�Y�H���F�D�V�H�V���S�H�U���Y�D�U�L�D�E�O�H�����7�K�H��

�W�H�U�P���µ�Y�D�U�L�D�E�O�H�¶���K�R�Z�H�Y�H�U�����K�D�V���E�H�H�Q���J�L�Y�H�Q���D�Q�R�W�K�H�U���P�H�D�Q�L�Q�J���E�\���7�D�E�D�F�K�Q�L�F�N��

and Fidell (2013) who refer to the term as an underlying concept being 

measured by a number of indicators (i.e., a number of questionnaire items).  

This number of underlying concepts forms the construct under investigation 

in a factor analysis and is considered a variable. Tabachnick and Fidell 

(2013) give a minimum recommended sample size of five cases per 

variable. What is agreed on in the literature is that a general minimum 

number of cases cannot be estimated without consideration of the 

characteristics of the specific study in question (Hair et al., 2010; 

Tabachnick & Fidell, 2013).   

In the first factor analysis of the study presented here, 214 cases 

were included and 41 questionnaire items were constructed to measure 

aspects of health care known to influence perceptions of care. Items were 

generated based on the seven underlying concepts which made up the 

conceptual framework presented in Chapter 2.  The seven underlying 

concepts were interpersonal skills; communication and information; 

technical skills and competence; coordination and continuity; efficiency; 

�I�D�F�L�O�L�W�L�H�V���D�Q�G���S�K�\�V�L�F�D�O���H�Q�Y�L�U�R�Q�P�H�Q�W�����D�Q�G���D�F�F�H�V�V�����7�K�H���S�D�U�H�Q�W���V�W�X�G�\�¶�V���V�D�P�S�O�H��

�V�L�]�H���P�H�H�W�V���+�D�L�U���H�W���D�O���¶�V�����������������F�U�L�W�H�U�L�D���R�I���I�L�Y�H���F�D�V�H�V���S�H�U���T�X�H�V�W�L�R�Q�Q�D�L�U�H���L�W�H�P��

�D�Q�G���H�[�F�H�H�G�V���W�K�H���V�D�P�S�O�H���V�L�]�H���U�H�F�R�P�P�H�Q�G�H�G���E�\���7�D�E�D�F�K�Q�L�F�N���D�Q�G���)�L�G�H�O�O�¶�V 

(2013) minimum sample size of five cases per variable or underlying 

concept. With seven underlying concepts, the ratio was 30:1, exceeding the 

recommended cases to variable ratio (Tabachnick & Fidell, 2013).  

Factor analysis was also conducted to test patient perceptions as 

measured by the QCSH (child form). A total of 11 questionnaire items were 

included in the factor analysis with a sample size of 58 cases. Although a 
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sample size of 100 is a general minimum for conducting factor analysis 

(Tabachnick & Fidell, 2013), the item to cases ratio was 1:5, equivalent to 

�+�D�L�U���H�W���D�O���¶�V�����������������P�L�Q�L�P�X�P���U�H�F�R�P�P�H�Q�G�H�G���U�D�W�L�R�������%�D�V�H�G���R�Q���W�K�H���O�L�W�H�U�D�W�X�U�H��

review and resulting theoretical framework, five underlying concepts were 

included: interpersonal skills; communication and information; competence 

and technical skills; child-friendly facilities; and access.  The ratio of cases 

�W�R���X�Q�G�H�U�O�\�L�Q�J���F�R�Q�F�H�S�W���Z�D�V���������������H�[�F�H�H�G�L�Q�J���7�D�E�D�F�K�Q�L�F�N���D�Q�G���)�L�G�H�O�O�¶�V����������������

ratio of 5:1. 

Multivariate analysis of variance (MANOVA) was conducted to 

investigate potential differences in ratings on the satisfaction subscales 

generated from the factor analysis conducted on the questionnaire items of 

the PSPEQ (parent form) between 39 families that travelled 90 minutes by 

car or more and 39 families that travelled less than 90 minutes by car.  The 

recommended sample size for MANOVA is 20 cases per comparison group 

(Hair et al., 2010; Tabachnick & Fidell, 2013). Thus, the 39 cases per cell in 

the MANOVA presented here exceeds this criteria.   

Standard multiple regression analysis was conducted to assess the 

predictive power of the four generated factors on overall perceptions of care.  

The recommended sample size for standard multiple regression ranges from 

a minimum of 15 to 20 cases per independent variable (Hair et al., 2010) to 

50 plus eight times the number of independent variables included 

(Tabachnick & Fidell, 2013).  Thus, the sample size of 214 in the study 

presented here exceeds both minimum sample sizes.     

 

Ethical Considerations  

Ethics approval was obtained from the Human Research Ethics Committee of 

the University of NSW, the institution in which the researcher was enrolled at the 

commencement of the study in 2004 (approval number 05294). 

   

 Procedures Implemented in the Event of Psychological Distress 

  No adverse issues of a psychological nature were expected to be raised 

by participation.  However, paediatric patients and their parents may have 

experienced psychological stress when reflecting on their surgical experience 
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whether or not a pre-existing issue was present.  Participants were informed that 

support would be provided in the unforeseen event of anything presenting.  The 

telephone numbers of the Kids Help Line and the Australian Psychological 

�6�R�F�L�H�W�\�¶�V���U�H�I�H�U�U�D�O���V�H�U�Y�L�F�H were provided on t�K�H���V�W�X�G�\�¶�V information sheet for 

�S�D�U�W�L�F�L�S�D�Q�W�V���W�R���F�R�Q�W�D�F�W���L�I���U�H�T�X�L�U�H�G�������)�R�O�O�R�Z�L�Q�J���H�W�K�L�F�V���F�O�H�D�U�D�Q�F�H�����W�K�H���U�H�V�H�D�U�F�K�H�U�¶�V��

supervisor, Dr Julie Thacker, contacted the agencies to formally brief them on 

this project. 

 

 Potential Benefits of Participation 

  Patients may have received psychosocial benefits from participation.  

Patients and their parents may have appreciated the opportunity to express their 

ideas and evaluations of their surgical care.  Respondents may also have 

appreciated participating in research that should help future medical practice.  

Patients needing additional surgery may also benefit from improvements 

resulting from feedback generated by this study. 

  

 Nature of Participants 

  �,�Q���W�K�H���U�H�V�H�D�U�F�K�H�U�¶�V���Y�L�H�Z�����W�K�H���S�D�H�G�Latric surgeon was considered an 

associate in that their patients (and their parents) make up the pool of 

respondents and the surgeon gave the researcher access to those patients.  This 

therefore presented the potential for improper influence to be exerted upon the 

participants by the surgeon or their administrative staff.  As a protective 

mechanism, the surgeon and administrative staff were asked to refrain from 

communicating with the respondents about the study (apart from the recruitment 

procedure outlined here). 

 

 Ethical Issues and Participant Recruitment 

  The recruitment of participants was via administrative staff to prevent 

any potential conflict of interest that surgeon may have had in promoting 

recruitment.  This ensured that the research was independent of any treatment 

outcome.  In addition, the surgeon and their administrative staff had professional 

interests in contributing to the validity and reliability of the data, which provided 

an additional reason for them not to exert inappropriate influence on the 
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researcher or the research.  The surgeon and their administrative staff complied 

with professional codes of ethical conduct as outlined in the Australian 

Psychological Society (APS) and National Health and Medical Research Council 

(NHMRC) guidelines.  

  An information letter outlining the project (see Appendix C) was sent to 

parents prior to their 1-week follow-up consultation with the surgeon to inform 

them of the study.  The letter outlined what was involved in participating and 

stated that the surgeon would not be privy to which of their patients would be 

participating in the study nor to any of the data collected as part of the research 

process.  The project was therefore fully disclosed to patients before their arrival 

to the surgeon�¶�V���F�O�L�Q�L�F������Information flyers (see Appendix D) were clearly visible 

on arrival to the surgeon�¶�V���F�O�L�Q�L�F���� Parents of patients 10-years-old and under 

interested in participating were given the information sheet (see Appendix E) by 

the administrative staff to read.  On agreement to participate, parents were 

instructed to sign a consent form (see Appendix E) giving the researcher consent 

to record the interview responses via short hand.  Parents of participating 

children were also informed that their child, if aged between 5 and 10-years-old, 

was invited to participate by completing a child questionnaire (see Appendix F).  

Parents were informed that signing the consent form also gave their child 

permission to complete the child questionnaire.  Participants were given a 

questionnaire package (see Appendix G for parent questionnaire) to take home 

and complete within 2 to 3 days of their return home.   

  All participating parents were informed of the ability to withdraw from 

the study at any time without repercussion and that an information sheet for their 

retention was included in the questionnaire package.  Participants were reminded 

that the study was independent and that no information provided by participants 

would be communicated to the surgeon.  This should have prevented social 

desirability bias by participants.  Participants were informed on the information 

sheet that a revocation of consent form would be included in the questionnaire 

�S�D�F�N�D�J�H���Z�K�L�F�K���W�K�H�\���F�R�X�O�G���F�R�P�S�O�H�W�H���D�Q�G���V�H�Q�G���W�R���W�K�H���U�H�V�H�D�U�F�K�H�U�¶�V���V�X�S�H�U�Y�L�V�R�U at 

any time. 

  Parents of children too young to participate (children under 5-years-old) 

were approached to participate and all participating parents were informed that 
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return of the completed parent questionnaire would be taken as evidence of their 

consent to participate.  After written consent was obtained, participants were 

introduced to the researcher for the 30-minute semi-structured interview.  The 

semi-structured interviews were held in a vacant, discretely located office space 

�R�Q���W�K�H���S�U�H�P�L�V�H�V���R�I���W�K�H���V�X�U�J�H�R�Q�¶�V���F�O�L�Q�L�F out of view of other patients and out of 

sight and hearing range of treatment.   

  The researcher was available at the clinic if required.  If absent, the 

surgeon�¶�V���D�G�Pinistrative staff were able to contact the researcher by telephone 

for an immediate discussion or to schedule an on-site discussion at the clinic. 

 

 Confidentiality of Information  

  Participants were informed that any identifiable information they 

provided would be kept confidential and would be disclosed only if participants 

gave their permission or as required by law.  Participants were informed that 

consent to participate in the study would be taken by a) completion and return of 

the parent questionnaire, and b) written consent from parents which would 

permit their child to complete the child questionnaire and permit the researcher 

to interview the parent �D�Q�G���U�H�F�R�U�G���S�D�U�H�Q�W�¶�V���U�H�V�S�R�Q�V�H�V���Y�L�D���V�K�R�U�W���K�D�Q�G.  However, 

it was a possibility that a situation may have presented making it necessary that 

information be passed on to someone not directly connected to the project and 

participants were �L�Q�I�R�U�P�H�G���R�I���W�K�L�V���S�R�V�V�L�E�L�O�L�W�\���L�Q���W�K�H���S�U�R�M�H�F�W�¶�V���L�Q�I�R�U�P�D�W�L�R�Q���V�K�H�H�W 

(see Appendix E).   

 

 Data Management and Dissemination  

Completed questionnaires and semi-structured interview data were 

retained at the School of Medicine (Gold Coast Campus) Griffith University.  

The researcher and supervisor hold copies of the data for their own research.  

This protected the investigators from allegations of falsification of data and 

�F�R�P�S�O�L�H�V���Z�L�W�K���H�W�K�L�F�D�O���U�H�T�X�L�U�H�P�H�Q�W�V���R�I���W�K�H���U�H�V�H�D�U�F�K�H�U�¶�V���S�U�H�Y�L�R�X�V���D�Q�G��current 

�X�Q�L�Y�H�U�V�L�W�\�¶�V���H�W�K�L�F�V���S�U�R�W�R�F�R�O�V���� 

Data remains confidential.  Data when presented for publication will be 

in group format in an unidentifiable form.  All information from each parent-

child pair was given the same ID number to maintain links between each piece 
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of data from the same parent-child participant pair.  The surgeon and their 

administrative staff did not have access to the parent-child ID number. 

All files were locked in a filing cabinet in a locked office.  Those with 

access to the key were the projec�W�¶�V���V�X�S�H�U�Y�L�V�R�U���D�Q�G���U�H�V�H�D�U�F�K�H�U���R�Q�O�\�������&�R�P�S�X�W�H�U��

access was password-protected.  Questionnaires and semi-structured interview 

data will be stored for 7 years from the date of publication and then shredded.  

Signed consent forms will be retained for 7 years from publication, and will be 

made available to the relevant Institutional Ethics Committees upon request.  

Signed consent forms will be shredded after 7 years. 

At the conclusion of the study, a summary of the results will be made 

available to participants should they contact the researcher.  Participants were 

advised of this option in writing on the information sheet. 

 

Instrument development 

Paediatric Surgical Patient Evaluation Questionnaire (Parent Form) 

The parent form of the paediatric surgical patient evaluation 

questionnaire was an adaptation of the day-surgery patient questionnaire 

designed by UK researchers Black and Sanderson (1993).  Their test instrument 

was used to initiate a national comparative audit in the UK (Black, Petticrew, 

Hunter & Sanderson, 1993).  Interviews with parents of paediatric surgical 

patients were part of its item generation process, thus establishing content 

validity (Black & Sanderson, 1993).   

The instrument contains both open and closed questions and covers 

patient socio-demographic characteristics, events experienced before and during 

admission, clinical management during and after surgery, patient health status, 

and outcome of the operation (Black & Sanderson, 1993).  Black and 

�6�D�Q�G�H�U�V�R�Q�¶�V������������) questionnaire is the only comprehensive measure designed 

with and for patients in the day-surgery context.  The content and design of the 

Black a�Q�G���6�D�Q�G�H�U�V�R�Q�¶�V���L�Q�V�W�U�X�P�H�Q�W���O�H�Q�G�V itself well for use within the Australian 

public health care system.  In contrast, the design of US instruments for patient 

�K�H�D�O�W�K���F�D�U�H���L�V���G�U�L�Y�H�Q���E�\���W�K�H���F�R�X�Q�W�U�\�¶�V���D�O�O-private health care system (Draper and 

Hill, 1995���������%�O�D�F�N���D�Q�G���6�D�Q�G�H�U�V�R�Q�¶�V���I�R�F�X�V���R�Q���D�V�V�H�V�V�L�Q�J���S�D�W�L�H�Q�W�V�¶���H�[�S�H�U�L�H�Q�F�H�V���R�I��

issues before admission, during admission and after discharge captures the 
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whole episode of care which parallels better with the experiences of Australian 

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

calculations were included in the publication �R�I���%�O�D�F�N���D�Q�G���6�D�Q�G�H�U�V�R�Q�¶�V������������) 

test instrument. 

Additional item content was extracted from published qualitative data 

(Callery & Luker, 1996; While & Wilcox, 1994) on parents of paediatric day-

surgery patients.  Items were also adapted from published parent questionnaires 

constructed for paediatrician consultations (Deisher, Engel, Spielholz & 

Standfast, 1965; Lewis, Scott, Pantell, & Wolf, 1986; Seid et al., 2001).  Other 

items were adapted from instruments developed for parent satisfaction with 

child hospitalisation, including those by Bragadittir and Reed (2002), Sawyer 

and colleagues (1996), and Budreau and Chase (1994), and satisfaction with 

paediatric day-surgery care from the instrument constructed by Graham and 

Dawson (1991).  Item content was also adapted from test instruments by the 

researchers Penchansky and Thomas (1981), and the qualitative findings of 

�F�R�X�Q�W�U�\���S�D�W�L�H�Q�W�V�¶���H�[�Seriences found in Bentley (2001), Keleher and Ellis (1996) 

and Veitch et al. (1996).  All these studies investigated the importance that 

patients place on the accessibility and availability of health care services. 

Questionnaire content was also based on surgery-related events such as 

vomiting, bleeding, nausea, pain and distress that may occur after discharge.  

The items required yes/no responses to the list of possible events in the first 

week after discharge. 

The parent questionnaire was split into 10 chronologically-ordered 

sections to more easily orientate participants, and included: demographics (13 

items), preparation and travel associated with the hospital visit (19 items), the 

preoperative consultation with the surgeon (16 items), time spent in the hospital 

(7 items), quality of hospital care (29 items), advice given by hospital staff  

(6 items), postoperative events after discharge from hospital (11 items), after-

discharge care (4 items), access to the surgical service provided (3 items), and 

overall views of the care received (10 items).  The closed-ended items had 

various response formats including nominal, ordinal, and interval response scale 

formats.  PSPEQ (parent form) items based on their relevance to the aspects of 

care which emerged from the literature review are seen in Table 3.4. 
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Table 3.4 

Items from the PSPEQ (parent form) by Aspect of Surgical Care 

______________________________________________________________________ 
Aspect of Surgical Care  Items    

______________________________________________________________________ 

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

Communication and Information 30a, 30b, 30c, 30d, 30e, 30g, 30h, 30j, 31a, 31b, 37e, 37m, 

37o, 37p, 40a, 40c, 40d, 40e, 40f, 41a, 41b, 48  

Technical Skill and Competence 37n, 54, 55 

Coordination and Continuity 37s, 38, 40h 

Efficiency 37b, 37q, 40g 

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

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

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

Note. Please see Appendix G for a full list of PSPEQ (parent form) items  

 

All items related to evaluating the care provided had a response scale of 

1 to 5 to allow for comparisons between item means and for the purpose of 

factor analysis.  The 5-point scale was also used here because it has yielded 

fewer missing responses compared to 7-point scales and has been rated by 

participants as easier to complete (Nagata, Ido, Shimizu, Misao, & Matsuura, 

1996).  A number of patient satisfaction questionnaires designed for use with 

adult hospital patients (Cleary et al., 1992; Clever et al., 2008; Ware & Hays, 

1988), including surgical patients (Harnett, Correll, Hurwitz, Bader, & Hepner, 

2010) and parents of paediatric hospital patients (Ammentorp et al., 2006) have 

used a 5-point scale.  In addition, the 5-point scale was used to allow 

comparisons to be made between parent and patient ratings.  The use of a scale 

with a middle score was also viewed as necessary to give respondents the 

opportunity to select a neutral option.  

The response scale labels for items on the PSPEQ varied, depending on 

the questionnaire item.  The largest proportion of questionnaire items included a 

�U�H�V�S�R�Q�V�H���V�F�D�O�H���U�D�Q�J�L�Q�J���I�U�R�P���µ�H�[�F�H�O�O�H�Q�W�¶���W�R���µ�S�R�R�U�¶�������7�K�L�V���U�H�V�S�R�Q�V�H���V�F�D�O�H���K�D�V���E�H�H�Q��

frequently used in patient satisfaction questionnaires with adult hospital patients 

(Cleary et al., 1992; Clever et al., 2008; Ware & Hays, 1988) including surgical 

�S�D�W�L�H�Q�W�V�����+�D�U�Q�H�W�W���H�W���D�O�����������������������7�K�H���µ�H�[�F�H�O�O�H�Q�W�¶���W�R���µ�S�R�R�U�¶���U�H�V�S�R�Q�V�H���V�F�D�O�H���Z�L�W�K���D��
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centre point has been found to elicit a greater variation in responses that are also 

�O�H�V�V���V�N�H�Z�H�G�����F�R�P�S�D�U�H�G���W�R���µ�K�L�J�K�O�\���V�D�W�L�V�I�L�H�G�¶���W�R���µ�K�L�J�K�O�\���G�L�V�V�D�W�L�V�I�L�H�G�¶���U�D�W�L�Q�J���V�F�D�O�H�V��

(Materko et al., 1990; Rubin, 1990; Ware & Hays, 1988).  These findings further 

supported the use of the excellent to poor response scale used in the PSPEQ.      

A rank item was also included and presented seven aspects of care to be 

ranked from 1 to 7 based on their importance with 1 signifying the most 

important aspect of care and 7 the least important. Three open-ended questions 

were included in the questionnaire asking for any feedback participants have 

regarding the care they received.  One of the open-ended items was placed at the 

start of the questionnaire to obtain (theoretically) uninfluenced feedback. 

Another similar open-ended question was included at the end of the 

questionnaire, in the event that an issue or experience was prompted by 

questionnaire completion that had not been addressed in the questionnaire items. 

Finally, the last open-ended questions asked for any feedback, positive or 

negative, regarding the appropriateness of the questionnaire itself. Although this 

feedback was primarily gathered for the pilot study, this item was retained to 

obtain feedback from the participants in the main study to improve the 

questionnaire for future use.     

