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CHAPTER I 

INTRODUCTION 

Statement of the Problem 

Prior to the emergence of pediatrics, children were considered to be miniature 

aduhs that should be treated similarly. The needs and best interests of the child were not 

always taken into consideration. However, with the development of pediatrics, this 

distinction was changed forever. Children are not miniature adults whose treatment can 

just be scaled down. Instead, they are individuals with specific needs and distinct fears 

that need to be addressed. The importance of pediatrics is best explained by Abraham 

Jacobi, the father of pediatrics in the United States. He states, "therapeutics in infancy 

and childhood are by no means so similar to those of the adult that the rules of the latter 

can be simply be adapted to the former by reducing doses. The differences are many..." 

(Bomstein & Genevro, 1996, p. 2) 

It is important that the medical professionals who treat children be aware of the 

differences. It is estimated that 5% of children are hospitalized each year in the United 

States, and most are hospitalized due to a severe injury or chronic health condition 

(Perrin, 1993). Between 10-15% of children in our society, including all ethnic and 

socioeconomic groups, have a chronic disease that requires numerous painful medical 

procedures (Steward, O'Connor, Acredolo, & Steward, 1996). When a child enters the 



hospital, he or she is faced with many issues that strain the child's developing coping 

mechanisms. These strains include: being in a new environment, the stress of the illness, 

separation anxiety, and the mystery of the unknown (Adams & Berman, 1965). Although 

challenges in the hospital environment can produce positive growth and mastery, the 

medical interventions can produce negative effects on children's psychological 

development and adaptation (Genevro, Andreassen, & Bomstein, 1996). Children who 

are hospitalized for extended periods of time may be without a support system (i.e., 

family, parents). Children are not emotionally and mentally prepared for this type of 

situation, while an adult patient may be able to deal with being alone effectively. 

Compared with healthy children, children with chronic illness already have two times the 

risk of emotional and behavioral difficulties (Perrin, 1993). Therefore, health 

professionals have a responsibility to maximize the positive and minimize the negative 

aspects of hospitalization (Perrin, 1993). 

The growing knowledge base and advancements in medical technology create a 

dilemma for educators in the field of health care: What information can they reasonably 

cover in the short time that they have with their students? As a result, certain non-clinical 

aspects of health care may be less emphasized. The developmental and psychosocial 

needs of children as patients and ways to utilize child life services for children's 

developmental and psychosocial well-being are examples of topics that need to be 

included in medical education programs. These needs are specific and necessary in order 



for the child's adjustment to the hospital environment to be successfiil Child life can 

assist children with their adjustment to the hospital environment, as well as assist the 

health care provider in working with children as pediatric patients. 

This study will examine the knowledge that students in the heahh care field have 

regarding child life and children's needs during hospitalization both before and after a 

child life in-service. The one-hour in-service includes information regarding child life 

services and programs, child development and children's conception of illness, and ways 

to help children cope with their hospitalization and procedures. This program will be 

offered to medical residents, nursing students, and nursing assistants in local universities 

and heahh care programs. 



CHAPTER II 

LITERATURE REVIEW 

Children's Conception of Illness 

In order to understand the needs of pediatric patients, their "concept" of illness 

must be understood. A child's understanding of illness is not directly related to 

experience with illness, but to such factors as cognitive level and age (Perrin, 1993). A 

health care provider may believe that a child who has been hospitalized frequently should 

be able to understand his or her illness at a higher level than other children his or her age. 

In fact, the child may be able to verbally describe his or her own illness as it was 

described to him, but the actual specifics of the illness and what it affects may be unclear. 

Moreover, medical personnel must frequently communicate by explaining illness to a 

child, which can be difficult (Whaley, 1999). What might a child not understand? Words 

like Lumbar Puncture, I.V., needle "stick," or blood draw are just a few examples of 

words that can be misunderstood or taken out of context by a child. 

Often, dependent upon developmental age, children will take medical terms quite 

literally. A needle "stick" might have the child imagining a needle with an actual stick. 