The demographic questions that were included were based on research 

presented in the literature review illustrating the demographic variables known 

to impact on patient satisfaction. The demographic data on age, household 

income, and educational background was collected as nominal data to enhance 

the response rate of participants.  The rate of item response is generally higher in 

closed-ended items (Denscombe, 2009; Kwak & Radler, 2002).  Research has 

also demonstrated that posing demographic questions in an open-ended response 

format results in a lower response rate compared to using the closed-ended 

format (Griffith, Cook, Guyatt, & Charles, 1999).  Gathering nominal data for 

variables such as educational background also allowed for the consistency of 

responses across participants for statistical analysis. Thus, by the inclusion of 

closed-ended demographic questionnaire items, matching of participants on 

demographic variables in the MANOVA statistical analysis was made possible.  
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�4�X�H�V�W�L�R�Q�Q�D�L�U�H���R�Q���&�K�L�O�G�U�H�Q�¶�V���6�X�U�J�H�U�\���L�Q���+�R�V�S�L�W�D�O (Child Form)  

The child version of the paediatric surgical patient questionnaire, which 

was designed for this study, remained similar in content to the parent version but 

with the vocabulary level and wording of items being adapted from published 

child questionnaires.  Specific models included �W�K�H���&�K�L�O�G�U�H�Q�¶�V���+�R�V�S�L�W�D�O��

Evaluation Questionnaire (CHEQ; Heary et al., n.d.) designed for hospital use 

with paediatric inpatients; the Child Satisfaction Questionnaire (Rifkin et al., 

1988�����G�H�V�L�J�Q�H�G���W�R���D�V�V�H�V�V���F�K�L�O�G�U�H�Q�¶�V���S�H�U�F�H�S�W�L�R�Q�V���R�I���Y�L�V�L�Wing a paediatrician; and 

the Child Survey designed to assess paediatric satisfaction with emergency room 

care (Magaret, Clark, Warden, Magnussen, & Hedges, 2002).  The content 

validity and reliability of those measures have been derived from interviews 

with children as part of the item generation and design process in the 

preliminary study.  

As part of the preliminary study, open-ended questions asked how the 

measures could be improved, what aspects of care were particularly positive and 

what experiences could be improved upon.  Respondents were also asked to rank 

aspects of care in order of importance to determine the most and least important 

aspects of patient care.  A Likert type response format ranging from 1 (Poor) to 

5 (Excellent) was adopted for both parent and child measures.  A pictorial 

accompaniment to the response format similar to the Wong and Baker (1988) 

pain scales were included in the pilot of the child instrument.  Pain scales, based 

on a series of happy-to-sad faces, have been used previous�O�\���W�R���H�O�L�F�L�W���F�K�L�O�G�U�H�Q�¶�V��

levels of satisfaction with their emergency room care (Magaret et al., 2002), 

despite there being no psychometric properties for the scale within the context of 

satisfaction.  A similar 3-point happy-to-sad faces scale has been preliminarily 

tested for use in the Child Care Quality at Hospital instrument for children 

(CCQH), an instrument developed to assess the quality of paediatric nursing 

care in hospital (Pelander et al., 2009).  Robust preliminary psychometric 

properties have been reported (Pelander et al., 2009).  

The questionnaire in this study was given to 10 parent-child matched 

pairs from various metropolitan and regional hospitals, to establish construct 

validity and internal consistency prior to the main study.  Prior to the 

preliminary and main studies, feedback from draft questionnaires was sought 
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from academics, surgeons, and other medical practitioners involved in the study 

as part of the design process, thus contributing to the content validity of the 

questionnaire.  In addition, 5 mothers (3 mothers of older children and 2 mothers 

of younger children) who had a recent paediatric surgical visit were informed of 

the study and were invited to give their verbal feedback.  Parents of younger 

children gave feedback on the content and layout of the parent form and parents 

of older children gave feedback on the content and layout of both the parent and 

the child form.  Feedback indicated the use of child-appropriate language 

(expression and vocabulary) typical of Australian children.  Other feedback 

included the thoroughness of the survey in including questions that captured the 

relevant issues and aspects of care important to parents. One parent of an older 

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

The �F�K�L�O�G���T�X�H�V�W�L�R�Q�Q�D�L�U�H���L�Q�F�O�X�G�H�G���������L�W�H�P�V���U�H�O�D�W�L�Q�J���W�R���W�K�H���S�D�W�L�H�Q�W�¶�V��

experience with the paediatric surgical care provided.  The questionnaire 

comprised items with nominal, ordinal, and open-ended response formats.  All 

items evaluating the care provided were on a 5-point scale.  Five-point scales 

have been used with children in a variety of health and satisfaction contexts, 

such as health-related quality of life (Varni, Burwinkle, Seid, & Skarr, 2003), 

satisfaction with paediatrician care (Rifkin et al., 1987), and student life 

satisfaction (Seligson, Huebner, Valios, 2005).  A 5-point scale was also used 

because of the heavier cognitive load involved in the use of a 7-point scale.  

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

from the literature review are seen in Table 3.5. 
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Table 3.5 

Items from the QCSH (child form) by Aspect of Surgical Care 

______________________________________________________________________ 
Aspect of Surgical Care  Items    
______________________________________________________________________ 

Interpersonal Skills 7, 8, 18, 19, 21 

Communication and Information 1, 2, 3, 4, 5, 6, 12, 13, 14, 15, 16, 17  

Competence and Technical Skill 20, 33, 34 

Child-friendly Facilities 10, 11, 26  

Access 27, 28       

Overall Perceived Quality of Care 35, 36 
______________________________________________________________________ 

Note. Please see Appendix F for a full list of QCSH (child form) items  

 

Four open-ended questions were included in the questionnaire and 

related to any feedback regarding care received. The open-ended items 

�D�G�G�U�H�V�V�H�G���W�K�H���³�Z�R�U�V�W���W�K�L�Q�J�V�´���D�E�R�X�W���E�H�L�Q�J���L�Q���K�R�V�S�L�W�D�O�����W�K�H���³�E�H�V�W���W�K�L�Q�J�V�´���D�E�R�X�W��

being in hospital, and what would have made the time in hospital better. The last 

open-ended question was directed at parents and asked for any feedback, 

positive or negative, regarding the appropriateness of the questionnaire itself. As 

with the parent questionnaire, this feedback was primarily gathered for the pilot 

study, but was retained to obtain feedback from participants in the main study to 

improve the questionnaire for future use.    

  

 Ordinal Response Scale and Statistical Analysis  

A contentious issue regarding the selection of a response scale is 

whether it is an ordinal or interval scale (e.g., Knapp, 1990).  In the case of a 

numbered scale, the distance between point 1 and point 2 is the same as the 

distance between point 2 and point 3.  The interval status of a response scale is 

even less certain when verbal labels are given at each point, as the meaning of 

�W�K�H���O�D�E�H�O�V���P�D�\���Y�D�U�\���D�P�R�Q�J�V�W���U�H�V�S�R�Q�G�H�Q�W�V�������,�W���K�D�V���E�H�H�Q���F�R�Q�F�O�X�G�H�G���W�K�D�W���³�W�K�H���O�H�Y�H�O��

of any information captured by any scale falls somewhere in-between the 

�G�H�I�L�Q�L�W�L�R�Q�V���R�I���R�U�G�L�Q�D�O���D�Q�G���L�Q�W�H�U�Y�D�O���G�D�W�D�´�����'�D�U�E�\�V�K�L�U�H���	���0�F�'�R�Q�D�O�G�����������������S����������������

The main incentive to view the scale as an interval level of measurement is that 

it allows for statistical analysis of the data.  It is now generally accepted that 
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with a large sample size, ordinal data has sufficient variability to permit its use 

for parametric statistical analysis (Norman, 2010).  The response scale used in 

the study presented here was therefore considered to be an interval scale, thus 

enabling parametric statistical analysis of the data gathered.   

 

Variables in the Quantitative Analysis 

 Travel Time to Care 

Travel time to the surgical facility was an independent variable in this 

study.  Measurement occurred via a questionnaire item, �V�X�F�K���D�V���³�,�Q���P�L�Q�X�W�H�V����

how long did it take you to get to the surgical facility?  Please include any 

waiting times at airports, bus terminal etc.  If you stayed overnight near the 

�K�R�V�S�L�W�D�O���E�H�I�R�U�H���\�R�X�U���F�K�L�O�G�¶�V���V�X�U�J�H�U�\�����S�O�H�D�V�H���L�Q�F�O�X�G�H���W�K�H���W�U�D�Y�H�O���W�L�P�H���I�U�R�P���Z�K�H�U�H��

you stayed to the hospit�D�O�´�������$���V�L�P�L�O�D�U���T�X�H�V�W�L�R�Q���Z�D�V asked addressing the time 

taken to return home from the hospital.  Research has indicated that travel time, 

rather than distance travelled, correlates with patient satisfaction levels, with 

the access aspect of care (Fox & Storms, 1981; Pascoe, 1983).  Other studies 

have also used travel distance as an independent variable (Aitken & Hathaway, 

1993), but the utilisation of aeroplane services by participants can acts as a 

confound by decreasing travel time, hence decreasing travel demands.  

Therefore, travel time, rather than travel distance is used in this study. 

 Comparis�R�Q�V���E�D�V�H�G���R�Q���S�D�W�L�H�Q�W�V�¶���W�U�D�Y�H�O���W�L�P�H���Z�L�O�O���E�H���P�D�G�H���E�H�W�Z�H�H�Q���O�R�F�D�O��

(travel time of less than 90 minutes one-way) and distant (equal to, or greater 

than 90 minutes one-way) groups.  A threshold of 90 minutes was used in this 

study to delineate local from distant families because it corresponded with the 

approximate length of time it would take to travel 100km, which is the 

eligibility criteria for Australian state government funding schemes that 

financially assist travelling patients.  Although the threshold varies from state 

to state (Department of Health Victoria, 2009; Queensland Health, 2009), the 

highest state threshold (i.e., 100km, Department of Health Victoria, 2009; 

McGrath & Seguerra, 2000) was adopted in this study.  This threshold also 

aligns with previous Australian (Gordon et al., 2009) and Canadian (Yanzi et 

al., 2001) research that investigated the impact of travel to health care.    
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Evaluations of the Process and Outcome of Surgical Care 

Dependent variables will include surgical parent and child evaluations of 

the process and outcome of surgical care.  Consumer-assessed outcomes of 

surgical care are increasingly being recognised and included in clinical audits, 

alongside clinically-derived outcome measures in the adult (Wright, Chambers, 

& Robens-P�D�U�D�G�L�V�H�����������������D�Q�G���S�D�H�G�L�D�W�U�L�F�����6�K�H�D�K�D�Q�����2�¶�'�Z�\�H�U�����	���%�O�D�\�Q�H�\������������) 

literature.  Focussing on high-volume, day-case, routine surgical repairs (i.e., 

children with no other morbidities) will control variations in illness severity.  As 

outlined by Rudkin, Osborne, and Doyle (1993), a rigorous process is used to 

select candidates for day-case surgery, which will be used to advantage here. 

Patient satisfaction was measured via parent and child ratings on a 

paediatric surgical patient evaluation questionnaire adapted from the day-surgery 

patient questionnaire designed by UK researchers Black and Sanderson (1993).  

Due to the multidimensional nature of patient satisfaction, each dimension of 

care included in the satisfaction survey (e.g., access and continuity) will be 

considered a separate dependant variable to allow for comparisons amongst 

subscale scores.  The impact of various patient characteristics on level of patient 

satisfaction has been investigated and findings are mixed (Brown & Lumley, 

1993; Hall & Dornan, 1988a, 1988b; Tucker & Kelly, 2000).  Although various 

characteristics may exert strong influences on patient satisfaction of service 

provision, only patient age has been consistently related to satisfaction.  

Younger respondents tend to be less satisfied with services received (Cohen, 

1996; Sorlie et al., 2000; Zapka et al., 1995).   

 

Data Analysis  

In phase 1 of the study, the parent and patient questionnaire data was statistically 

analysed to answer research questions 1-6.  After data was screened for clerical entry 

errors and values outside the expected range, missing values were double-checked by 

reviewing the questionnaires.  Negatively-worded items were reverse-scored and 

descriptive statistics were calculated to determine how parents and patients perceived 

the various aspects of paediatric surgical care. Once variables were transformed to 

normality, principal components analysis was conducted to provide a preliminary 

assessment of the factorability of the data set and to determine the approximate number 
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of factors that should be retained.  Exploratory factor analysis was then conducted to 

determine the underlying latent structure of patient perceptions of care, as 

operationalised by the parent and patient questionnaire items (see Chapter 4).  The 

internal consistency reliability of the factors was then determined using thee Cronbachs 

alpha coefficient.  

The factors generated by the parent questionnaire data was then used in a 

MANOVA to determine whether participants that travelled 90 minutes or more each 

way to the surgical facility would rate their care less positively compared to participants 

that travelled less than 90 minutes each way.  The distant participants were matched 

with local participants on socio-�G�H�P�R�J�U�D�S�K�L�F���Y�D�U�L�D�E�O�H�V�����H���J�������S�D�U�H�Q�W�¶�V���D�J�H�� annual 

�K�R�X�V�H�K�R�O�G���L�Q�F�R�P�H�����D�Q�G���S�D�U�H�Q�W�¶�V���H�G�X�F�D�W�L�R�Q�D�O���O�H�Y�H�O�����N�Q�R�Z�Q���W�R���L�Q�I�O�X�H�Q�F�H���S�D�W�L�H�Q�W��

perceptions of care to control for these influences. 

In the second quantitative phase of the study, the factors generated by the parent 

questionnaire data were entered as independent variables in a standard multiple 

regression analysis. The three standard multiple regressions were conducted to 

separately determine the predictive power of the four factors to predict three general 

measures of patient perceptions: 1) overall satisfaction of care received, 2) the 

perceptions of the overall quality of hospital care, and 3) whether participants would 

recommend the hospital service to a friend.   

In phase 2 of the study, semi-structured interview data were analysed using a 

combination of grounded theory and content analysis to answer research questions 7-11.  

Interview data was gathered from parents and patients to firstly determine the perceived 

efficacies of and recommendations for improvement to the paediatric surgical service 

provided.  Categories were generated from the interview data using a grounded theory 

approach.  A random sample of the interview data was used to establish an acceptable 

level of inter-coder reliability between the researcher and a second coder.  The 

remaining interview data was then analysed by the researcher and the emergent 

categories refined.  A total of 44 categories emerged from the parent interview data and 

14 categories emerged from the patient interview data.    

In the second qualitative phase, the relationships between the categories that 

emerged from the data were determined.  This process also resulted in the identification 

of the central category of which all other categories are related.  An emergent 

theoretical structure reflecting the relationships between the categories and central 
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category was then determined.  To confirm the emergent theoretical structure generated, 

a random selection of interview transcripts was chosen to check the explanatory power 

of the theoretical structure in accurately reflecting the perceptions of individual 

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

 

Phase 1 Quantitative 

Data Collection 

A total of 214 parent questionnaires and 58 patient questionnaires were 

completed and returned.  One parent questionnaire was excluded due to the patient 

having a developmental delay.  A total of 456 questionnaires were given to parents at 

the point of recruitment or after participating in an interview.  Of those approached, a 

total of 78 families declined to participate and 242 agreed to participate and took 

questionnaires to complete at home, but did not return them.  Included in this tally are 

two families that returned their questionnaires blank, therefore yielding a response rate 

for the questionnaire study of 46.9%.    

The recruitment of participants for both phase 1 and phase 2 of the study were 

via administrative staff at the clinic of the participating paediatric specialist surgeon.  

Thus, the same pool of participants was used for both phases of the study.  Prior to data 

collection, two half-hour information sessions were held for administrative staff close to 

�W�K�H���W�L�P�H���R�I���W�K�H���S�U�R�M�H�F�W�¶�V���F�R�P�P�H�Q�F�H�P�H�Q�W���� The recruitment of participants occurred  

1-week postoperatively.  The 7-day time interval is commonly chosen to maximise the 

responsiveness of patients, who may be too ill to respond any earlier (Walker & 

Restuccia, 1984).  A 1-week interval also minimises the influence of memory decay on 

recall.  An information letter outlining the project (see Appendix C) was sent to parents 

prior to their 1-week follow-up consultation with the surgeon to inform parents of the 

study.  The letter clearly outlined what was involved in participating and stated that the 

surgeon would not be privy to which of their patients would be participating in the study 

nor to any of the data collected as part of the research process.  The project was 

therefore fully disclosed to patients before their arrival to the surgeon�¶�V���F�O�L�Q�L�F������

Information flyers (see Appendix D) were clearly visible on arrival to the surgeon�¶�V��

clinic.  Parents of patients 10-years-old and under that were interested in participating 

were given an information sheet to read by administrative staff.   
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 On agreement to participate, each participating parent received a questionnaire 

package containing separate parent (see Appendix G) and child (see Appendix F) 

questionnaires, information sheets (see Appendix E) and postage pre-paid envelopes.  

Parents of participating children were also informed that their child, if aged between 5 

and 10-years-old, was invited to participate by completing a child questionnaire.  

Parents of children too young to participate (children under 5-years-old) were also 

approached to participate.  Participants were given a questionnaire package to take 

home and complete within 2 to 3 days of their return home.  All participating parents 

were informed of the ability to withdraw from the study at any time without 

repercussion and that an information sheet for them to retain was included in the 

questionnaire package.  To prevent social desirability bias in questionnaire responses, 

participants were reminded that the study was independent and that no information 

provided by participants would be communicated to the surgeon.  Participants were 

informed on the information sheet that a revocation of consent form would be included 

in the questionnaire package, �Z�K�L�F�K���W�K�H�\���F�R�X�O�G���F�R�P�S�O�H�W�H���D�Q�G���V�H�Q�G���W�R���W�K�H���U�H�V�H�D�U�F�K�H�U�¶�V��

supervisor at any time.  All participating parents were informed that return of the 

completed parent and child questionnaires would be taken as evidence of their consent 

for them and their child to participate.    

  

 Postal Questionnaire Format 

A postal questionnaire format decreases the tendency of acquiescent 

responses, which are more likely to occur if a face-to-face method is used 

(Walker & Restuccia, 1984).  Postal questionnaires also provide complete 

assurance of confidentiality and anonymity (Cortis & Lacey, 1996; Walker & 

Restuccia, 1984), which is particularly valued by rural and remote residents 

(Draper & Hill, 1995). 

Researchers conducting consumer-oriented research in rural and remote 

areas consistently encounter reluctant respondents who are likely to be regular 

users of a hospital service, known to the staff, or both (Draper & Hill, 1995).  

Service loss may also be of particular concern, if patient opinions are disclosed 

(Cooper & Jenkins, 1999; Draper & Hill, 1995).  Due to these anonymity and 

confidentiality issues, families living long distances from care are under-

represented in patient evaluation surveys.  The self-report questionnaire is one 
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method of preventing such issues acting as barriers to participation (Cooper & 

Jenkins, 1999).  Allowing families to complete the questionnaires in their own 

time will also provide the opportunity for parents to assist their child in 

completing the questionnaire if necessary.  The child may also feel more at ease 

and hence more forthcoming with feedback in their home environment.  

However, with any self-report measure, those who decline to participate may 

have more negative evaluations of the care received or a qualitative different 

experience of the surgical visit compared to those who agree to participate.  

  Questionnaire data was entered into PASW 17. 

Data Analysis  

Data Screening 

Data from the questionnaire was statistically analysed to address 

research questions 1-6, and was entered into the statistical software program 

PASW 17 for this purpose.  Results are presented in Chapter 4, and the methods 

and statistical treatments used are presented in this chapter.  Data was scanned 

for clerical entry errors, values outside the expected range, and missing values 

were double-checked by reviewing the questionnaires.  Negatively-worded 

items were reverse-scored before further analysis was conducted, so that a more 

positive rating on all items reflected a higher score.  Descriptive statistics were 

calculated for all nominal items and means were calculated for ordinal and 

interval items. All descriptive results are presented in Chapter 4. 

 

Exploratory Factor Analysis 

Exploratory factor analysis was conducted to identify the underlying 

factor structure of the PSPEQ (parent form) and QCSH (child form).  This 

statistical technique is generally adopted when a study is exploratory, with the 

purpose of theory and scale development, by identifying the latent constructs 

underlying the variables in the scale (Hair et al., 2010; Tabachnick & Fidell, 

2013). In contrast, confirmatory factor analysis, not used here, is generally used 

to confirm a theory that is hypothesised (Hair et al., 2010; Tabachnick & Fidell, 

2013).  

An essential decision in factor analysis is whether to conduct principal 

components analysis (PCA) or common factor analysis (FA) (Costello & 
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Osborne, 2005; Tabachnick & Fidell, 2013).  Many statistical methodologists 

have compared these factor extraction techniques with varied outcomes. While 

some argue that PCA and FA are highly similar (e.g., Schonemann, 1990), 

others (e.g., Bentler & Kano, 1990; Tabachnick & Fidell, 2013) have argued that 

clear differences exist between them in a mathematical sense and in terms of 

their utility.  In FA, only the variance between the variables in the analysis is 

used, due to the belief that including the error variance and the variance that 

exists within each variable compromises the clarity of the generated underlying 

structure (Costello & Osborne, 2005; Tabachnick & Fidell, 2013).  In contrast, 

PCA does not partition off the error variance or the variance within each 

variable during analysis and, as a result, PCA is purely seen as a data reduction 

technique with no theoretical underpinnings (Costello & Osborne, 2005; 

Tabachnick & Fidell, 2013).  When a study has been designed to investigate the 

underlying latent structure of a construct by including variables that are expected 

to create meaningful subcomponents of that construct, factor analysis is 

recommended (Costello & Osborne, 2005; Tabachnick & Fidell, 2013).  This is 

the case in the study described here. 

�,�W�H�P�V���Z�L�W�K�����������R�U���P�R�U�H���µ�1�R�W���$�S�S�O�L�F�D�E�O�H�¶��responses were dropped from 

the analysis to enhance applicability of the items (see Appendix H for dropped 

items). Seven of the 57 patient satisfaction items (12.3%) in the PSPEQ (parent 

form) met the non-response criteria.  This is a practice commonly adopted when 

constructing questionnaires on patient perceptions of health care quality  

(e.g., Harris, Swindle, Mungai, Weinberger, & Tierney, 1999; Rao, Peters, & 

Bandeen-Roche, 2006).  Five of the remaining items (8.8%) had one non-

response (i.e., left blank).  All items with their proportion of missing values 

���E�R�W�K���µ�1�R�W���$�S�S�O�L�F�D�E�O�H�¶���U�H�V�S�R�Q�V�H�V���D�Q�G���E�O�D�Q�N���L�W�H�P�V�����F�D�Q���E�H���V�H�H�Q��in Appendix H.  

�7�K�H���W�R�W�D�O���S�U�R�S�R�U�W�L�R�Q���R�I���P�L�V�V�L�Q�J���Y�D�O�X�H�V���L�Q�F�O�X�G�L�Q�J���³�1�R�Q���$�S�S�O�L�F�D�E�O�H�´���U�H�V�S�R�Q�V�H�V��

and items left blank was 4.6%, which is viewed in the literature as a low 

proportion (Raymond, 1986; Schafer & Graham, 2002; Tsikriktsis, 2005).  No 

�L�W�H�P�V���R�Q���W�K�H���4�&�6�+�����F�K�L�O�G���I�R�U�P�����K�D�G�����������R�U���P�R�U�H���µ�1�R�W���$�S�S�O�L�F�D�E�O�H�¶���U�H�V�S�R�Q�V�H�V����

so all child form items were retained. The proportion of missing values in the 

factor-analysed items of the QCSH (child form) was 5.4%, which included 4 
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�E�O�D�Q�N���L�W�H�P�V�����7�K�H���U�H�P�D�L�Q�L�Q�J���P�L�V�V�L�Q�J���Y�D�O�X�H�V���Z�H�U�H���µ�1�R�W���$�S�S�O�L�F�D�E�O�H�¶���U�H�V�S�R�Q�V�H�V��  

Please see Appendix I for details.      

Factor analysis requires a complete data set, otherwise cases with 

missing values are dropped from the analysis (Hair et al., 2010; Tabachnick & 

Fidell, 2013).  Retention of cases is of particular importance in factor analysis 

studies because of the large sample size required (Hair et al., 2010; Tabachnick 

& Fidell, 2013).  The lack of control over sample size in postal questionnaire 

research such as this study compounded the need to retain all possible cases for 

statistical analysis.   

Where items have less than 5% missing values, the general consensus is 

that any method of dealing with the missing data will produce similar results 

(Hair et al., 2010; Tabachnick & Fidell, 2013).  With items that include 5% or 

more missing cases, it is recommended that cross tabulations be conducted to 

determine whether cases with missing values on an item differed significantly on 

the variables of interest (which in this case were overall patient satisfaction and 

overall perceived quality of care) from cases without missing responses on an 

item. A dummy variable was created for each item with 5% or more missing 

�F�D�V�H�V�����$�O�O���F�D�V�H�V���Z�L�W�K���P�L�V�V�L�Q�J���Y�D�O�X�H�V���Z�H�U�H���D�V�V�L�J�Q�H�G���D���³���´���D�Q�G���D�O�O���F�D�V�H�V���Z�L�W�K�R�X�W��

�P�L�V�V�L�Q�J���Y�D�O�X�H�V���Z�H�U�H���J�L�Y�H�Q���D���³���´�����Z�K�L�F�K���F�U�H�D�W�H�G���W�K�H���F�R�P�S�D�U�L�V�R�Q���J�U�R�X�S�V����

Independent samples t-tests were then conducted on items with missing and non-

missing groups, which were compared on key dependent variables. Cross 

tabulation results are presented in Chapter 4.  

Various methods have been recommended to deal with missing values in 

questionnaire research (Raymond, 1986; Schafer & Graham, 2002; Tsikriktsis, 

2005).  Complex statistical models may be used to impute or fill-in missing 

values and are used in medical research, such as in the assessment of drug 

efficacy and other high-risk interventions (e.g., Mallinckrodt, Lin, Lipkovich, & 

Molenberghs, 2012; Manca & Palmer, 2005).  In contrast, a method endorsed 

for use with questionnaire research is the imputation of missing values with the 

subscale mean for each case.  This is appropriate where each subscale of a 

questionnaire measures a single concept with multiple items (Raymond, 1986; 

Schafer & Graham, 2002; Tsikriktsis, 2005).  Once a preliminary factor 

structure was generated with the parent and child data sets including the missing 
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values, the missing vales were then imputed with the case subscale mean and the 

exploratory factor analysis re-run to confirm the initial factor structure.   

�,�Q���W�K�H���S�D�U�H�Q�W���G�D�W�D���V�H�W�����W�K�U�H�H���L�W�H�P�V�����������������D�����D�Q�G�������E�����W�D�U�J�H�W�L�Q�J���S�D�U�H�Q�W�¶�V��

overall perceptions of care were not included in the factor analysis as they were 

likely to correlate with the other items and thus impair the interpretability of the 

resulting factor structure (Pettersen, Veenstra, Guldvog, & Kolstad, 2004).  This 

approach is commonly adopted in the development of questionnaires on patient 

perceptions of care that are validated using factor analysis (e.g., Pettersen et al., 

2004).  An additional item addressing the affordability component of access to 

care was also dropped from the analysis (item 39) because of comments placed 

beside the item by several non-respondents that suggested several issues with 

interpretability and applicability of the item, which required modification (see 

Appendix G for full list of preliminary questionnaire items).  A total of 46 items 

were included in the initial exploratory factor analysis.  In the child data set,  

13 items were included in the initial exploratory factor analysis.  

Transformation of non-normally distributed variables was done before 

conducting exploratory factor analysis because skewed variables may weaken 

the resulting factor structure, therefore decreasing its interpretability (Hair et al., 

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

from the factor analysis were later entered into a MANOVA and included in 

multiple regression analysis, both of which require variables to be normally 

distributed as part of the assumptions associated with these statistical procedures 

(Hair et al., 2010; Tabachnick & Fidell, 2013).   On inspection of the variable 

properties of the parent data, approximately 68% of the PSPEQ (Parent form) 

items to be used in the factor analysis were negatively skewed.  This was 

expected as it is commonly observed in the patient satisfaction literature  

(e.g., Pettersen et al., 2004) that most participants are satisfied rather than 

dissatisfied with the care they receive.   

Approximately 77% of the QCSH (child form) items to be used in the 

factor analysis were negatively skewed.  This was also expected, as a propensity 

to give positive responses is commonly encountered with children, particularly 

in studies using Likert-type scales (Chambers & Johnston, 2002; Rubie-Davies 

& Hattie, 2012).  Two items in the QCSH (child form) were very highly 
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negatively skewed and were resistant to transformations due to the very 

restricted range of scores equivalent to two scale points.  Including such items in 

an exploratory factor analysis can degrade the factor structure, producing 

uninterpretable results (Hair et al., 2010; Tabachnick & Fidell, 2013).  Thus, the 

items were dropped from the analysis, leaving 10 items for the exploratory 

factor analysis of the child data set.  

The type of transformations used with parent and patient data sets 

included the square root, log10 and inverse functions, depending on the severity 

of the negative skew.  All transformations for negatively skewed data required 

�U�H�I�O�H�F�W�L�Q�J���W�K�H���Y�D�U�L�D�E�O�H�¶�V���G�L�V�W�U�L�E�X�W�L�R�Q�����W�K�X�V���P�D�N�L�Q�J���L�W���D���S�R�V�L�W�L�Y�H���V�N�H�Z�����D�S�S�O�\�L�Q�J��

the transformation, and then re-reflecting the variable back to its original 

negatively skewed distribution (Hair et al., 2010; Tabachnick & Fidell, 2013).    

Once variables were transformed to normality and to generate a factor 

structure, separate exploratory factor analyses for parent and patient data were 

conducted with the missing values included.  This allowed for the generation of 

subscale scores for the imputation of missing values.  Maximising the number of 

cases included in this initial analysis was essential to creating a factor structure 

that would resemble as closely as possible the factor structure of the full data set.  

�7�R���D�F�K�L�H�Y�H���W�K�L�V�����W�K�H���µ�G�H�O�H�W�H���F�D�V�H�V���S�D�L�U�Z�L�V�H�¶���V�H�W�W�L�Q�J���R�Q���3�$�6�:���������Z�D�V���V�H�O�H�F�W�H�G������

Factor analysis is based on a correlation matrix of pairs of variables and in 

pairwise deletion, only relationships between pairs of variables with a value 

missing are dropped from the analysis, resulting in correlations based on 

different pairs of cases (Hair et al., 2010; Tabachnick & Fidell, 2013).  While 

this is a heavily criticised approach to dealing with missing values in a main 

exploratory factor analysis study (Hair et al., 2010; Tabachnick & Fidell, 2013), 

in the context of the study presented here, it was only used to create the initial 

factor structure to enable calculation of mean case subscale scores.  In contrast 

to deleting cases pairwise, deleting cases list-wise involves deleting entire cases 

with missing values from the analysis.  This approach was not adopted here, as it 

would have led to the inclusion of a much smaller sample size to generate the 

initial factor structure, which would have resembled the full factor structure to a 

much lesser extent.  



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       115 

 

Items with loadings less than .32 are recommended to be dropped from a 

factor analysis (Hair et al., 2010; Tabachnick & Fidell, 2013), but were retained 

during the preliminary analysis because imputation of missing values may have 

strengthened the loadings of the weak items in the main factor analysis.  Once 

the most logical and meaningful factor structure was identified, questionnaire 

subscales were established and mean subscales scores were calculated to allow 

for imputation of missing values to create a complete data set.     

After missing values were imputed with the case mean subscale scores, 

all items were assessed for outliers using PASW 17 frequencies and inspecting 

minimum and maximum values. No outliers were found and FA was then 

conducted on the complete data set.  A principle components analysis (PCA) 

with varimax (see later in this chapter) was conducted to provide a preliminary 

assessment of the factorability of the data set and to determine the approximate 

number of factors that should be retained.  This is a recommended practice 

(Tabachnick & Fidell, 2013) commonly used in patient perceptions research 

involving scale development (Rao et al., 2006; Suhonen, Leino-Kilpi, Valimaki, 

& Kim, 2007).  

 The initial step in the PCA was to assess the factorability of the data set 

by determining Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy and 

�%�D�U�W�O�H�W�W�¶�V���W�H�V�W���R�I���V�S�K�H�U�L�F�L�W�\�������7�K�H���.�0�2���V�W�D�W�L�V�W�L�F���U�H�S�U�H�V�H�Q�W�V���W�K�H���V�W�U�H�Q�J�W�K���R�I���W�K�H��

correlations between the variables and ranges from 0 to 1 (Hall et al., 2010; 

Tabachnick & Fidell, 2013).  Values close to 1 indicate strong correlations 

between the variables in the data set that should produce distinct and robust 

factors (Hall et al., 2010; Tabachnick & Fidell, 2013).  B�D�U�W�O�H�W�W�¶�V���W�H�V�W���R�I��

sphericity assesses the hypothesis that the variables in the data set are not 

correlated (Hall et al., 2010; Tabachnick & Fidell, 2013).  Since a correlated set 

of variables is desired for factor analysis, a statistically significant outcome  

(i.e., p < .05) is required to conclude that conducting factor analysis is 

appropriate for the data set (Hall et al., 2010; Tabachnick & Fidell, 2013).  The 

results of both tests of factorability can be seen in Chapter 4.  

The choice of factor extraction technique presents a challenge to the 

researcher in general.  Literature outlining the advantages and disadvantages of 

each extraction method is not widely published (Costello & Osborne, 2005).  
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However, methodologists argue that the factors produced are very similar across 

the different extraction techniques after factor rotation, if not before (deVaus, 

2002; Tabachnick & Fidell, 2013).  Ultimately, the factor extraction technique 

that best fits the data is generally recommended (deVaus, 2002; Tabachnick & 

Fidell, 2013) and in the case of this study, unweighted least squares factor 

extraction was used because it extracted factors that best fit the data.   

Similar recommendations are made when choosing the method of factor 

rotation.  Varimax rotation, a technique where initially extracted factors are 

rotated to yield more meaningful factors (deVaus, 2002; Tabachnick & Fidell, 

2013), was used in this study because it produced the most logical and 

meaningful factor structure.  Varimax rotation has been described as the most 

frequently used method of rotation because it produces the simplest factors by 

strengthening strong loading items on a factor and weakening week loaders on a 

factor, therefore adding clarity to the resulting factor structure (deVaus, 2002; 

Tabachnick & Fidell, 2013).      

After running various factor extraction techniques and rotation methods, 

unweighted least squares factor extraction with varimax rotation offered the best 

fit of the parent data by providing clear and interpretable factors.  For the child 

data, generalised least squares with varimax rotation provided the most logical 

and meaningful factor structure.  Although it was expected that the factor scores 

would be correlated, an orthogonal factor extraction technique was selected to 

allow the generation of uncorrelated factors, which is advised when further 

statistical analysis of the factor scores is to be conducted (DiStefano, Zhu, & 

Mindrila, 2009).   

In the parent data set, five items (items 29, 35d, 37a, 38, and 49c) had 

factor loadings of less than .32 and were dropped from the analysis, as is 

standard practice (Hair et al., 2010; Tabachnick & Fidell, 2013).  In the child 

data set, one item (item 28) had a factor loading less than .32 and was dropped 

from the analysis.  Both analyses were then re-run without the dropped items.  

Varimax rotation yielded four factors with the parent data and three factors with 

the child data, relating to perceptions of the surgical care each received.   

Factor scores were calculated to allow further statistical analysis of the 

factor analysis results.  Factor scores are approximations of scores that 
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participants would have received on each factor if the factors were measured 

directly (Tabachnick & Fidell, 2013).  One generally accepted strategy for 

generating factor scores, known as summated scale scores, is to manually 

calculate the mean of the items that load on each factor (DiStefano, Zhu, & 

Mindrila, 2009; Tabachnick & Fidell, 2013).  However, this method does not 

retain the information that is provided by the loadings of items on the factors 

and creates a situation in which all items contribute equally to the factor score 

even though certain items would have loaded more strongly than others 

(DiStefano et al., 2009; Tabachnick & Fidell, 2013).  Thus, such an approach 

may not retain the validity of the factor scores by not accurately capturing the 

factors.  In contrast, computer software-generated factor scores maximise 

validity by retaining the strength of the loading of items on its corresponding 

factor.  The Andersen-Rubin method (DiStefano et al., 2009; Tabachnick & 

Fidell, 2013) is endorsed when the aim is to create factor scores that are 

uncorrelated with each other to allow for further analysis, such as their inclusion 

as dependent variables in multiple regression or MANOVA (DiStefano et al., 

2009; Tabachnick & Fidell, 2013).  The main issue with using software-

generated factor scores is that they may not yield a valid indicator of the 

summated scales, since factor scores are based on the unique sample-specific 

variance that exists in a factor solution (Tabachnick & Fidell, 2013).  To assess 

the validity of the factor scores prior to using them in further analysis, one 

recommended method is to conduct bivariate correlations between the summated 

scale scores and factor scores (Hall et al., 2013).  This was conducted and the 

results of the bivariate correlation can be seen in Chapter 4.  The Anderson-

Rubin factor scores were assessed for multivariate normality before using them 

in further analysis.  The four factors were found to be multivariate normal on 

PASW 17.  

 

MANOVA  

A one-way MANOVA was used to assess differences between local and 

distant families on the PSPEQ (parent form) subscales generated by the 

exploratory factor analysis.  The 39 distant families were matched with local 

families on variables known to influence patient evaluations of care including 
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parent gender, age, educational background, annual household income, self-rated 

health status, and type of facility attended (public versus private).  The results 

are presented in Chapter 4.    

 

Multiple Regression  

Standard multiple regression was used to determine the extent to which 

the four factors generated by the exploratory factor analysis of the parent data 

significantly predicted overall perceptions of the care received.  Three standard 

multiple regressions were conducted to establish the predictive power of the four 

factors in predicting three single questionnaire item measures of general 

perceptions of care, including 1) overall satisfaction with care, 2) overall 

perceived quality of hospital care, and 3) intent to recommend the hospital to a 

friend.  A standard multiple regression was conducted to investigate the overall 

size of the relationship between the factors of Hospital Staff, Surgeons, Hospital 

Facilities, and Access and general perceptions of the care received.  A second 

aim was to investigate the unique contributions of each of the factors on the 

overall relationship with general perceptions of care.  One of the main criticisms 

of standard multiple regression is its inability to control for shared variance 

between the independent variables which can potentially lead to inaccurate 

conclusions (Hair et al., 2010; Tabachnick & Fidell, 2013).  This potential 

weakness of standard regression was avoided by using the uncorrelated factor 

scores generated by the factor analysis. Results of the multiple regression 

analyses are presented in Chapter 4.   

 

Validity  and Reliability  

 Content Validity  

In an exploratory study such as the one described here, establishing the 

validity and reliability of a questionnaire instrument is essential.  The content 

�Y�D�O�L�G�L�W�\���R�I���D�Q���L�Q�V�W�U�X�P�H�Q�W���F�D�Q���E�H���G�H�I�L�Q�H�G���D�V���W�K�H���H�[�W�H�Q�W���W�R���Z�K�L�F�K���³�D�O�O���F�R�Q�W�H�Q�W���D�U�H�D�V��

�R�I���L�P�S�R�U�W�D�Q�F�H���D�U�H���U�H�S�U�H�V�H�Q�W�H�G���L�Q���W�K�H���W�H�V�W�´�����*�U�H�H�Q�Z�R�R�G��������04, p. 339).  The 

PSPEQ (parent form) and QCSH (child form) were subject to pretesting with 

expert panels prior to the pilot study.  One panel consisted of several surgeons 

with extensive experience in paediatric service provision and several researchers 
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with experience in questionnaire and scale development.  The other panel 

comprised 5 to 10-year-old relatives of the supervisors and project advisors.  

The pre-test allowed for refinement of item wording and the addition of items 

based on feedback from the �F�K�L�O�G�U�H�Q���D�Q�G���W�K�H���H�[�S�H�U�W���S�D�Q�H�O�¶�V���H�[�S�H�U�L�H�Q�F�H���Z�L�W�K���W�K�H�L�U��

patients.  Thus, the content validity of the instruments were enhanced prior to 

the pilot test.   

�)�D�F�H���Y�D�O�L�G�L�W�\���L�V���G�H�I�L�Q�H�G���D�V���W�K�H���H�[�W�H�Q�W���W�R���Z�K�L�F�K���³�W�K�R�V�H���Z�K�R���D�U�H���P�H�D�V�X�U�H�G��

perceive that the test is a vali�G���P�H�D�V�X�U�H�´�����*�U�H�H�Q�Z�R�R�G�����������������S�������������������6�W�U�L�F�W�O�\��

speaking, face validity is not a true form of validity, but it is important to 

establish the acceptability of any questionnaire to the participants who are to 

complete it.  This is particularly the case here, �V�L�Q�F�H���S�D�U�W�L�F�L�S�D�Q�W�V�¶���S�H�U�F�H�S�W�L�R�Q�V���R�I��

the questionnaire are likely to influence the responses given, e.g., the number of 

non-responses.  Adding to the importance of establishing face validity is the 

self-report postal questionnaire format.  Any negative perceptions of the 

questionnaires are likely to impact on the participant response rate.   

The face validity of the questionnaires was established by conducting a 

pilot test.  The pilot test involved the administration of the questionnaires to 

families who have recently encountered a stay in hospital for a minor structural 

paediatric surgical procedure.  The pilot test included 10 parents of children 

under 5-years-old and an additional 10 parents along with their children who 

were aged 5 to 10-years-old.  Thus, the children or the latter group of parents 

were able to complete the QCSH (child form).  Details of the pilot study 

findings have been previously presented in the Instrument Development section 

of this chapter.      