For a "blood draw," a child might think "Where are you going to draw my blood... on 

paper?" Abbreviations such as ICU for Intensive Care Unit may be understood as "I see 

you" by a child. Therefore, the health care provider explaining the illness should 



consider the child's culture, religion, intellectual functioning, and personality (Whaley, 

1999). Children's perceptions of illness are systematic in order and the order is 

developmental as demonstrated by the work of Piaget and Werner (Piaget, 1952; Werner, 

1948). Lastly, the way in which children and adolescents perceive and cope with the 

stress of a chronic illness contributes to their psychological and social adjustment 

(Wallander & Varni, 1992) and can assist them in reducing distress and in complying to 

treatment regimens (Whaley, 1999). 

Three major types of explanation corroborate Piagetian phases of cognitive 

development: prelogical, concrete logical, and formal logical. There are subcategories 

within each phase that fiirther explains the child's perceptions of illness (Bibace & 

Walsh, 1980). The prelogical or preoperational thought phase is characterized by Piaget 

as the phase that describes children between the ages of 2 and 7 years. The child's mind 

is rapidly changing, using symbols such as images and words, while their thought process 

is still unsystematic and illogical (Piaget, 1964). The concrete operational thought phase 

describes children from 7 to 11 years old. Piaget describes these children as learning to 

think systematically when they can refer to concrete objects and activities. The formal 

operations phase characterizes children over 11 years old. Children begin to think 

systematically on a purely abstract and hypothetical plane (Piaget, 1964). Utilizing 

Piaget's phases of cognitive development as a guide, Bibace and Walsh have categorized 

children's conception of illness in relation to their development. 



The first substage of the pre-operational phase is called phenomenism. This is 

considered to be the most developmentally immature explanation of illness. Children in 

this stage cannot explain the manner in which events caused their illness. The cause of 

illness is considered to be "an external concrete phenomenon that may co-occur with the 

illness but that is spatially and/or temporally remote" (Bibace & Walsh, 1980, p. 914). A 

main characteristic of this stage is the child's inability to separate themselves from their 

environment, and this can result in explanations accounting for "cause-effecf 

relationships in terms of the immediate spatial or temporal cues that dominated their 

experience (Bibace & Walsh, 1980). For example, a 2-year-old female is admitted to the 

pediatric ward of a hospital for chemotherapy treatment for cancer. Chemotherapy has 

caused her to have nausea and vomiting during past hospitalizations. At home, this child 

has a good appetite. However, as soon as she enters the hospital for treatment, she 

refuses to eat. This child is in the stage of phenomenism, as she cannot understand that 

she needs chemotherapy to cure her cancer and that the chemotherapy is what makes her 

ill. Rather, the child associates the hospital and eating with nausea and vomiting, which 

makes her feel bad, so the child refiises to eat. 

The second substage of the prelogical explanation is that of contagion. The cause 

of the illness is located in objects or people who are near but not touching the child. In 

the child's mind, the link between the child and the illness can only be accounted for by 

the nearness of the object or by "magic" (Bibace & Walsh, 1980) For example, a six-



year-old male has a rash all over his body. The doctors have assured his parents that it is 

not contagious and that he can attend school. However, his friends now refuse to play 

with him because they fear they might "get sick." The child's friends may believe that by 

sharing toys with the child who is ill, they can get sick as well. 

Another characteristic of children who have not yet reached the concrete-logical 

stage is the difficulty they have realizing that words may have multiple meanings or that 

some words may sound similar but have different connotations. Researchers have 

suggested circumventing explanations relating to heahh care that have multiple meanings 

or that may cause problems due to ambiguity (Whaley, 1999). As a result, children of 

this age are extremely susceptible to the persuasion and illusions of words. Health care 

professionals need to take care to recognize this characteristic and understanding of 

illness. 