 

Construct Validity  

Construct validity �L�V���W�K�H���H�[�W�H�Q�W���W�R���Z�K�L�F�K���³�W�K�H���W�H�V�W���L�V���P�H�D�V�X�U�L�Q�J���Z�K�D�W���L�W���L�V��

�V�X�S�S�R�V�H�G���W�R���P�H�D�V�X�U�H�´�����*�U�H�H�Q�Z�R�R�G�����������������S�������������������(�[�S�O�R�U�D�W�R�U�\���I�D�F�W�R�U���D�Q�D�O�\�V�L�V��

was conducted on the items of the PSPEQ (parent form) and the QCSH (child 

form) to establish construct validity, that is, the extent to which the 

questionnaire items captured parent and patient perceptions of paediatric 

surgical care.  Construct validity was also established by conducting standard 

multiple regressions to individually assess the predictive power of the factor 
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analysed subscales in predicting overall patient satisfaction, overall perceptions 

of quality of care, and the extent to which participants would recommend the 

hospital service to a friend.  The results of the factor analyses and standard 

multiple regressions are presented in Chapter 4.    

 

Internal Consistency Reliability  

Reliability can be defined as the extent to which a measure yields 

consistent results across time (Greenwood, 2004).  Internal consistency 

�U�H�O�L�D�E�L�O�L�W�\���L�V���³�W�K�H���H�[�W�H�Q�W���W�R���Z�K�L�F�K���W�K�H���L�W�H�P�V��of a measure assess a common 

�F�K�D�U�D�F�W�H�U�L�V�W�L�F�´�����$�U�R�Q�����$�U�R�Q�����	���&�R�X�S�V�����������������S�����������������7�R���H�V�W�D�E�O�L�V�K���L�Q�W�H�U�Q�D�O��

�F�R�Q�V�L�V�W�H�Q�F�\���U�H�O�L�D�E�L�O�L�W�\�����&�U�R�Q�E�D�F�K�¶�V���D�O�S�K�D���Z�D�V���F�D�O�F�X�O�D�W�H�G���I�R�U���H�D�F�K���I�D�F�W�R�U��

generated by the exploratory factor analysis of the PSPEQ (parent form) and 

QCS�+�����F�K�L�O�G���I�R�U�P�����L�W�H�P�V�������7�K�H���&�U�R�Q�E�D�F�K�¶�V���D�O�S�K�D���U�H�V�X�O�W�V���D�U�H���S�U�H�V�H�Q�W�H�G���L�Q��

Chapter 4. 

 

Phase 1 Qualitative 

The Qualitative Paradigm 

�$���S�D�U�D�G�L�J�P���L�V���D���V�H�W���R�I���E�H�O�L�H�I�V���R�I���S�U�L�Q�F�L�S�O�H�V���W�K�D�W���W�R�J�H�W�K�H�U���U�H�S�U�H�V�H�Q�W���D���³�Z�R�U�O�G��

�Y�L�H�Z�´�����*�X�E�D���	���/�L�Q�F�R�O�Q�����������������S������������������Quantitative purists commonly argue principles 

that correspond to what is often termed the objectivist, positivist or post-positivist 

paradigm (Schrag, 1992) including the belief that social phenomena should be treated in 

the same way as physical phenomena.  Namely, the social science researcher must 

remain objective, the researcher is separate from the data that is collected, and that there 

is one reality by which data can be captured (Maxwell & Delaney, 2004; Schrag, 1992).  

In contrast, qualitative purists, commonly termed constructivists (Guba & Lincoln, 

1994; Lincoln & Guba, 1985), argue that multiple-constructed realities exist, that data 

and the collection of it cannot be separated from its time or context (c.f. Glaser, 1978)  

that logic is inductive and is therefore generated from specific to general, and that the 

researcher and knowledge gained from the field are one and cannot be separated 

because what is known is subjective and therefore the only source of that reality is the 

researcher (Guba & Lincoln, 1994; Lincoln & Guba, 1985). 

Some of the predominant characteristics of quantitative research focus on 

deductive reasoning, whereby past research drives and serves a basis for new research 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       121 

 

(Maxwell & Delaney, 2004; Schrag, 1992).  Emphasis is also on hypothesis testing, 

theory confirmation, counting occurrences, establishing statistical relationships between 

variables and generalisations from sample to population (Bradley, Curry, & Devers, 

2007; Johnson & Onwuegbuzie, 2004).  In contrast, some of the predominant 

characteristics of qualitative research are inductive reasoning, whereby explanations or 

theories are generated from the data (Guba & Lincoln, 1994; Lincoln & Guba, 1985).  

�4�X�D�O�L�W�D�W�L�Y�H���U�H�V�H�D�U�F�K�H�U�V���S�R�V�L�W���W�K�D�W���W�K�H���³�L�Q�V�W�U�X�P�H�Q�W�´���R�I���G�D�W�D���F�R�O�O�H�F�W�L�R�Q���L�V���W�K�H���U�H�V�H�D�Ucher 

(Johnson & Onwuegbuzie, 2004; Patton, 1999) and focus on discovery, exploration, 

refining theory, and in-�G�H�S�W�K���G�D�W�D���V�R�X�U�F�H�V���O�H�D�G�L�Q�J���W�R���H�[�S�O�D�Q�D�W�L�R�Q�V���R�I���W�K�H���µ�K�R�Z�¶���D�Q�G��

�µ�Z�K�\�¶���R�I���D���S�K�H�Q�R�P�H�Q�R�Q���E�D�V�H�G���R�Q���S�D�U�W�L�F�L�S�D�Q�W�V�¶���S�H�U�F�H�S�W�L�Rns (Guba & Lincoln, 1994; 

Lincoln & Guba, 1985).  As stated by Elliott, Fischer and Rennie �����������������³�7�K�H���D�L�P���R�I��

qualitative research is to understand and represent the experiences and actions of people 

�D�V���W�K�H�\���H�Q�F�R�X�Q�W�H�U�����H�Q�J�D�J�H�����D�Q�G���O�L�Y�H���W�K�U�R�X�J�K���V�L�W�X�D�W�L�R�Q�V�´�����S������������������ 

Qualitative research is used widely in various research areas such as exploring 

automobile accident trauma (Auerbach, Salick, & Fine, 2006), HIV-oriented primary 

medical care (Mallinson et al., 2005), and choice after prenatal detection of fetal 

abnormalities (Sandelowski & Jones, 1996).  Health care, service evaluation, and health 

care policy have been particular areas of focus for qualitative researchers (e.g., Hurley, 

1999; Shortell, 1999; Sofaer, 1999).  Since qualitative research assists in understanding 

phenomena by providing rich descriptions of events including their context, these 

�L�P�S�U�R�Y�H���W�K�H���³�S�H�U�L�S�K�H�U�D�O���Y�L�V�L�R�Q�´�����6�R�I�D�H�U������999, p. 1102) of a research area, making 

qualitative research particularly valuable in the early stages of investigation into a 

research topic and for the generation of theory or conceptual frameworks (Sofaer, 

1999).    

Qualitative methods have been used in the area of health services and policy 

research, to explore and describe health care delivery and evaluation from the 

perspectives of patients (e.g., Mottram, 2011), families (e.g., Coyne, 2006), and 

clinicians (e.g., Henderson, 2006).  Qualitative research conducted in these areas is 

�K�L�J�K�O�\���Y�D�O�X�H�G���E�H�F�D�X�V�H���L�W���D�O�O�R�Z�V���³�S�H�R�S�O�H���W�R���V�S�H�D�N���L�Q���W�K�H�L�U���R�Z�Q���Y�R�L�F�H�����U�D�W�K�H�U���W�K�D�Q��

conforming to categories and terms �L�P�S�R�V�H�G���R�Q���W�K�H�P���E�\���R�W�K�H�U�V�´�����6�R�I�D�H�U���������������� 

p. 1105).  One of the aims of this study was to explore parents�¶ and patients�¶ 

experiences with paediatric surgery, so the use of qualitative methods was beneficial 

because it allowed families to describe and define the experience from their perspective.     
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Qualitative Methods  

Choosing a Qualitative Method 

When selecting a qualitative research method, it is essential to align it 

with answering the research question(s) (Johnson & Onwuegbuzie, 2004).  

Several of th�H���S�U�H�V�H�Q�W���V�W�X�G�\�¶�V���U�H�V�H�D�U�F�K���T�Xestions sought to determine the 

perceived efficacies and shortcomings of the paediatric surgical service provided 

to parents and patients through participant descriptions.  Although there are 

numerous qualitative methods and a wide variation in the recommended rules 

and procedures for analysing qualitative data (Ritchie & Lewis, 2003), the most 

noted qualitative methods described in the literature that include interviewing as 

a method of data collection include grounded theory, relational content analysis, 

phenomenology, discourse analysis and narrative analysis.  The approaches 

examined were limited to those suited to analysing interview data because this 

was the data collection method assessed as most suitable for answering research 

questions 7 and 8 and which most suitably laid the foundations for research 

questions 9 to 11.  Each approach and its suitability in answering research 

questions 7 to 11 is presented in the following section.   

The aim of grounded theory is to describe and explain an experience 

from the participant�¶s perspective, generating a rich, descriptive and explanatory 

theory based on the generation of conceptual categories and the relationships 

between them (Charmaz, 2006; Strauss & Corbin, 1998).  The grounded theory 

approach was assessed as the qualitative method most in line with research 

questions 7 to 11 because of its focus on the generation of categories and that it 

enabled the development of a theoretical structure which illustrated the 

relationships between the categories generated.  Capturing the experiences of 

families who access health care services is known to be a complex setting which 

has within it the complex interaction of concepts (Sofaer, 1999).  This made 

grounded theory a particularly appropriate method to use considering the area 

under investigation.   

Known as relational content analysis (Sproule, 2006), both the content 

and context of documents are analysed with the aim of identifying themes, 

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

establishing how the identified themes relate to one another (Robson, 2002).  
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Although the grounded theory approach was more aligned with the present 

�V�W�X�G�\�¶�V���U�H�V�H�D�U�F�K���T�X�H�V�W�L�R�Q�V and was the predominant method used, the frequency 

of themes as they occur in the sample formed part of the method for this study.  

The frequencies of themes were used because they were useful for the overall 

qualitative analysis and assisted in confirming the central concepts that had 

already emerged from the data.  This approach has been taken by qualitative 

methodologists (Hill, Thompson, & Williams, 1987; Hill et al., 2005) and 

qualitative researchers in hospital care (Forsner, Jansson, & Venke, 2005; 

Mottram, 2009), but only once the key concepts have been allowed to emerge 

from the data (Corbin & Strauss, 1990).  Thus, the recommendations of Corbin 

and Strauss (1990) were used to guide the approach taken in using the frequency 

of themes as part of the qualitative method in this study.         

In contrast to grounded theory, the focus of phenomenology is not 

explanation, but detailed descriptions of lived experience and capturing the 

�³�F�R�Q�V�F�L�R�X�V���U�H�O�D�W�L�R�Q�V�K�L�S�´���R�U���S�H�U�F�H�S�W�L�R�Q�V���W�K�D�W���S�D�U�W�L�F�L�S�D�Q�W�V���K�D�Y�H���Z�L�W�K���V�R�P�H��

phenomena or object (Sokolowski, 2000, p. 8).  Also in contrast to ground 

theory is discourse analysis which �³�L�V���W�K�H���V�W�X�G�\���R�I���O�D�Qguage-in-�X�V�H�´�����*�H�H����������������

p. 8), �W�K�D�W���L�V�����W�K�H���Z�D�\���S�D�U�W�L�F�L�S�D�Q�W�V���X�V�H���O�D�Q�J�X�D�J�H���W�R���V�W�U�X�F�W�X�U�H���D�Q�G���³�P�D�N�H���P�H�D�Q�L�Q�J��

in specif�L�F���F�R�Q�W�H�[�W�V�´�����*�H�H�����������������S��������������Similarly, narrative analysis focuses on 

�K�R�Z���D���V�W�R�U�\���R�U���Q�D�U�U�D�W�L�Y�H���L�V���F�R�Q�V�W�U�X�F�W�H�G�����W�K�H���Q�D�U�U�D�W�R�U�¶�V���L�Q�W�H�Q�W�L�R�Q�V�����D�Q�G���W�K�H��

meaning of the story being told (Riessman, 1993).  Thus, grounded theory 

approach was the most in line with the research questions laid out in this study 

(i.e., research questions 7-11) and was therefore the predominant approach used 

in analysing the interview data along with the quantitative component of 

qualitative content analysis.  

The following sections provide a background to the two methods 

adopted in the qualitative phase of this study.  Grounded theory method was the 

predominant method used in conjunction with several methodological 

components of relational content analysis as indicated in the following sections.         

 

Relational Content Analysis 

Histori�F�D�O�O�\�����F�R�Q�W�H�Q�W���D�Q�D�O�\�V�L�V���U�H�I�H�U�U�H�G���W�R���³�W�K�H���R�E�M�H�F�W�L�Y�H�����V�\�V�W�H�P�D�W�L�F�����D�Q�G��

�T�X�D�Q�W�L�W�D�W�L�Y�H���G�H�V�F�U�L�S�W�L�R�Q���R�I���W�K�H���P�D�Q�L�I�H�V�W���F�R�Q�W�H�Q�W���R�I���F�R�P�P�X�Q�L�F�D�W�L�R�Q�´�����%�H�U�H�O�V�R�Q����
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1952, p. 18) and stemmed from the objectivist or positivist paradigm which 

assumes that there is one universal truth in the data for researchers to discover 

(e.g., Neuendorff, 2002).  The foundation of content analysis was the premise 

that frequently mentioned words and phrases indicated the most important issues 

within any sample of text, known as conceptual analysis (Weber, 1990).  The 

alternative approach, known as relational analysis, extended the analysis further 

by identifying themes, establishing how themes are presented, determining the 

frequency of themes and establishing how the identified themes relate to one 

another (Robson, 2002; Sproule, 2006).  While meaning is generated from the 

individual concepts in conceptual analysis, meaning is generated from the 

relationships between the concepts in relational analysis (Huckin, 2008; Sproule, 

2006).     

Neuendorff (2002) recently argued that content analysis remained an 

exclusively quantitative method.  In contrast, other descriptions of content 

analysis have expanded to include a large and varied set of methods which 

contain various mixes of quantitative and qualitative methodological approaches 

(Huckin, 2008; Krippendorff, 2002; Weber, 1990).  Content analysis has 

become a popular method of choice in the field of mass communication  

(e.g., Lombard, Snyder-Duch, & Bracken, 2002; Riffe & Freitag, 1997).  

Increased popularity in the method has also stemmed from computer advances 

and the creation of software programs designed to conduct content analysis 

procedures with large volumes of data (e.g., West, 2001).  Another appeal of 

content analysis is the varied forms of data �V�X�F�K���D�V���³�Z�U�L�W�W�H�Q���W�H�[�W�����W�U�D�Q�V�F�U�L�E�H�G��

speech, verbal interactions, visual images, characterizations, nonverbal 

�E�H�K�D�Y�L�R�X�U�V�����V�R�X�Q�G���H�Y�H�Q�W�V�����R�U���D�Q�\���R�W�K�H�U���P�H�V�V�D�J�H���W�\�S�H�´����Neuendorff, 2002, p. 24) 

that can be analysed using content analysis methods.   

The focus of quantitative content analysis is the manifest content of text 

(Graneheim & Lundman, 2004).  Manifest content can be defined as the explicit 

or actual words uttered by the speaker (Huckin, 2008).  In contrast, other, more 

qualitative forms of content analysis examine the manifest content along with 

the latent or implicit meaning of text (Huckin, 2008).  In the latter case, clear 

instructions for classifying text must be formulated and executed to achieve 

consistency between analysts or raters, which can be quantified as the intercoder 
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reliability (Krippendorff, 2004; Weber 1990).  The analysis of the latent 

meaning of text has advantages because it gives the researcher the ability to 

classify text based on its meaning rather than being limited to the analysis of 

only certain words (Neuendorff, 2002).  The addition of more flexible 

approaches to content analysis has resulted in a central emphasis in content 

analysis on achieving validity and intercoder reliability (e.g., Krippendorff, 

2004; Lombard et al., 2002).   

This study adopts a number of components of relational content analysis; 

namely, the use of frequencies and use of procedures that promote consistency 

in the interview process with the aim of achieving a high level of intercoder 

reliability �± another central component of relational content analysis.   

 

Grounded Theory (GT) 

Grounded theory is a qualitative analysis approach where the aim is to 

�G�H�V�F�U�L�E�H���D�Q�G���H�[�S�O�D�L�Q���D�Q���H�[�S�H�U�L�H�Q�F�H���I�U�R�P���W�K�H���S�D�U�W�L�F�L�S�D�Q�W�¶�V���S�H�U�V�S�H�F�W�L�Y�H���Z�K�L�F�K��

generates a rich, descriptive and explanatory theory based on the generation of 

conceptual categories and the relationships between them (Charmaz, 2006; 

Strauss & Corbin, 1998).  

Historically, grounded theory was developed in the 1960s by United 

States sociologists Glaser and Strauss and was first published in 1967 (Glaser & 

Strauss, 2012).  Grounded theory was developed in reaction to what was thought 

to be an overemphasis on �³�O�R�J�L�F�R-deductive �W�K�H�R�U�L�V�L�Q�J�´����p. 5), theory 

verification at the neglect of inductive, theory building in sociological research 

at that time (Glaser & Strauss, 2012).  Glaser and Strauss�¶�V (2012) aim was to 

shift the emphasis back to �³�W�K�H���G�L�V�F�R�Y�H�U�\���R�I���W�K�H�R�U�\���I�U�R�P���G�D�W�D���V�\�V�W�H�P�D�W�L�F�D�O�O�\��

�R�E�W�D�L�Q�H�G���I�U�R�P���V�R�F�L�D�O���U�H�V�H�D�U�F�K�´�����S�������� by creating a systematic process for 

generating theory.  Glaser and Strauss (2012) argued that one must approach 

data collection without any preconceived ideas if a truly inductive study was to 

be conducted.  At the core of this method was the belief that theory already 

existed in the data, and all that was needed was to seek out data to discover the 

theory within it.  Based on their reasoning, Glaser and Strauss (2012) implied 

that there was only one interpretation of the data and that different researchers 

observing the same data would come to the same or similar conclusions, which 
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was characteristic of the objectivist or positivist paradigm that data is objective 

truth (Charmaz, 2006).  

After deciding to work separately on the refinement of the grounded 

theory approach to data analysis, Strauss began working with Corbin (see 

Strauss & Corbin, 1990, 1998) and differences emerged between their work and 

the work of Glaser (e.g., 1978, 2002).  While Glaser continued to work closely 

to the original grounded theory approach (e.g., Glaser, 2002), Strauss and 

Corbin (e.g., 1998) created a variation of that perspective.  They argued that 

researchers must work with the data to generate theory and this involved the 

likelihood that different researchers would emphasise different aspects of the 

data, depending on their individual characteristics (Strauss & Corbin, 1990, 

1998).  �7�K�L�V���F�R�Q�W�U�D�G�L�F�W�H�G���*�O�D�V�H�U���D�Q�G���6�W�U�D�X�V�V�¶�V�����������������R�U�L�J�L�Q�D�O���V�W�D�Q�G�L�Q�J���W�K�D�W���W�K�H�U�H��

was only one interpretation of the data.  Strauss and Corbin (1990, 1998) also 

provided further clarification on grounded theory data analysis by introducing an 

�³�D�Q�D�O�\�W�L�F�D�O���W�R�R�O�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q, 1998, p. 123) to assist researchers in placing 

the phenomenon of interest into its context which involved an explicit system to 

categorise and sort data.     

Glaser (e.g., 2002) �U�H�V�S�R�Q�G�H�G���W�R���6�W�U�D�X�V�V���D�Q�G���&�R�U�E�L�Q�¶�V��(1990, 1998) 

variation on the original grounded theory by describing it as forcing 

�³�G�H�V�F�U�L�S�W�L�R�Q�V�����L�U�U�H�V�S�H�F�W�L�Y�H���R�I���H�P�H�U�J�H�Q�F�H�����R�Q���W�K�H���W�K�H�R�U�\���W�R���O�R�F�D�W�H���L�W�V���F�R�Q�G�L�W�L�R�Q�V����

�W�R���F�R�Q�W�H�[�W�X�D�O�L�]�H���L�W���D�Q�G���W�R���P�D�N�H���L�W���³�D�S�S�H�D�U�´���D�F�F�X�U�Dtely pinned down, thereby 

�O�R�V�L�Q�J���L�W�V���W�U�X�H���D�E�V�W�U�D�F�W�L�R�Q���D�Q�G�����K�H�Q�F�H�����J�H�Q�H�U�D�O�L�V�D�E�L�O�L�W�\�´�����*�O�D�V�H�U�����������������S����������������

This was in direct contrast to the originally held view of Glaser and Strauss 

���������������R�I���O�H�W�W�L�Q�J���W�K�H���G�D�W�D���µ�H�P�H�U�J�H�¶���� These variations to the original grounded 

theory led Glaser (e.g., 2012) to conclude that the approach described by Strauss 

and Corbin (1990, 1998) was indeed not grounded theory.  As a reaction to 

�*�O�D�V�H�U�¶�V����e.g., 2002) comments and similar comments from others (e.g., Melia, 

1996),   modifications were made to the data analysis approach set out in the 

second edition of Strauss and Corbin�¶�V (1998) book.  They emphasised that the 

�D�Q�D�O�\�W�L�F���W�R�R�O���D�Q�G���F�R�G�L�Q�J���V�\�V�W�H�P���G�H�V�F�U�L�E�H�G���Z�H�U�H���³�D���F�O�X�V�W�H�U���R�I���Y�H�U�\���X�V�H�I�X�O��

procedures-essentially guidelines, suggested techniques, but not 

�F�R�P�P�D�Q�G�P�H�Q�W�V�´����Strauss and Corbin, 1998, p. 4).  
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Charmaz (e.g., 2006), a social science researcher, was also a major 

contributor to the grounded theory methodology.  Unlike Glaser (2002) and 

Strauss and Corbin (1990, 1998), Charmaz (e.g., 2006) adopted the 

constructivist or interpretive view of grounded theory methodology and argued 

�W�K�D�W���S�D�U�W�L�F�L�S�D�Q�W�V���µ�F�R�Q�V�W�U�X�F�W�H�G�¶���W�K�H�L�U���H�[�S�H�U�L�H�Q�F�H�V�����Z�L�W�K���D���U�H�V�H�D�U�F�K���I�R�F�X�V���R�Q��

determining how this construction takes place, from the perspective of the 

participant.  Charmaz argued that the end result of this process is the 

construction of a grounded theory based on both the researcher and the 

participant, since both participate in the construction of the experience being 

studied (Charmaz, 2006).    

While the differences between Glaser (2002) and Strauss and Corbin 

(1990, 1998) have been the focus of much research (e.g., Boychuk & Morgan, 

2004; Glaser, 2002; Melia, 1996), Charmaz (2006) argues that both Glaser 

(2002) and Strauss and Corbin (1990, 1998) hol�G���D�Q���R�E�M�H�F�W�L�Y�L�V�W���R�U���S�R�V�L�W�L�Y�L�V�W���µ�R�Q�H��

�L�Q�W�H�U�S�U�H�W�D�W�L�R�Q���R�I���W�K�H���G�D�W�D�¶���S�H�U�V�S�H�F�W�L�Y�H�����G�H�V�S�L�W�H���W�K�H���D�G�P�L�V�V�L�R�Q���R�I���6�W�U�D�X�V�V���D�Q�G��

Corbin (1990) that different researchers are likely to generate different theories 

of the same phenomenon due to their own characteristics.  In contrast, Charmaz 

(2006) holds to a constructivist or interpretivist view which assumes multiple 

realities, because both researcher and participant work together to construct 

reality (Charmaz, 2006).   

A common criticism of qualitative research methods is the lack of 

generalisability of the research findings to a wider population (Johnson & 

Onwuegbuzie, 2004).  In the context of the present study, it was not intended for 

the qualitative phase to generate results that are generalisable to a wider 

population or a wider setting.  However, the use of quite a large interview 

sample size (n = 195) relative to that recommended by qualitative 

methodologists (Morse, 2000; Starks & Trinidad, 2007) provides some 

indication that generalisation to other rural- and regional-based patients of a 

paediatric day-case surgical service may be possible.  Despite the large sample 

size, the purpose of phase 2 was to further explore and provide more insight into 

the experience and evaluations of paediatric surgical care by parents and 

patients, not to provide a complete explanation of this complex phenomena 
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although it was expected that the inclusion of phase 2 would add explanatory 

power to the findings generated in phase 1.    

Another criticism of grounded theory method in the literature is that the 

method involves a very subjective process of theory construction (Chiovitti & 

Piran, 2003; Patton, 1999).  The methodological recommendations of Charmaz 

(2006) and Strauss and Corbin (1998) for data analysis were followed in the 

present study.  This was combined with several data collection and analysis 

practices used in relational content analysis to enhance the reproducibility of the 

study, and verification processes as set out on pages 147-159.   

The grounded theory methodology allow�V���W�K�H���U�H�V�H�D�U�F�K�H�U���W�R���³�J�H�Q�H�U�D�W�H��

�L�Q�G�X�F�W�L�Y�H�O�\���D���W�H�Q�W�D�W�L�Y�H���E�X�W���H�[�S�O�D�Q�D�W�R�U�\���W�K�H�R�U�\���D�E�R�X�W���D���S�K�H�Q�R�P�H�Q�R�Q�´�����-�R�K�Q�V�R�Q���	��

Onwuegbuzie, 2004, p. 20).  The type of theory that is generated using the 

grounded theory approach can vary in scope and be classified as either a 

substantive or formal theory (Glaser & Strauss, 2012; Strauss & Corbin, 1998).  

A substantive theory is a theoretical interpretation or explanation of an issue or 

problem specific to a particular group and place (Strauss & Corbin, 1998), such 

as the middle-aged in professional education, family dynamics within a blended 

family, or as in the study described here, perceptions of paediatric care within a 

surgical setting.  Substantive theories are therefore limited to the particular 

setting in which they are derived (Glaser & Strauss, 2012; Strauss & Corbin, 

1998).  Formal theories have a wider scope and explain a more general problem 

or issue that is not specific to a particular group or place such as racism, body 

image, and marriage satisfaction.  Formal theories are commonly based on 

�³�V�W�X�G�\�L�Q�J���S�K�H�Q�R�P�H�Q�D���X�Q�G�H�U���D���Y�D�U�L�H�W�\���R�I���F�R�Q�G�L�W�L�R�Q�V�´��(Strauss & Corbin, 1998,  

p. 24) such as the study of racism across different cultures, educational settings, 

and occupational environments.  In this way, substantive theories examining the 

same phenomenon across different settings can be combined to create a formal 

theory of that phenomenon (Glaser & Strauss, 2012; Strauss & Corbin, 1998).         

This study is based on the grounded theory perspectives of Strauss and 

Corbin (1998) and of Charmaz (2006).  In contrast, the researcher disagrees with 

the perspective of Glaser (e.g., 2002) that there is only one, objective reality, 

particular in the context of perceptions and evaluations of paediatric surgical 
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care.  Details of the grounded theory approach as it pertains to data analysis are 

presented on pages 137-159.     

 

The Role of the Researcher 

In qualitative inquiry, the researcher is the data collection tool and therefore 

cannot be independent of the field data (Johnson & Onwuegbuzie, 2004; Patton, 1999).  

�$�V���V�W�D�W�H�G���E�\���3�D�W�W�R�Q�������������������³�W�K�H���T�X�D�O�L�W�\���R�I���W�K�H���L�Q�I�R�U�P�D�W�L�R�Q���R�E�W�D�L�Q�H�G���G�X�U�L�Q�J���W�K�H��

�L�Q�W�H�U�Y�L�H�Z���L�V���O�D�U�J�H�O�\���G�H�S�H�Q�G�H�Q�W���R�Q���W�K�H���L�Q�W�H�U�Y�L�H�Z�H�U�´�����S���������������� Prior to the interview study, 

the researcher had read several books on conducting interviews, and had 6 months of 

previous experience in conducting participant interviews for data collection in a clinical 

population.  During the process of interviewi�Q�J���S�D�U�W�L�F�L�S�D�Q�W�V�����W�K�H���U�H�V�H�D�U�F�K�H�U�¶s role was to 

keep participants on topic, whilst not being over-restrictive by allowing participants to 

elaborate on or explore any particular experiences that were relevant to the interview 

questions.  This strategy was refined during the pilot phase of the interview study, as 

seen on pages 160-161.  In relation to the qualitative data analysis, the researcher had  

40 hours of coder training from relevant written sources and personal communication 

with qualitative researchers.   

The researcher is self-described as an Australian citizen of Middle Eastern 

appearance, female, late twenties, an Honours graduate in psychology, with no children.  

Numerous preconceptions potentially came along with these characteristics.  The 

researcher conducted data collection at a regional NSW location where ethnic mix is 

relatively low compared to that of a metropolitan location.  Thus, the characteristics of 

the researcher in conjunction with the interview location may have impacted on the 

interview process.   

As a matter of practice, the researcher addressed parents and children by first 

name if given.  During the interview process, the interviewer made every effort to be 

neutral to all evaluations made by families, whether they were positive or negative 

evaluations, to prevent any researcher influences on the flow or direction of the 

interview.    

The researcher was not familiar with any of the families interviewed.  The study 

was self-funded at the time of data collection.  The researcher gained access to potential 

participants via a paediatric specialist surgeon who was based in a regional area of New 
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South Wales, Australia.  No financial or other gain was offered to the surgeon in return 

for access to their patients.     

 

Data Sources 

A total of 195 families of paediatric surgical patients (200 parents; 27 patients) 

were interviewed 1 week postoperatively.  Of those families, 134 (68.7%) had 

paediatric patients under 5-years-old and 61 (31.3%) had paediatric patients 5 to 10- 

years-old.  Participants included 190 female parents and 10 male parents.   

In two cases, two children were hospitalised concurrently and were classified 

under the same identification number again to prevent overrepresentation of statements 

made by particular families.   

Of the 61 parent older-child pairs interviewed, 27 (44.3%) of the children 

desired to answer the interview questions along with their parents.  Of the 27 children 

who responded to the interview questions, 20 were male (74.1%) and seven were female 

(25.9%).  The proportion of male to female children interviewed is comparable to the 

total number of older children who were invited to participate, although the proportion 

of females in the total sample was slightly higher (68.8% males, 31.1% females).   

 

Data Collection   

A total of 205 families participated in the interview study.  Eight of those 

families were excluded due to characteristics such as developmental delay of the 

paediatric patient (n = 3), being admitted through accident and emergency (n = 2), the 

patient being older than the age range of patients being investigated (n = 1), a non-

surgical procedure being conducted (n = 1), and the procedure being conducted by 

another surgeon (n = 1).  In addition, two participants later withdrew from the study by 

sending completed withdrawal forms, leaving 195 qualifying participants.  A total of 

534 families were approached for the interview study.  A total of 329 families declined 

participation and included 98 parents who declined due to time constraints.  A total of 

205 families agreed to participate which yielded a response rate of 38.4%.  Older 

patients between 5 and 10-years-old were also invited to participate in the interviews.  

Of the 61 parent-child pairs interviewed, 27 patients participated in the interviews 

resulting in a 44.3% response rate. 
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The recruitment of participants for phase 1 and phase 2 of the study were 

conducted concurrently and have been previously outlined on pages 95-97.  

Participant responses were hand-written rather than tape recorded for several 

reasons.  The nature of the interview content was perceived as quite sensitive to some 

parents, particularly where circumcision was concerned.  Recording interviews with 

hand-written notes assured parents that no identifiable data would be recorded.  This 

practice has been recommended and utilized by qualitative researchers (e.g., Mottram, 

2011).  Researchers conducting consumer-oriented research in rural and remote areas 

consistently encounter reluctant respondents who are likely to be regular users of a 

hospital service, known to the staff, or both (Draper & Hill, 1995).  Minimising this 

concern for parents potentially enhanced their sense of ease during the interview which 

in turn may have increased the amount of information they were willing to disclose, 

therefore improving the validity of the data collected.  In addition, the interviews were 

�F�R�Q�G�X�F�W�H�G���D�W���W�K�H���V�X�U�J�H�R�Q�¶�V���F�O�L�Q�L�F��  Although they were held in a vacant, discretely 

located office space out of view of other patients and out of sight and hearing range of 

treatment, parents may not have felt comfortable to disclose their evaluations of the care 

received.  Thus, giving parents that added reassurance of confidentiality potentially 

enhanced the likelihood that parents would participate in the study which in turn would 

have maximised participation rates.     

 On agreement to participate, parents were instructed to sign a consent form 

giving the researcher consent to record the semi-structured interview responses via short 

hand.  Parents of participating children were also informed that their child, if aged 

between 5 and 10 years, was also invited to participate in the interview.  Parents were 

informed that signing the consent form also gave their child permission to participate in 

the interview.   

Having parents attend the interview with their child was viewed as beneficial to 

the data collection process.  In a study using dyad parent-child interviews (Ungar, 

Mirabelli, Cousins, & Boydell, 2006), parents assisted their children in answering 

�L�Q�W�H�U�Y�L�H�Z���T�X�H�V�W�L�R�Q�V���D�E�R�X�W���W�K�H�L�U���K�H�D�O�W�K�������3�D�U�H�Q�W�V���H�Q�K�D�Q�F�H�G���W�K�H�L�U���F�K�L�O�G�¶�V���D�E�L�O�L�W�\���W�R���U�H�F�D�O�O��

asthma-related details such as symptom frequency and severity (Ungar et al., 2006).  

�7�K�X�V�����L�W���Z�D�V���W�R���W�K�H���S�U�H�V�H�Q�W���V�W�X�G�\�¶�V���D�G�Y�D�Q�W�D�J�H���W�K�D�W���S�D�U�H�Q�W�V���Z�H�U�H���S�U�H�V�H�Q�W���Z�L�W�K���W�K�H�L�U��

children during the interviews.    
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 Parents of children too young to participate (children under 5-years-old) were 

also approached to participate.  All participating parents were informed of the ability to 

withdraw from the study at any time without repercussion and that an information sheet 

for them was provided.  To prevent social desirability bias during the interviews, 

participants were reminded that the study was independent and that no information 

provided by participants would be communicated to the surgeon.  Participants were 

informed on the information sheet that a revocation of consent form would be given, 

�Z�K�L�F�K���W�K�H�\���F�R�X�O�G���F�R�P�S�O�H�W�H���D�Q�G���V�H�Q�G���W�R���W�K�H���U�H�V�H�D�U�F�K�H�U�¶�V���V�X�S�H�U�Y�L�V�R�U at any time.  

 The semi-structured interviews were approximately 30 minutes in length and all 

interviews were conducted by the researcher, which controlled for any cross-interviewer 

effects.  The 30-minute timeframe for the interviews was adopted to encourage 

participation by parents who are caring for their children and who may otherwise 

decline if participation involved a longer time period.  This was adequate time to 

conduct the interviews and similar studies on experiences with day-surgery have used 

this timeframe (e.g., Otte, 1996).  Semi-structured interviews were conducted prior to 

the postoperative consultation to prevent any impact of the postoperative consultation 

with the surgeon on the interviews conducted.  Participants were introduced to the 

researcher for an interview after written consent was obtained. Interviews were 

conducted �R�Q���W�K�H���S�U�H�P�L�V�H�V���R�I���W�K�H���V�X�U�J�H�R�Q�¶�V���F�O�L�Q�L�F out of view of other patients and out 

of sight and hearing range of treatment.   

The aim of the interview questions was to provide rich depth and detail into the 

�I�D�P�L�O�L�H�V�¶���H�[�S�H�U�L�H�Q�F�H���R�I���S�D�H�G�L�D�W�U�L�F���V�X�U�J�L�F�D�O���F�D�U�H�������,�Q���S�D�U�W�L�F�X�O�D�U�����W�K�H���L�Q�W�H�U�Y�L�H�Z�V���D�O�O�R�Z�H�G��

families to highlight the aspects of care most salient to them, whether positive or 

�Q�H�J�D�W�L�Y�H�����W�K�H�U�H�I�R�U�H���H�V�W�D�E�O�L�V�K�L�Q�J���Z�K�L�F�K���D�V�S�H�F�W�V���R�I���F�D�U�H���L�Q�I�O�X�H�Q�F�H���S�D�U�H�Q�W�V�¶���D�Q�G���S�D�W�L�H�Q�W�V�¶��

evaluative perceptions of the care received.   

Semi-structured interviews were guided by two open-ended questions:   

1. Think about your whole exper�L�H�Q�F�H���Z�L�W�K���\�R�X�U���F�K�L�O�G�¶�V���V�X�U�J�H�U�\�����:hat were the 

most positive aspects of the experience for you and your child?  

2. What suggestions would you make to improve the services provided to you and 

your child?  

These questions provided a flexible framework to explore any aspect of the 

paediatric surgical experience (See Appendix J for interview protocol).  Paediatric 



PERCEIVED EFFICACIES OF PAEDIATRIC SURGICAL CARE                       133 

 

patients 5 to 10-years-old were also given the opportunity to respond to the questions if 

comfortable.  Children were asked two open-ended questions:  

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

2. What would you like to have improved? 

It was essential that interview questions be unbiased and general in nature so as 

not to influence or cue participants towards discussing or evaluating their experiences 

with particular aspects of care.  This was particularly important when interviewing the 

patients, as children are known to be especially susceptible to acquiescence response 

bias (Breakwell, 2006).  In this way, participants described and defined their experience 

as they saw it (Strauss & Corbin, 1998).   

Participants were encouraged by the researcher to elaborate on their answers 

where appropriate via probing �S�K�U�D�V�H�V���V�X�F�K���D�V���³�W�H�O�O���P�H���P�R�U�H���D�E�R�X�W���W�K�D�W�´���D�Q�G���³�W�D�N�H���P�H��

�W�K�U�R�X�J�K���Z�K�D�W���K�D�S�S�H�Q�H�G���W�K�H�U�H�´���� �3�D�U�W�L�F�L�S�D�Q�W�¶�V���U�H�V�S�R�Q�V�H�V���Z�H�U�H���U�H�F�R�U�G�H�G��via shorthand and 

were relayed back to participants to provide a validity check on what was recorded.  

Relaying responses back to participants occurred �Y�L�D���D���S�K�U�D�V�H���V�X�F�K���D�V���³�,���M�X�V�W���Z�D�Q�W���W�R��

�P�D�N�H���V�X�U�H���,�¶�P���Q�R�W�L�Q�J���G�R�Z�Q���\�R�Xr experience accurately.  Correct me if I am wrong, but 

�L�V���W�K�H���I�R�O�O�R�Z�L�Q�J���Z�K�D�W���\�R�X���P�H�D�Q�W�"�´�����,n this way, participants were actively encouraged to 

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

accurate interpretation of participant responses by the researcher.  

To guard against acquiescence bias, patients were encouraged to give their own 

opinions by reassuring them that there were no right or wrong answers, and that the 

researcher was interested in their thoughts about their time in hospital (Breakwell, 

2006).  

To assist in facilitating the semi-structured interviews, interviewees were asked 

about their experiences during the preoperative waiting time at the hospital, how their 

child was on waking in recovery; if the child experienced any pain, nausea, vomiting, 

sleep disruption, appetite disruption, postoperatively in the hospital or at home in the 

week following surgery.  The aim of this was to assist parents with recollecting any 

other important events of the day.  Posing these questions prompted interviewees and 

many disclosed more of their experiences as a result.   

Since participants were concurrently invited to participate in phase 1 and phase 2 

of the study, demographic information was not gathered as part of the interview process.  

It was thought that asking participants about demographic information during their 
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interviews and again in the questionnaires given would deter participants from 

completing all the demographic items in the questionnaire.  Since the questionnaires 

provided the basis for statistical comparisons between groups, demographic 

questionnaire data took priority and no demographic questions were included as part of 

�W�K�H���L�Q�W�H�U�Y�L�H�Z���S�U�R�F�H�V�V�������7�K�H���V�D�P�H���L�G�H�Q�W�L�I�L�F�D�W�L�R�Q���Q�X�P�E�H�U���Z�D�V���J�L�Y�H�Q���W�R���H�D�F�K���S�D�U�W�L�F�L�S�D�Q�W�¶�V 

questionnaire and interview data, which enabled cross checking of demographic details 

for participants who attended the interview and returned their completed questionnaire.  

The gender of parents and participants was evident on meeting, and for the younger 

patients, was evident by the end of the interview so parent and patient genders were 

recorded.       

Content from each interview was assigned an identification code determined by 

their classification, for example, Mother of Younger Child (MYC), Father of Older 

�&�K�L�O�G�����)�2�&�������D�Q�G���D���Q�X�P�E�H�U�������µ�<�R�X�Q�J�H�U�¶���F�K�L�O�G�U�H�Q���Z�H�U�H���G�H�I�L�Q�H�G���D�V���W�K�R�V�H��less than 5 years 

�R�I���D�J�H���D�Q�G���µ�2�O�G�H�U�¶���F�K�L�O�G�U�H�Q���Z�H�U�H���G�H�I�L�Q�H�G���D�V���W�K�R�V�H���E�H�W�Z�H�H�Q�������D�Q�G���������\�H�D�U�V���R�I���D�J�H�������,�Q��

four cases, both parents participated in the interview and were classified under the same 

�L�G�H�Q�W�L�I�L�F�D�W�L�R�Q���Q�X�P�E�H�U���Z�L�W�K���³�0�´���L�Q�G�L�F�D�W�L�Q�J���W�K�H���P�R�W�K�H�U�¶�V���V�W�D�W�H�P�H�Q�W�V���D�Q�G���³�)�´���L�Q�G�L�F�D�W�L�Q�J��

�W�K�H���I�D�W�K�H�U�¶�V���V�W�D�W�H�P�H�Q�W�V�������,�G�H�Q�W�L�I�L�F�D�W�L�R�Q���Q�X�P�E�H�U�V���E�H�J�L�Q�Q�L�Q�J���Z�L�W�K���³�)�&�´���L�Q�G�L�F�D�W�H���U�H�V�S�R�Q�V�H�V��

�I�U�R�P���I�H�P�D�O�H���F�K�L�O�G�U�H�Q���D�Q�G���L�G�H�Q�W�L�I�L�F�D�W�L�R�Q���Q�X�P�E�H�U�V���E�H�J�L�Q�Q�L�Q�J���Z�L�W�K���³�0�&�´���Lndicate 

responses from male children.  The names of surgeons and all references to the surgeon 

have been replaced with the italicised �O�H�W�W�H�U���³�6�´���� 

Interview notes were entered onto computer using Microsoft Word 2007.  Typed 

interviews included a large right-hand margin in which coders could write notes on the 

themes identified in the data.  

 

Data Analysis 

Grounded theory was the predominant method used in conjunction with 

several components of relational content analysis.  Here, the use of frequencies, 

establishing intercoder reliability as part of the verification process (please see 

pages 155-159), and the use of a consistent approach to interviewing across 

participants established consistency of the data.          
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Category Development and Structure  

Traditional inductive grounded theory occurs when no previous research 

on a given topic is gathered before generating a theory and instead, theory is 

generated exclusively from the data gathered (Glaser, 1978; Strauss & Corbin, 

1998).  The generation of a theory using the grounded theory method in 

�D�F�K�L�H�Y�H�G���W�K�U�R�X�J�K���W�K�H���F�R�G�L�Q�J���S�U�R�F�H�V�V�������&�R�G�L�Q�J���F�D�Q���E�H���G�H�I�L�Q�H�G���D�V���³�W�K�H���D�Q�D�O�\�W�L�F��

process through which data are fractured, conceptualized and integrated to form 

�W�K�H�R�U�\�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q�������������� p. 3).  In situations where past research serves 

as a valuable foundation on which to build a theory, a mixed approach has been 

used (Bradley et al., 2007; Miles & Huberman, 1994).  Opinions vary regarding 

the most appropriate time to conduct a literature review on the research topic.  

Glaser (1978) supports an exclusively inductive grounded theory approach and 

argues that the literature review is best conducted after at least the initial stages 

of interview analysis so as not to influence the analysis itself.  Charmaz (2006) 

advocated for the inductive approach to coding because it keeps the researcher 

focused on the perspectives of the participants rather than imposing the 

researcher�¶s views on the data (Charmaz, 2006).  However, Charmaz (2006) 

acknowledged that for some, generating a literature review before the 

commencement of data collection is a requirement in many university 

departments.  It is acknowledged that researchers do enter the field with prior 

knowledge about the research topic, but such prior knowledge should be 

cognitively put aside and should earn its place later in the analysis after the 

emergent conceptual framework has been developed (Charmaz, 2006).   

Miles and Huberman (1994) describe a more integrated approach, which 

begins with an organised framework generated from past relevant research.  

Coding of the research data can then inspire and supplement the already existing 

codes.  Where topics investigated involve phenomena that have been explored in 

some qualitative way previously, at least a partially deductive approach enables 

justification of category names and definitions (Bradley et al., 2007), the ability 

to build on past research and theory (Sobo, Seid, & Gelhard, 2005), and fulfil s 

the requirement of universities regarding research proposals (Charmaz, 2006) 

and Human Research Ethics Committees.  Thus, the integrated deductive and 

inductive approach was adopted in the study presented here.  It is however, 
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important to clarify that although phenomena of previous qualitative studies 

were relevant to this study and used as inspiration for code names and category 

generation, those studies did not explore the specific focus of this study.  

Namely, previous studies do not attempt to generate a theory that captures the 

holistic experience of families who access paediatric surgical care.  Holistic is 

defined here as from the point of seeking a referral for access to the paediatric 

surgeon until after discharge from hospital.  Thus, the use of the grounded 

theory method is adopted because of a lack of existing theory on the holistic 

experience of families who in this case access paediatric surgical care.     

Although past research was not used to generate a preliminary theory, 

�H�[�L�V�W�L�Q�J���U�H�V�H�D�U�F�K���G�L�G���L�Q�I�O�X�H�Q�F�H���W�K�H���G�H�Y�H�O�R�S�P�H�Q�W���R�I���W�K�H���S�U�H�V�H�Q�W���V�W�X�G�\�¶�V��categories 

and codes.  A compilation of qualitative findings from relevant past research 

into the experience of surgery for adult and paediatric patients was generated by 

the investigator via database searches using Psychinfo, Psycharticles, and 

Medline, and relevant research found in journal article reference lists.  This list 

was given to the second coder as possible inspiration for determining categories 

and their codes (see Appendix A).  As previously mentioned, the approach to 

analysis was not exclusively elaborative as it was still considered essential that 

categories and their codes �E�H���D�O�O�R�Z�H�G���W�R���µ�H�P�H�U�J�H�¶���I�U�R�P���W�K�H���G�D�W�D.  Therefore, both 

inductive and deductive approaches to grounded theory were adopted.  

 

Approach to Interviewing  

One of the hallmarks of grounded theory is the fluid nature of the 

interviewing: asking questions based on the answers given from previous 

interviewees (Strauss & Corbin, 1998).  This is an appropriate approach when 

developing theory in certain research areas where there is much depth  

(e.g., Mallinson et al., 2005; Sandelowski & Jones, 1996) and where research is 

being conducted in a new, yet to be investigated research area.  This is in 

contrast to the present study which focused on a consistent method of 

interviewing with the aim of obtaining reliable data.  Consistency of 

interviewing between participants controls for systematic sources of variation in 

the content, which is essential when using the relational content analysis 

approach (Weber, 1990).  Consistency in interviewing is particularly relevant in 
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the area of health service evaluation because a lack of consistency, neutrality, or 

unbiased interviewing techniques can cause acquiescence response bias in 

participants that can threaten the validity of the data collected (Breakwell, 2006).  

Thus, it was crucial to keep the interview discussions on topic, to allow for both 

qualitative and quantitative analysis of the interview data.   

The semi-structured interview format was used in the present study for 

the following reasons: 1) It allowed for the exploration of the beliefs, attitudes, 

and perceptions that participants experienced (Barriball & While, 1994);  

�������,�W���D�O�O�R�Z�H�G���W�K�H���U�H�V�H�D�U�F�K�H�U���W�R���H�Y�D�O�X�D�W�H���W�K�H���S�D�U�W�L�F�L�S�D�Q�W�V�¶���Q�R�Q-verbal cues which 

in turn enhanced the validity of the responses (Neuman, 2000); 3) Due to its 

structure, it allowed for comparisons to be made between participants (Barriball 

& While, 1994); 4) I�W���D�O�O�R�Z�H�G���I�R�U���W�K�H���X�V�H���R�I���S�U�R�E�L�Q�J���Z�K�L�F�K���L�V���³�D���Q�H�X�W�U�D�O���U�H�T�X�H�V�W��

to clarify an ambiguous answer, to complete an incomplete answer, or to obtain 

�D���U�H�O�H�Y�D�Q�W���U�H�V�S�R�Q�V�H�´�����1�H�X�P�D�Q����������������p. 277) to help clarify answers;  

�������,�W���D�O�O�R�Z�H�G���I�R�U���W�K�H���X�V�H���R�I���S�U�R�P�S�W�V���³�Z�K�L�F�K���V�X�J�J�H�V�W���S�R�V�V�L�E�O�H���D�Q�V�Z�H�U�V���W�R���W�K�H��

�L�Q�W�H�U�Y�L�H�Z�H�H�´���D�Q�G���V�K�R�X�O�G���R�Q�O�\���E�H���X�V�H�G���L�I���D�S�S�O�L�H�G���F�R�Q�V�L�V�W�H�Q�W�O�\���D�F�U�R�V�V���D�Ol 

participants (Breakwell, 2006).       

As in the study described here, the semi-structured interview typically 

has a number of issues to be covered (Mottram, 2011) that include open-ended 

questions that are broad enough to allow participants to answer the questions in 

their own terms without limiting participants and allowing time for the use of 

probes and prompts (Breakwell, 2006).  Time must also be allowed for the 

building of rapport, time to ask and answer the interview questions, and time to 

give participants the opportunity to verify t�K�H���U�H�V�H�D�U�F�K�H�U�¶�V���S�H�U�F�H�S�W�L�R�Q�V���R�I���Z�K�D�W��

has been said (Charmaz, 2006).  The semi-structured interview method also 

gives participants the opportunity to express any concerns they may have with 

the process (Charmaz, 2006).  A high level of reliability can also be obtained 

using the semi-structured interview method because it allows the interviewer to 

make sure all participants have been asked the same questions (Barriball & 

While, 1994).  All of these characteristics of the semi-structured interview made 

it the most suitable interview method for answering some of the current �V�W�X�G�\�¶�V��

research questions (RQ7 �± RQ11).  
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Open coding 

To initially generate categories, analysis of the interview data was 

conducted by the investigator and a second coder �³�W�R���F�D�V�W���D���Z�L�G�H�U���D�Qalytic net 

�D�Q�G���S�U�R�Y�L�G�H���D���³�U�H�D�O�L�W�\���F�K�H�F�N�´���I�R�U���H�D�F�K���R�W�K�H�U�´�����6�D�O�G�D�Q�D���������������������,�Q�F�O�X�G�L�Q�J���P�R�U�H��

than one person in the initial category-generating process is recommended by 

some qualitative analysts (Guest & MacQueen, 2008; Weston et al., 2001) when 

large sets of data are involved such as the data set involved here (i.e., n = 195).  

The second coder was an Australian Honours graduate in psychology familiar 

with grounded theory analysis.  Before the commencement of category 

generation, both the investigator and second coder underwent 30 hours of coder 

training in qualitative analysis and grounded theory.  As part of coder training, 

examples of line-by-line coding were provided to give coders a reference point 

(see Appendix K).  Coders were also given a list of category names, known as 

codes (Strauss & Corbin, 1998), from relevant past qualitative research as 

potential inspiration for code generation in this study (see Appendix A).   

Definitions of categories from relevant past qualitative research were not 

referred to during the process of coding so as not to restrict or impose too 

stringent an influence on the process of coding.  Referring to pre-determined 

�F�D�W�H�J�R�U�\���G�H�I�L�Q�L�W�L�R�Q�V���P�D�\���K�D�Y�H���S�U�H�Y�H�Q�W�H�G���W�K�H���F�R�G�H�U�V���I�U�R�P���³�D�U�U�L�Y�L�Q�J���D�W���Q�H�Z��

perspectives and approaches, and these are important to the advancement of 

knowledge in every �I�L�H�O�G�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q�������������� p. 155). 

A total of 21 cases: 7 interviews of parents with older children  

(i.e., 5 to 10-years-old), and 14 interviews of parents of younger children  

(i.e., under 5-years-old) were selected by the researcher at random by order of 

identification number.  This data set comprised a 10 percent sample of the total 

number of cases from each of the parents of older children and parents of 

younger children groups.  A 10 percent sample size of the total sample has been 

recommended by reliability scholars (e.g., Lombard et al., 2002) and qualitative 

researchers (e.g., Bossert, 1994) when establishing intercoder agreement.   

A set of requirements for categories was set prior to the commencement of 

the analysis.  As outlined by content analysts (Krippendorff, 2004; Sproule, 

2006).  Categories were to be mutually exclusive, meaning that no content was to 

be classified in more than one category.  Categories were also to be exhaustive, 
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meaning that all interview data was to be coded.  This included positive, negative, 

mixed (both positive and negative) and neutral statements (Weston et al., 2001). 

Although grounded theory does not have such criteria for categories (Bryant & 

Charmaz, 2007; Charmaz, 2006), it is conceded by Charmaz (2006) that assigning 

�V�H�F�W�L�R�Q�V���R�I���W�H�[�W���W�R���P�R�U�H���W�K�D�Q���R�Q�H���F�D�W�H�J�R�U�\���L�V���D���³�F�R�P�S�O�L�F�D�W�H�G�´���S�U�R�F�H�V�V�����%�U�\�D�Q�W���	��

Charmaz, 2007, p. 195), thus resulting in a more complicated theory.  It was 

anticipated that the general scope of the interview questions would result in the 

emerging of many categories leading to the construction of a complex explanatory 

theory.  Thus, mutually exclusive categories were adopted to avoid adding further 

complexity to the complex theoretical structure expected.    

Known as open coding in grounded theory, this initial line-by-line 

approach to analysing the interview notes was used to identify the central themes 

reported by participants (Strauss & Corbin, 1998).  Central themes in the context 

of the study were defined as the perceptions described by participants: 1) as most 

important, 2) in detail, 3) with a high level of verbal expression (either positive or 

negative), and 4) perceptions that were frequently mentioned.  Perceptions 

included particip�D�Q�W�V�¶���L�G�H�D�V and feelings about the various stages of the process of 

surgical care, events that occurred, behaviours of participants, or incidents that 

were described.  While reading over the interviews twice, the researcher and 

second coder considered questions adapted from Krueger (1994, p. 83): 

1. What is the participant saying? 

2. What is the participant feeling? 

3. What is really important to the participant? 

4. What are the themes or issues that keep coming up across participants? 

5. How do participants compare? 

6. Are there any gems or bits of wisdom that were said only once but deserve to 

be noted? 

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

 

The data were broken into separate sections and placed into groups 

corresponding to the concepts identified, those being the ideas, feelings, events, 

issues, behaviours, and incidents that were described.  Each concept group was 

then given a more general name that represented all the concepts within each 
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group, known as a category (Strauss & Corbin, 1998).  Category names are 

termed codes (Strauss & Corbin, 1998).  Categories can differ in their level of 

�Y�D�U�L�D�E�L�O�L�W�\�����Z�L�W�K���E�U�R�D�G�H�U���F�D�W�H�J�R�U�L�H�V���H�Q�F�R�P�S�D�V�V�L�Q�J���µ�W�\�S�H�V�¶���R�U���µ�F�O�D�V�V�H�V�¶���R�I���F�R�Q�F�H�S�W�V��

called subcategories (Strauss & Corbin, 1998).  The option of naming categories 

�E�D�V�H�G���R�Q���W�K�H���Z�R�U�G�V���R�I���S�D�U�W�L�F�L�S�D�Q�W�V�����N�Q�R�Z�Q���D�V���³�L�Q���Y�L�Y�R���F�R�G�H�V�´�����&�K�D�U�P�D�]���������������� 

p. 55; Strauss & Corbin, 1998, p. 105) was permitted. 

As data continued to be analysed, new concepts and groupings emerged, 

creating new categories, while other sections of text were added to pre-existing 

categories.  This process of comparing new data with old and revising categories 

accordingly is known as the constant comparative method (Charmaz, 2006; 

Strauss & Corbin, 1998).  During this process, coders engaged in memo writing 

�Z�K�L�F�K���L�Q�Y�R�O�Y�H�G���U�H�F�R�U�G�L�Q�J���W�K�H���F�R�G�H�U�V�¶���D�Q�D�O�\�V�L�V���R�I���W�K�H���W�H�[�W���L�Q�F�O�X�G�L�Q�J���W�K�H���U�H�F�R�U�G���R�I��

thoughts, ideas and interpretations of the data (Strauss & Corbin, 1998).  Memo 

writing, is considered an essential part of the theory-building process (Glaser, 

�������������6�W�U�D�X�V�V���	���&�R�U�E�L�Q���������������������&�R�Q�F�X�U�U�H�Q�W�O�\�����D���F�R�G�H�E�R�R�N�����Z�K�L�F�K���L�V���³�W�K�H��

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

�U�H�V�H�D�U�F�K�H�U���W�K�U�R�X�J�K���W�K�H���F�R�G�L�Q�J���W�D�V�N�´�����6�S�U�R�X�O�H�����������������S�����������������Z�D�V���L�Q�L�W�L�D�O�O�\��

generated by the two coders during this open coding stage.  Definitions and names 

of the concepts identified were placed in the codebook.  

Open coding was conducted independently and without consultation with 

each other.  Once open coding of the initial sample was complete, category names 

and definitions generated by the researcher and the second coder were compared.  

Differences between coders were discussed and an agreement was reached 

regarding what category names and definitions to retain, merge, split, revise, and 

drop.   

Intercoder reliability testing was adopted in this study to establish the 

consistency of meaning of the codes and categories generated, towards 

establishing auditability of the findings.  Some readers may consider it 

inappropriate to have reliability statistics associated with qualitative data, but 

some researchers (e.g., Bossert, 1994; Huckin, 2008; Krippendorff, 2004) 

consider this more than acceptable to have as a requirement.  Intercoder 

�D�J�U�H�H�P�H�Q�W���X�V�L�Q�J���.�U�L�S�S�H�Q�G�R�U�I�I�¶�V���D�O�S�K�D was calculated between the investigator 

(SH) and the second coder (SK).  Initially, two attempts were made at establishing 
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acceptable intercoder reliability with separate 10 percent random samples of cases 

(21 cases per sample).  On both occasions, coding was conducted independently 

and without consultation with each other.  Samples were randomly selected by 

order of identification number.  A 10 percent intercoder reliability sample size of 

the total sample has been recommended by intercoder agreement and reliability 

scholars (e.g., Lombard et al., 2002) and qualitative researchers examining the 

experience of child hospitalisation (e.g., Bossert, 1994).  These two attempts 

resulted in approximately 10 percent of categories failing to reach an acceptable 

level of intercoder reliability (i.e., achieving < .70).  

As a result of the lower level of intercoder agreement, coders discussed 

their inconsistencies, which lead to the refinement of categories, including 

redefining categories, and adding, splitting, and combining categories.  As a 

result, a third separate 30% sample (60 cases) of the interview data was used to 

establish intercoder agreement.  Krippen�G�R�U�I�I�¶�V���D�O�S�K�D���D�J�U�H�H�P�H�Q�W scores for all 

categories reached an acceptable level of reliability and ranged from .79 �± 1.00 in 

the present study (see Appendix L for calculations).  Please see pages 155-159 for 

further details on the intercoder reliability process.    

  

Axial Coding 

Once satisfactory intercoder reliability was reached, the researcher 

continued through the process of analysing the remaining interview data without 

the second coder.  Data analysis progressed to the next stage of coding known as 

�D�[�L�D�O���F�R�G�L�Q�J���Z�K�L�F�K���L�V���³�W�K�H���S�U�R�F�H�V�V���R�I���U�H�O�D�W�L�Q�J���F�D�W�H�J�R�U�L�H�V���W�R���W�K�H�L�U���V�X�E�F�D�W�H�J�R�U�L�H�V����

�W�H�U�P�H�G���³�D�[�L�D�O�´���E�H�F�D�X�V�H���F�R�G�L�Q�J���R�F�F�X�U�V���D�U�R�X�Q�G���W�K�H���D�[�L�V���R�I���D���F�D�W�H�J�R�U�\�� linking 

�F�D�W�H�J�R�U�L�H�V���D�W���W�K�H���O�H�Y�H�O���R�I���S�U�R�S�H�U�W�L�H�V���D�Q�G���G�L�P�H�Q�V�L�R�Q�V�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q���������������� 

p. 123).  As interview data was analysed during axial coding, sections of text 

accumulated within categories and subcategories which allowed links between 

them to emerge, creating properties and dimensions.  The theoretical structure 

began to emerge as subcategories with a common characteristic known as a 

property (Strauss & Corbin, 1998) were placed under a broader category label.  

This process continued, and broader category labels began to reflect variation by 

which categories could be placed along dimensional ranges.  Using the present 

�V�W�X�G�\�¶�V���G�D�W�D���D�V���D�Q���H�[�D�P�S�O�H�����R�Q�H���R�I���W�K�H���S�U�R�S�H�U�W�L�H�V���W�K�D�W���G�L�I�I�H�U�H�Q�W�L�D�W�H�G���W�K�H��
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postoperative experience of families was the level of care provided to families 

after discharge.  In this way, dimensions reflect the placement of a category along 

a type of continuum (Strauss & Corbin, 1998).    

Strauss and Corbin (1998) described a good category as one containing 

�³�S�U�R�S�H�U�W�L�H�V���D�Q�G���G�L�P�H�Q�V�L�R�Q�V���W�R���G�Hmonstrate its range of variability �D�V���D���F�R�Q�F�H�S�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 the context of evaluating a surgical service 

provider, research (e.g., Walker, Brooksby, McInerny, & Taylor, 1998) has 

demonstrated that participants tend to give more positive than negative feedback 

on the care received.  This may have contributed to the limited range of variability 

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

 

�6�W�U�D�X�V�V���D�Q�G���&�R�U�E�L�Q�¶�V�����������������3�D�U�D�G�L�J�P��  

During the axial coding stage, the constant comparison of categories, 

subcategories, and their definitions were refined as new data sections were added.  

This allowed recurring themes to emerge from the data and also allowed 

relationships between categories to emerge (Corbin & Strauss, 1998).  Memo 

writing continued through the axial coding process as did further refinement of the 

�F�R�G�H�E�R�R�N�������7�K�H���D�[�L�D�O���F�R�G�L�Q�J���V�W�D�J�H���L�Q�Y�R�O�Y�H�G���W�K�H���L�Q�Y�H�V�W�L�J�D�W�L�R�Q���R�I���³�Z�K�\���R�U���K�R�Z��

come, where, when, how, and with what results, and in so doing they uncover 

�U�H�O�D�W�L�R�Q�V�K�L�S�V���D�P�R�Q�J���F�D�W�H�J�R�U�L�H�V�´�����&�R�U�E�L�Q���	���6�W�U�D�X�V�V�����������������S�������������������$�Q�V�Z�H�U�L�Q�J��

these questions allowed �W�K�H���U�H�V�H�D�U�F�K�H�U���W�R���G�H�W�H�U�P�L�Q�H���Z�K�D�W���³�V�W�U�X�F�W�X�U�H���R�U���F�R�Q�G�L�W�L�R�Q�V�´ 

(Corbin & Strauss, 1998, p. 127) brought about the issues, events, incidents, 

beliefs and ideas found in the emergent categories.  The axial coding stage of 

analysis also allowed the researcher to determine how actions and interactions of 

participants over time (Corbin & Strauss, 1998) occur in response to the stages of 

�W�K�H���S�D�H�G�L�D�W�U�L�F���V�X�U�J�L�F�D�O���S�U�R�F�H�V�V�������6�W�X�G�\�L�Q�J���W�K�H���µ�Z�K�\�¶���R�U���W�K�H���V�W�U�X�F�W�X�U�H���R�I���W�K�H��

phenomenon in question must be accompanied by studyin�J���W�K�H���µ�K�R�Z�¶���R�U���W�K�H��

process of participants and their interaction with the phenomenon (Strauss & 

Corbin, 1998).  In grounded theory, structure and process are combined to create a 

tool devised to help the researcher build a theory, which is termed a paradigm 

(Strauss & Corbin, 1998).   
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The interaction of structure and process brought about a set of paradigm 

components that enabled the building of a theoretical structure (Strauss & Corbin, 

1998, p. 128).  They include: 1) Causal conditions which represent the set of 

events or situational issues that impact on phenomena (Strauss & Corbin, 1998); 

2) Phenomena, which answer the qu�H�V�W�L�R�Q���³�Z�K�D�W���L�V���J�R�L�Q�J���R�Q���K�H�U�H�"�´ (p. 130) and 

are the recurring patterns of issues, events or incidents that occur in the words or 

behaviours of participants in response to managing the situations or challenges 

they face (Strauss & Corbin, 1998); 3) Contextual conditions are the set of 

patterns that are specific to a time or place on a continuum, (Strauss & Corbin, 

1998); 4) Intervening conditions are the conditions that alter the influence of 

causal conditions on the phenomena described by participants (Strauss & Corbin, 

1998); 5) Actions and interactions which represent which of the participants and 

how participant responses to the events, issues, or problems that occur under those 

conditions (Strauss & Corbin, 1998); and 6) Consequences, which are the product 

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

presence of a response to an action, event, or issue (Strauss & Corbin, 1998).        

 

Selective Coding 

Selective coding is the �³�W�K�H���S�U�R�F�H�V�V���R�I���L�Q�W�H�J�U�D�W�L�Q�J���D�Q�G���U�H�I�L�Q�L�Q�J���W�K�H���W�K�H�R�U�\�´��

(Strauss and Corbin, 1998, p. 143).  In this stage of analysis, the researcher began 

the process of synthesising all the generated categories into a coherent theoretical 

structure within the components of the paradigm set out by Strauss and Corbin 

(1998).  This included the writing of relational statements that identified the 

nature of relationships between categories.  These relational statements formed 

part of the results of the qualitative phase of this study as outlined in Chapter 4 on 

pages 331-342.  Categories were also structured within more abstract categories 

known as major categories (Strauss & Corbin, 1998) and major categories were 

then placed into major concepts, which are central ideas found in most cases 

(Strauss & Corbin, 1998).  The central category was then selected from the major 

concepts that emerged from the data (Glaser, 1978; Strauss & Corbin, 1998).  In 

this �Z�D�\�����W�K�H���X�V�H���R�I���6�W�U�D�X�V�V���D�Q�G���&�R�U�E�L�Q�¶�V�����������������V�W�U�X�F�W�X�U�D�O���I�U�D�P�H�Z�R�U�N���O�H�G���W�R���W�K�H��

discovery of the core category.  
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Identification of a central or core category is an essential step towards the 

integration of research findings which are generated using grounded theory 

methodology (Charmaz, 2006; Strauss & Corbin, 1998�����E�H�F�D�X�V�H���L�W���³�K�D�V���D�Q�D�O�\�W�L�F�D�O��

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 

fo�U���F�R�Q�V�L�G�H�U�D�E�O�H���Y�D�U�L�D�W�L�R�Q���Z�L�W�K�L�Q���F�D�W�H�J�R�U�L�H�V�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q�����������������S������������������ 

The central category was discovered in the present study and was an overarching 

concept to which all the generated categories were related.  It occurred in all cases 

and was able to explain the central theme of the research, as required by Strauss 

and Corbin (1998).  The codebook was further revised and additional memos 

written as a product of this stage of analysis.   

 

Theoretical Saturation, Theoretical Sampling, and Theoretical Sufficiency 

One of the principles of grounded theory is the requirement of reaching 

theoretical saturation, meaning that data is gathered and analysed until no new 

information about the phenomenon can be gleaned from the data collected 

(Strauss & Corbin 1998).  Once theoretical saturation is reached, data collection 

ceases.  However, Strauss and Corbin (1998) warn that theoretical saturation 

�G�R�H�V���Q�R�W���R�F�F�X�U���D�W���D���V�S�H�F�L�I�L�F���S�R�L�Q�W���L�Q���W�K�H���G�D�W�D���F�R�O�O�H�F�W�L�R�Q���S�U�R�F�H�V�V���E�H�F�D�X�V�H���³�L�I���R�Q�H��

looked long and hard enough, one always would find additional properties and 

�G�L�P�H�Q�V�L�R�Q�V�´�����S�������������������,�Q�V�W�H�D�G�����V�D�W�X�U�D�W�L�R�Q���L�V���Y�L�H�Z�H�G���D�V���W�K�H���S�R�L�Q�W���Z�K�H�Q���J�D�W�K�H�U�L�Q�J��

additional data would reveal minimal new insight (Strauss & Corbin, 1998).   

Other grounded theory methodologists (e.g., Charmaz, 2006) also warn 

that dictating the sample size of a study based on the point at which theoretical 

�V�D�W�X�U�D�W�L�R�Q���L�V���U�H�D�F�K�H�G�����P�D�\���S�O�D�F�H���W�K�H���V�W�X�G�\�¶�V���F�U�H�G�L�E�L�O�L�W�\�����F�R�U�U�H�V�S�R�Q�G�L�Q�J���W�R���Y�D�O�L�G�L�W�\��

in quantitative research terms) into question.  As an example, in a case where 

theoretical saturation claims to have been reached with 20 cases, a study may 

receive criticism for the small sample size, rendering the study as lacking 

credibility (Charmaz, 2006).  A study of that size may receive particular 

criticism if the research area it investigates is of a general scope or contradicts 

previous research findings (Charmaz, 2006).  The study described here dealt in 

�J�H�Q�H�U�D�O�L�W�L�H�V���D�Q�G���Z�D�V���W�K�H�U�H�I�R�U�H���Q�R�W���D�V���³�F�R�Q�F�H�S�W�X�D�O�O�\���U�L�F�K�´�����Vee Bradley et al., 

2007, p. 1765) as more focussed tighter studies on which this study was based.  
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Therefore, although important and necessary for the present research study, the 

insights gleaned from the interviews are somewhat limited.      

Following the advice of Charmaz (2006), the data collection approach of 

the present study was to conduct and include as many interviews in the analysis 

as time permitted.  The purpose of capturing as much data as possible from the 

participant sample was to determine the frequency with which the emergent 

themes were present, ultimately allowing the investigator to establish the most 

and least common themes discussed by participants.  Obtaining frequencies 

provided further support for the importance of the emergent categories (Hill, 

Thompson, & Williams, 1987; Hill et al., 2005).   

Another step in the grounded theory process is theoretical sampling 

�Z�K�L�F�K���L�V���³�G�D�W�D���J�D�W�K�H�U�L�Q�J���G�U�L�Y�H�Q���E�\���F�R�Q�F�H�S�W�V���G�H�U�L�Y�H�G���I�U�R�P���W�K�H���H�Y�R�O�Y�L�Q�J���W�K�H�R�U�\��

�D�Q�G���E�D�V�H�G���R�Q���W�K�H���F�R�Q�F�H�S�W���R�I���³�P�D�N�L�Q�J���F�R�P�S�D�U�L�V�R�Q�V�´���Z�K�R�V�H���S�X�U�S�R�V�H���L�V���W�R���J�R���W�R��

places, people, or events that will maximize opportunities to discover variations 

�D�P�R�Q�J���F�R�Q�F�H�S�W�V���D�Q�G���W�R���³�G�H�Q�V�L�I�\�´���F�D�W�H�J�R�U�L�H�V���L�Q���W�H�U�P�V���R�I���W�K�H�L�U���S�U�R�S�H�U�W�L�H�V���D�Q�G��

�G�L�P�H�Q�V�L�R�Q�V�´�����6�W�U�D�X�V�V���	���&�R�U�E�L�Q�����������������S������������������Since all interviews were coded 

and used in building the resulting theory, no theoretical sampling was 

conducted.  One of the threats to validity in interviewing participants on patient 

�H�Y�D�O�X�D�W�L�R�Q�V���R�I���F�D�U�H���D�Q�G���S�D�W�L�H�Q�W���V�D�W�L�V�I�D�F�W�L�R�Q���L�V���W�K�H���U�L�V�N���R�I���µ�O�H�D�G�L�Q�J�¶���S�D�U�W�L�F�L�S�D�Q�W�V���W�R��

evaluating a particular aspect of care when the aim was to minimise 

acquiescence response bias of participants.  This is another reason why 

theoretical sampling was not conducted in the present study.  Asking 

participants about particular aspects of care may have influenced their opinions 

and therefore was avoided.      

In a qualitative grounded theory interview study such as the one 

presented here, the required sample size is typically �G�H�W�H�U�P�L�Q�H�G���R�Q�F�H���µ�W�K�H�R�U�H�W�L�F�D�O��

s�D�W�X�U�D�W�L�R�Q�¶���R�F�F�X�U�V�����&�K�D�U�P�D�]������������; Strauss & Corbin, 1998).  Theoretical 

�V�D�W�X�U�D�W�L�R�Q���L�V���U�H�D�F�K�H�G���Z�K�H�Q���³�Q�R���Q�H�Z properties, dimensions, conditions, actions 

or �L�Q�W�H�U�D�F�W�L�R�Q�V�����R�U���F�R�Q�V�H�T�X�H�Q�F�H�V���D�U�H���V�H�H�Q���L�Q���W�K�H���G�D�W�D�´����Strauss & Corbin, 1998, 

p. 136), that is, when no new concepts emerge from the data.  While a precise 

sample size cannot be projected before the commencement of the study 

(Charmaz, 2006; Strauss & Corbin, 1998), some qualitative researchers have 

�U�H�F�R�P�P�H�Q�G�H�G���V�D�P�S�O�H���V�L�]�H�V���I�R�U���J�U�R�X�Q�G�H�G���W�K�H�R�U�\���V�W�X�G�L�H�V���V�X�F�K���D�V���������I�R�U���³�F�H�U�W�D�L�Q��
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�V�P�D�O�O���S�U�R�M�H�F�W�V�´�����&�K�D�U�P�D�]�����������������S�� 114) to 10 - 60 (Starks & Trinidad, 2007), 

depending on the characteristics of the study.  Other grounded theory 

methodologists caution the use of theoretical saturation and argue that 

researchers who proclaim theoretical saturation commonly do not demonstrate 

that theoretical saturation was reached (Charmaz, 2006; Morse, 1995).  Dey 

(1999) also argued that theoretical saturation of a theory and the concepts within 

it cannot be known unless all participant interviews within the scope of a study 

�D�U�H���F�R�G�H�G�������$�O�W�H�U�Q�D�W�L�Y�H�O�\�����'�H�\�����������������D�G�R�S�W�H�G���W�K�H���W�H�U�P���³�W�K�H�R�U�H�W�L�F�D�O���V�X�I�I�L�F�L�H�Q�F�\�´��

(p. 257) to describe the point at which a theory or its categories are sufficiently 

represented by the data.   

A number of characteristics of the present study made it necessary to 

include as many cases in the analysis as possible.  Firstly, the general aim of the 

qualitative interview study was to generate a theoretical explanatory structure 

illustrating the experience of rural and regional families who access specialist 

paediatric surgical care and to identify and explain the relationships between the 

aspects of care that were evaluated.  One reason for this was to generate a 

theoretical structure that would take into account the largest number of 

participants who also completed a questionnaire, with the aim of having 

maximum overlap.  Since the present research study was a complementarity 

multiple-method design, the priority was to be able to elaborate on the 

questionnaire feedback by conducting as many interviews as possible.  A 40 or 

50 participant sample size would not have achieved this aim and would have 

been counter to the recommendations of Dey (1999) and Charmaz (2006).   

A number of other characteristics of the study made a larger sample size 

than that specified by Charmaz (2006) and Starks and Trinidad (2007) 

necessary.  Morse (2000) advised that qualitative studies with characteristics 

such as a broad scope, small amount of data yielded per interview, a topic that 

�Z�D�V���³�G�L�I�I�L�F�X�O�W���W�R���J�U�D�E�´�����S�����������R�U���G�H�W�H�F�W�����D�Q�G���W�K�H���T�X�D�O�L�W�\���R�I���W�K�H���G�D�W�D���F�D�Q���D�O�O��

contribute to the requirement of a larger sample size.  The study presented here 

included the aforementioned characteristics outlined by Morse (2000).  The 

interview topic was broad in scope, as participants discussed issues and events 

regarding the specialist paediatric service provided, ranging from detection of 

the condition to the hospital stay, through to after-discharge care.  This broad 
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scope generated 44 categories.  Thus, to reach theoretical sufficiency, a large 

sample size was needed.   

A larger sample size is also recommended when a small amount of data 

is generated from the interviews (Morse, 2000).  In the present study, double-

spaced, typed interview notes ranged from half a page to two pages with most 

interviews yielding a page of data.  Also described by Morse (2000) was a topic 

th�D�W���Z�D�V���³�G�L�I�I�L�F�X�O�W���W�R���J�U�D�E�´�����S�� 4) or detect.  While participants frequently 

disclosed positive experiences related to the service provided, the experiences, 

incidents, or services requiring improvement were not as frequently disclosed, 

which may have been due to reluctance by participants.  Being critical of a 

service while being interviewed at a location where one of the service providers 

resides may have been a factor.  Morse (2000) further suggested that a larger 

sample size may be needed if the quality of the data is not high.  Some parents 

who participated in the study did so under personal time constraints and for 

other parents with young children, some were observed as being distracted 

during the interview process.  All of these issues contributed to the necessity of a 

larger than recommended interview sample for the present study.     

Although the recommended structural framework for theory building set 

out by Strauss and Corbin (1998) has been deemed as too prescriptive by other 

grounded theory methodologists (e.g., Glaser, 2002) and qualitative researchers 

(e.g., Bailey & Jackson, 2003), the structure was a good fit in relation to the 

phenomena captured in the present study.  All categories and a selection of 

supporting verbatim statements are presented in Chapter 4 along with this 

�V�W�X�G�\�¶�V���W�K�H�R�U�Htical structure, which is seen on page 345 of the results.  Memos 

relevant to the generated theory formed part of the relationships between 

categories results and are found on pages 331-342 also in the results.  The 

various methods used to verify the theoretical structure generated by the 

grounded theory analysis can be seen on pages 147-159.  Please see Appendix 

M for the codebook containing the final version of category names, definitions 

and illustrative examples.  
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Verification  

The methodological rigor of qualitative studies has long been criticised by 

quantitative purists as failing to achieve or declare explicitly, guidelines for attaining 

validity, reliability, and objectivity towards establishing scientific rigour (Maxwell & 

Delaney, 2004; Schrag, 1992).  As a result, supporters of mixed-method, multiple-

method, and qualitative approaches to research have come to the forefront, presenting 

multiple-methods by which rigour can be established in qualitative research  

(e.g., Chiovitti & Piran, 2003; Mayes & Pope, 1995; Sandelowski, 1986).  These 

methods, originally described by Guba and Lincoln (1981), were further refined by 

other researchers and were termed credibility,  fittingness, auditability, and 

confirmability (Beck, 1993; McCabe, 2004; Sandelowski, 1986).  These methods have 

been paralleled with the quantitative concepts of internal validity, external validity, 

reliability, and objectivity, respectively (Beck, 1993; McCabe, 2004; Sandelowski, 

1986).    

�&�U�H�G�L�E�L�O�L�W�\���F�D�Q���E�H���G�H�I�L�Q�H�G���D�V���P�H�D�V�X�U�L�Q�J���³�K�R�Z���Y�L�Y�L�G���D�Q�G���I�D�L�W�K�I�X�O���W�K�H���G�H�V�F�U�L�S�W�L�R�Q��

of the phenomenon.  The informants, and also the readers who have had the human 

�H�[�S�H�U�L�H�Q�F�H�����V�K�R�X�O�G���U�H�F�R�J�Q�L�V�H���W�K�H���U�H�V�H�D�U�F�K�H�U�V�¶���G�H�V�F�U�L�E�H�G���H�[�S�H�U�L�H�Q�F�H�V���D�V���W�K�H�L�U���R�Z�Q�´��

(Beck, 1993�����S�������������������)�L�W�W�L�Q�J�Q�H�V�V���F�D�Q���E�H���G�H�V�F�U�L�E�H�G���D�V���W�K�H���S�R�L�Q�W���D�W���Z�K�L�F�K���³�W�K�H���I�L�Q�G�L�Q�J�V���R�I��

�D���V�W�X�G�\���µ�I�L�W�¶���L�Q�W�R���V�L�P�L�O�D�U���F�R�Q�W�H�[�W�V���R�X�W�V�L�G�H���W�K�H���V�W�X�G�\�´�����0�F�&�D�E�H�����������������S�� 43).  

Auditability �F�D�Q���E�H���G�H�I�L�Q�H�G���D�V���W�K�H���S�R�L�Q�W���D�W���Z�K�L�F�K���³�D�Q�R�W�K�H�U���U�H�V�H�D�U�F�K�H�U���F�D�Q���F�O�H�D�U�O�\���I�R�O�O�R�Z��

�W�K�H���µ�G�H�F�L�V�L�R�Q���W�U�D�L�O�¶���X�V�H�G���E�\���W�K�H���L�Q�Y�H�V�W�L�J�D�W�R�U���L�Q���W�K�H���V�W�X�G�\�´�����6�D�Q�G�H�O�R�Z�V�N�L�����������������S����������������

Confirmability occurs when credibility, fittingness, and auditability are established 

(Sandelowski, 1986). The way in which each of these measures was established in the 

present study is outlined in the following sections.   

 

Credibility  

Credibility of t�K�H���S�U�H�V�H�Q�W���V�W�X�G�\�¶�V���I�L�Q�G�L�Q�J�V���Z�D�V established by timely 

interview note-taking, methods of validation from participants, use of the 

constant comparison method, analyst triangulation, and theoretical sampling.   

 

Timely Interview Note-taking 

Interviews were not tape recorded due to ethical reasons  
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 (see pages 130-131), but notes were made during and immediately after 

the interview to maximise the accuracy of recall as recommended by 

Beck (1993).  

 

Methods of Validation from Participants 

During the interviews, the researcher reflected responses back to 

participants to clarify whether the researcher had understood them 

correctly and to confirm the �U�H�V�H�D�U�F�K�H�U�¶�V interpretation of the participant 

statements.   

In generating the codes and categories from the interview data, 

the �S�D�U�W�L�F�L�S�D�Q�W�¶�V���Z�R�U�G�V were used (Chiovitti & Piran, 2003).   

�3�D�U�W�L�F�L�S�D�Q�W�V���Z�H�U�H���D�O�O�R�Z�H�G���W�R���³�J�X�L�G�H���W�K�H���L�Q�T�X�L�U�\���S�U�R�F�H�V�V�´��

(Chiovitti & Piran, 2003, p. 430) to ensure that the issues discussed by 

participants concerning the care provided to them were issues they 

perceived to be important and to minimise researcher influence on the 

statements provided by participants.   

Respondent validation occurs when researchers go back to the 

field and present the generated theory to the participants on which the 

theory is based (Chiovitti & Piran, 2003).  Researchers like Atkinson 

(1997) have warned against a heavy reliance on respondent validation to 

verify the findings of qualitative studies.  An overreliance on respondent 

validation can lead to researchers dismissing their analysis of the 

phenomenon measured (Barbour, 2001).  While respondent validation is 

seen as particularly important where a study requires ongoing liaising 

with participants toward change such as workplace reform (Barbour, 

2001), studies with a one-off data collection point such as the one 

presented here, may find that �³�U�H�V�S�R�Q�G�H�Q�W���Y�D�O�L�G�D�W�L�R�Q���P�D�\���E�H���P�R�U�H��

�W�U�R�X�E�O�H���W�K�D�Q���L�W�¶�V���Z�R�U�W�K�´����Barbour, 2001, p. 1117).  In light of the 

sentiments of Atkinson (1997) and Barbour (2001) and the logistical 

problem of attempting to meet with participants a second time, the 

resulting theoretical structure was not presented to participants.     
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Constant Comparative Method  

In grounded theory, constant comparisons are made at various 

levels of the qualitative analysis (Glaser & Strauss, 2012).  In the earlier 

stages of analysis, participant statements are compared to one another to 

identify similarities and differences between them.  Similarities, 

differences, and any hypotheses of the researcher regarding these trends 

were recorded and compared to later interviews.  Once a sufficient 

number of interviews were analysed, ideas for codes and categories 

emerged and were constantly compared with the data yielded from new 

interviews as indicated by Charmaz (2006).  Codes and categories were 

further refined as more interview data was included in the analysis.  

Previous data was then checked to ensure that the refined codes and 

categories still accounted for the earlier interview data.  In this way, the 

constant comparative method was used in the study presented here and 

contributed to the credibility of the results.          

 

Analyst Triangulation   

As recommended in the literature (Patton, 1999; Thurmond, 

2001), a second analyst was included in the data analysis process when 

ideas for codes and categories emerged.  Both analysts independently 

generated a list of codes and categories based on the same interview data.  

The analysts then discussed the similarities and differences of their 

analyses, ultimately reaching agreement on a collaborative set of codes 

and categories.  The credibility of the findings was enhanced by 

�S�U�R�Y�L�G�L�Q�J���W�U�L�D�Q�J�X�O�D�W�L�R�Q���R�I���W�K�H���U�H�V�H�D�U�F�K�H�U�¶�V���I�R�X�Q�G�D�W�L�R�Q�D�O���D�Q�D�O�\�V�L�V���R�Q��

which further codes and categories were built and refined. 

 

Theoretical Sampling 

One approach to validating the qualitative framework generated 

in Chapter 4 is to �³�J�R���E�D�F�N���D�Q�G���F�R�P�S�D�U�H���W�K�H���V�F�K�H�P�H���D�J�D�L�Q�V�W���W�K�H���U�D�Z���G�D�W�D����

doing a type of high-�O�H�Y�H�O���D�Q�D�O�\�V�L�V�´�����6�W�U�D�X�V�V���	���&�R�U�E�Ln, 1998, p. 159).  

Charmaz (2006) calls th�L�V���³�W�K�H�R�U�H�W�L�F�D�O���V�D�P�S�O�L�Q�J�´�������F�I����Strauss & Corbin, 

1998), �Z�K�L�F�K���V�K�H���G�H�V�F�U�L�E�H�V���D�V���³�O�H�V�V���R�I���D�Q���H�[�S�O�L�F�L�W���S�U�R�F�H�G�X�U�H���W�K�D�Q���D��
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strategy �W�K�D�W���\�R�X���L�Q�Y�R�N�H���D�Q�G���I�L�W���W�R���\�R�X�U���V�S�H�F�L�I�L�F���V�W�X�G�\�´�����S�������������������2�Q�H���R�I��

the methods for conducting theoretical sampling described by Charmaz 

(2006) is studying documents such as individual interview transcripts to 

establish whether the constructed theory still explains what is reflected in 

the data from individual interviews.  This is a necessary step in 

theoretical structure validation, since generating a theory involves data 

reduction of a large number of individual participant interviews (Strauss 

& Corbin, 1998).  Theoretical sampling as defined by Charmaz (2006) 

was conducted in the present study by randomly selecting two interviews 

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

a younger child) and a third, extreme case.  This interview (MYC 97) 

was considered extreme because the participant expressed a strong 

negative reaction to a service provider.  Strong negative reactions were 

rare (n = 5, 2.6%).  An extreme case was used here to confirm whether in 

fact the theory explained both the regular and extreme type of participant 

experience.  An analysis was conducted (as seen in Table 3.6) that 

involved comparing statements from each interview and the generated 

theory structure seen in the qualitative phase of the results in Chapter 4.   

 

Table 3.6 

Validation of the Theoretical Structure by Comparing Interview Quotes from Three 

Interviews and Comparison with Emergent Theoretical Structure 

 
Identification 
Number 

Illustrative Quotes Category Relationship with other 
categories 

MYC 8 S gave me lots of information about all 
the steps involved in the procedure.  S 
really reassured me.   

Appreciation 
for the Surgeon  

Provision of information 
from the surgeon 
increased reassurance in 
the parent, increasing the 
ability to manage the 
process of surgery. 

The hospital staff treated it as a routine 
procedure which put me at ease.  
Because it was a simple procedure they 
�G�L�G�Q�¶�W���P�D�N�H���D���I�X�V�V������ 

Appreciation 
for Non-
specified 
service 
providers 

The manner of the 
hospital staff put the 
parent at ease, thus 
increasing the ability to 
manage the process of 
surgery. 

The nursing staff kept me informed.  
�$�V���O�R�Q�J���D�V���\�R�X�¶�U�H���L�Q�I�R�U�P�H�G�����W�K�D�W���L�V���W�K�H��
most important thing.   

Appreciation 
for the Nurses 

A high quality and level 
of information provision 
increased the ability to 
manage the process of 
surgery 
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�+�H���L�V���R�X�U���I�L�U�V�W���F�K�L�O�G���V�R���Z�H���G�R�Q�¶�W���K�D�Y�H��
much experience with these sorts of 
things.   

Parent  
Anxiety 

 

He was in pain for a few hours.  It was 
hard for him to sit up.   

Hospital and 
Home 
Postoperative 
Events 

Postoperative Events 
impacted on the level of 
life disruption 
experienced (i.e., time 
away from preschool).   I took him out of preschool for 2 days.   Life Disruption 

The toys were good.   Child-friendly 
Facilities 

 

The way he was spoken to from the 
hospital staff and S was positive but 
staff should have taken more time to 
see where his head is.  He was asking a 
lot of questions.  The way he was 
spoken to was the same as how the staff 
talked to the babies.  They were trying 
to distract him but he wanted to be 
informed about what was happening.  
The staff tended to treat all the kids the 
same but my child likes to know what 
�L�V���J�R�L�Q�J���R�Q�������%�H�F�D�X�V�H���W�K�H�\���G�L�G�Q�¶�W���W�H�O�O��
him, he got a little distressed. 

Feeling 
Uninformed 

Lack of age-appropriate 
information given to the 
patient about their 
procedure resulted in the 
patient experiencing 
distress.   

The fasting for 8 hours.  He was 
starving, irritated, swearing, and light-
headed.  He had to fast from 7:00 a.m.  
He could only have water from 7:00 
a.m. to 11:00 a.m.  He skipped the 7:00 
a.m. cut off for breakfast because he 
slept in. 

Events During 
Preoperative 
Waiting 

Fasting contributed to 
how families managed 
the preoperative period.   

We arrived at 12:00p.m. and the 
surgery was a bit after 3:00p.m.   

Events During 
Preoperative 
Waiting 

 

More flexibility in the schedule.  We 
�F�R�X�O�G�Q�¶�W���J�H�W���K�H�U�H���I�R�U���W�K�H��postoperative 
�F�R�Q�V�X�O�W�D�W�L�R�Q���E�H�I�R�U�H�������Z�H�H�N�V�������:�H���G�L�G�Q�¶�W��
have time at 1 week post-op then S was 
booked out so it was a 3-week follow-
up.   

Access to 
Service 
Provider 

Limited access to the 
surgical service provider 
was a constrainer to 
service access. 

At the hospital he should have been 
�D�O�O�R�Z�H�G���W�R���J�R���H�D�U�O�L�H�U�������7�K�H�\���G�L�G�Q�¶�W���W�H�O�O���X�V��
when we could leave.  It would have  
been better to be informed that it was ok 
to leave rather than spending  
unnecessary time in the hospital when  
we could have left.  He should have  
been allowed to leave earlier than he did.   

Feeling 
Uninformed 

A lack of information 
created dissatisfaction 
with the discharge 
process. 

MOC 9 Everything was good.   General 
Evaluations of 
the Care 
Provided 

 

The staff at regional base hospital were 
good.   

General 
Evaluations of 
Unspecified 
Service 
Providers 

 

S spoke to him �± and explained to him 
as well as the parents.  He has a right to 
know.  It made him feel a bit better.   

Appreciation 
for the Surgeon 

Provision of information 
from the surgeon 
increased reassurance in 
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the patient, increasing 
the ability to manage the 
process of surgery. 

He took us straight through when we 
arrived.  We got there at 1:15p.m. �± 
then the procedure was at 4:30 p.m. 

Events During 
Preoperative 
Waiting 

 

He [child] was very hungry.  The toys 
�Z�H�U�H���J�R�R�G���E�X�W���W�K�H�\���G�L�G�Q�¶�W���G�L�V�W�U�D�F�W���K�L�P��
from his hunger.  We understand that 
there were younger patients that had to 
go first, but he was very hungry.   

Events During 
Preoperative 
Waiting 

�7�K�H���S�D�W�L�H�Q�W�¶�V���K�X�Q�J�H�U��
contributed to how 
families managed the 
preoperative period.   

Pain was more than was expected.  
Only when they came out do you think 
about the pain.  He was given pain stop 
before leaving the hospital.  He was 
given pain stop until the next day.  He 
woke up twice during his sleep.  His 
�V�O�H�H�S���Z�D�V�Q�¶�W���Q�R�U�P�D�O�������+�H���Z�D�V���D���O�L�W�W�O�H��
uncomfortable.   

Hospital and 
Home 
Postoperative 
Events 

 

The waiting period at the hospital.  It 
was too long.   

Events During 
Preoperative 
Waiting 

Length of preoperative 
waiting contributed to 
how families managed 
the preoperative period.   

We need services near home town 
296km from Melbourne   

Availability of 
Services  

A lack of availability of 
services is linked to 
higher levels of life 
disruption 

Travelling for a day procedure turns 
into a drama.  Going home �± the 
journey home is always the hardest 
part.  Time off work, financial issues, 
time, 1 week off school.  The bumps on 
the road.  Knowing that he was in pain.  
I had to take my other son to 
�P�H�W�U�R�S�R�O�L�W�D�Q���F�K�L�O�G�U�H�Q�¶�V���K�R�V�S�L�W�D�O and 
needed 2 days off for it.   

Life Disruption  

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

Experiences of 
Others 

 

MYC 97 S �± respect and level of communication 
S has with children. 

Appreciation 
for the Surgeon 

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

Arrived 10:30 a.m. �± 11:00 a.m., in at 
2:00 p.m.  She expired about ½ an hour 
before.  She was starving �«  all started 
to get a bit cranky ½ hour before.   

Events During 
Preoperative 
Waiting 

Hunger and distress 
contributed to how 
families managed the 
preoperative period.   

Little bit of pain �± overcome by her 
desire to eat.  No pain killers needed.  
Good sleeping too.   

Hospital and 
Home 
Postoperative 
Events 

 

Anaesthetist was an idiot.  The one who 
did the pre-surgery consult.  He 
contradicted what S said.  He said it 
was going to be his decision to give 
�F�K�L�O�G�¶�V���Q�D�P�H gas or needle (IV) in [the] 
hand.  S said we could have the gas.  
He said it was his decision.  In the op 
room just before �± he was eating a pie.  
The more senior anaesthetist said give 

Lack of Respect 
for Decisions 
Made 

A lack of respect for the 
preferences of parents 
was a source of 
dissatisfaction and 
generated strong 
negative reactions in 
parents which impaired 
their ability to manage 
the process of surgery.   
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her the gas.  No bedside manner ... The 
senior one came and corrected him 
saying she would rather the gas and 
that will be the option that will be used.   
He was eating a pie and then checked 
�F�K�L�O�G�¶�V���Q�D�P�H out without even washing 
his hands.  My husband was going to 
throttle him.  He was the junior 
anaesthetist.   

Health and 
Safety 

Poor hygiene by an 
anaesthetist was a source 
of dissatisfaction to 
parents and generated 
strong negative reactions 
in them which impaired 
the ability of parents to 
manage the process of 
surgery. 

The nurses were fantastic.   General 
Evaluations of 
the Nurses  

 

 

As can be seen in Table 3.6 above, the generated theoretical 

structure presented in the qualitative phase of the results in Chapter 4 has 

explained and accounted for the verbatim statements made by parents in 

the cases selected.  One aspect of case MOC 9 was recognised as 

inconsistent with the theoretical structure.  The child-friendly facilities 

�S�U�R�Y�L�G�H�G���E�\���W�K�H���K�R�V�S�L�W�D�O���X�V�X�D�O�O�\���I�D�F�L�O�L�W�D�W�H�G���W�K�H���I�D�P�L�O�\�¶�V���D�E�L�O�L�W�\���W�R���F�R�S�H��

with the process of surgery.  However, in the case of MOC 9, the child-

friendly facilities did not effectively distract the child from their 

preoperative hunger.  This type of inconsistency is expected by Strauss 

�D�Q�G���&�R�U�E�L�Q�����³�Q�D�W�X�U�D�O�O�\�����L�W���Z�L�O�O���Q�R�W���I�L�W���H�Y�H�U�\���D�V�S�H�F�W���R�I���H�D�F�K���F�D�V�H���E�H�F�D�X�V�H��

�W�K�H���W�K�H�R�U�\���L�V���D���U�H�G�X�F�W�L�R�Q���R�I���G�D�W�D�´�����S�������������������7�K�H�U�H�I�R�U�H�����L�W���L�V���F�R�Q�F�O�X�G�H�G��

here that the theoretical structure was supported by the data presented 

here.   

Another method of enhancing credibility of the results is negative 

case analysis which involves the identification of cases or participant 

accounts that do not fit the theoretical structure that is generated, based 

on the majority of the interview data collected (Charmaz, 2006; Strauss 

& Corbin, 1998).  No negative cases were identified and negative case 

analysis was not conducted in the present study as all interviews were 

included in the analysis that generated the theory.   
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Fittingness     

�)�L�W�W�L�Q�J�Q�H�V�V���R�I���W�K�H���S�U�H�V�H�Q�W���V�W�X�G�\�¶�V���I�L�Q�G�L�Q�J�V���Z�H�U�H���H�V�W�D�E�O�L�V�K�H�G���E�\���W�K�H���X�V�H���R�I��

the multiple-methods study design and by demonstrating consistency between 

�W�K�H���S�U�H�V�H�Q�W���V�W�X�G�\�¶�V���I�L�Q�G�L�Q�J�V���D�Q�G���S�D�V�W���U�H�V�H�D�U�F�K���S�U�H�V�H�Q�W�H�G���L�Q���W�K�H���O�L�W�H�U�D�W�X�U�H���U�H�Y�L�H�Z������ 

External verification of the qualitative findings was attained in the 

present study by the inclusion of a quantitative questionnaire phase.  Termed 

methods triangulation (Patton, 1999; Thurmond, 2001), this provided a means of 

cross-data validity checking which assessed if the issues recognised in the 

interview study were reflected in the data generated by the questionnaire study.  

It is important to emphasise here that the purpose of methods triangulation was 

not necessarily to find consistency, but to examine if indeed the data gathered by 

the two data collection methods were similar and if the insight gained from the 

qualitative data would further explain the findings generated by the quantitative 

questionnaire data.  

Fittingness was also established in the present study by demonstrating 

links between past research findings and the categories that emerged from the 

present study (Chiovitti & Piran, 2003).  A number of codes and categories from 

past research �Z�H�U�H���L�G�H�Q�W�L�I�L�H�G���D�V���µ�I�L�W�W�L�Q�J�¶���W�K�H���H�V�V�H�Q�F�H���R�I���P�H�D�Q�L�Qg of the present 

�V�W�X�G�\�¶�V���F�D�W�H�J�R�U�L�H�V���D�Q�G���F�R�G�H�V���D�Q�G are outlined in the codebook (see Appendix M) 

of the present study.  

 

Auditability  

The auditability �R�I���W�K�H���S�U�H�V�H�Q�W���V�W�X�G�\�¶�V���I�L�Q�G�L�Q�J�V���Z�D�V achieved by 

establishing intercoder agreement and reliability, the inclusion of a codebook, 

and the use of memos which were incorporated into phase 2 of the qualitative 

analysis to describe the generated theoretical structure.  

 

Intercoder agreement and reliability  

Intercoder reliability can be defined as: 

the extent to which two or more independent individuals 

agree on coding, categories, and assignation of concepts 

to those categories.  The coding can be regarded as 

consistent and categories operational to the degree that all 
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the researchers assign the same texts to the same 

categories (Sproule, 2006, p. 118).  

Intercoder reliability testing was adopted in the study being 

described to establish the consistency of meaning of the codes and 

categories generated, towards establishing auditability of the findings.  

Although not commonplace in grounded theory research (Chiovitti & 

Piran, 2003; Sandelowski, 1986), establishing intercoder reliability is a 

methodological cornerstone of content analysis (Krippendorff, 2004; 

Neundorff, 2002).  Some qualitative methodologists (Bradley et al., 

2007; Miles & Huberman, 1994) and other researchers (Bossert, 1994) 

have endorsed and adopted the practice of intercoder reliability to 

demonstrate the consistency of their research findings.  An additional 

purpose for establishing intercoder reliability was the valuable 

resolutions made when the analysts discussed their discrepancies, 

resulting in refined categories which in turn enhanced the quality of the 

�W�K�H�R�U�\���J�H�Q�H�U�D�W�H�G�������$�V���D�U�J�X�H�G���E�\���%�D�U�E�R�X�U�������������������³�W�K�H���G�H�J�U�H�H���R�I��

concordance between researchers is not really important; what is 

ultimately of value is the content of disagreements and the insights that 

�G�L�V�F�X�V�V�L�R�Q���F�D�Q���S�U�R�Y�L�G�H���I�R�U���U�H�I�L�Q�L�Q�J���F�R�G�L�Q�J���I�U�D�P�H�V�´�����S����������������  Thus the 

process of coming to an agreement between analysts also contributed to 

the auditability of �W�K�H���S�U�H�V�H�Q�W���V�W�X�G�\�¶�V���I�L�Q�G�L�Q�J�V��    

No general standard has been established for determining an 

acceptable level of reliability (Lombard et al., 2002; Potter & Levine-

Donnerstein, 1999).  However, in a review of intercoder standards  

(for intercoder reliability indices in general) that included 

recommendations from a variety of methodologists such as Krippendorff 

(1980), Neundorff (2002) �F�R�Q�F�O�X�G�H�G���W�K�D�W���³�F�R�H�I�I�L�F�L�H�Q�W�V���R�I�����������R�U���J�U�H�D�W�H�U��

would be acceptable to all, .80 or greater would be acceptable in most 

situations, and below that, ther�H���H�[�L�V�W�V���J�U�H�D�W���G�L�V�D�J�U�H�H�P�H�Q�W�´�����1eundorff, 

2002, p. 145).  As stated by Lombard et al. (2002), and Rust and Cooil 

(1994), .70 is commonly used as the acceptable threshold for exploratory 

research such as the present study.  Similarly, Krippendorff (2004) set a 

threshold of .677 as the minimum acceptable level for exploratory 














































































































































































































































































































































































































































































































































































































































































































































