The second stage is that of concrete-logical explanations, which roughly includes 

children between the ages of 7 and 11 years. The major shift in this stage is the child's 

ability to clearly distinguish between what is internal and what is external to the self The 

first substage in concrete-logical thinking is that of contamination. In contamination, the 

child can now distinguish between the cause of illness and the manner in which it is 

effected. The child views an object, person, or action external to the child as having a 

quality that is bad or harmful to the body. Contamination occurs when the child is 

physically touching the person or object, or if the child is physically engaging in the 



harmful action (Bibace & Walsh, 1980). For example, a 7-year-old female is describing 

when she first got "sick" with leukemia. She describes how she "drank some bad water 

at a friend's house, had severe stomach pain, and had to go to the emergency room. My 

mom and dad's feelings were hurt. I got cancer." She is able to relate the sequence of 

events leading up to her diagnosis, but feels like she contributed to her illness by an 

action, which is drinking some "bad water." 

The second substage of concrete-logical explanations is internalization. Children 

in this stage see illness as located inside the body, while the uhimate cause may be 

outside the body. The illness may be seen as internal, but can only be described in vague 

and non-specific terms. The external cause is linked to the internal effect of illness 

through a process of internalization (Bibace & Walsh, 1980). For example, a 9-year-old 

female is in treatment for cancer. She can vaguely describe what cancer is and what it 

does to the body. As soon as this patient swallows medication, she gets sick and says that 

the swallowing made her sick and that she would rather have a NG tube. A NG tube goes 

through the nose to the stomach, bypasses the taste buds, and the patient does not need to 

swallow. Therefore, this child is internalizing her illness and saying that the cause of her 

discomfort is an internal action, the swallowing. 

The third stage is that of formal-logical explanations, which includes children 

who are eleven and older. The first substage of the formal-logical stage is physiologic. 

Physiologic explanations show how a cause may be triggered by external events, but the 
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source and nature of the illness lie in specific internal physiologic structures and 

functions. There is usually a description of the nonfunctioning or malfunctioning of an 

internal organ or process, explained as a "step-by-step internal sequence of events 

resulting in that illness" (Bibace & Walsh, 1980, p. 915). Moreover, the emotional 

"quality" of the stress the child experienced during a stressful event or procedure has 

been measured in terms of the child's anxiety and externalizing versus internalizing 

symptoms (Lavigne & Faier-Routman, 1992). For example, an 11-year-old female with 

cancer has pancreatitis. When asked what pancreatitis is, she states, "The side effects of 

my chemotherapy can make my pancreas swell. That is how I got it." This child is able 

to understand the trigger, the chemotherapy, and how it affected the internal physiologic 

structure, her pancreas, but not the specifics of how or why it happened. 

The second substage of the formal-logical stage is psychophysiologic, which is 

the most mature understanding of illness. The illness can be described in terms of 

internal physiologic processes with the child now perceiving the addition of a 

psychological cause. This perception shows that the child recognizes that a person's 

thoughts or feelings can affect their health (Bibace & Walsh, 1980). For example, a 16-

year-old male realizes that the inability to see his friends while in the hospital causes him 

to feel depressed, which makes him not want to get out of bed, and therefore can increase 

his length of stay in the hospital. Thus, he asks his friends to come by and see him and 

makes himself get out of bed to take walks to "help feel better." 



When a child enters the hosphal, the child may not know how to act, and this may 

produce behavior that is unusual for the child (Adams & Berman, 1965). Anna Freud 

describes parents relating behaviors in which the child appears to be "different" than 

before the illness. Examples of behaviors relating to recent illness may include a change 

in child/family relationships, mood swings, a loss of self-confidence, and temper 

tantrums. Regression to earUer habits such as wetting the bed or having difficulty 

sleeping may occur as well (Freud, 1952). For this reason, it is important to recognize 

what children of different ages may experience as stressful during a hospitalization in 

order to help the child reduce anxiety and assist the child with coping. Health care 

providers that are aware of these developmental changes can learn ways to help children 

of all ages cope with the stress of hospitalization. 

Stressors During Hospitalization 

During a hosphalization, the child is under muhiple sources of stress, including 

the stress of the illness itself, possible separation from his or her parents, and the 

unknovm and complicated world of medicine. It is also important to remember that a 

child may experience regression while in the hospital, and stressors from previous 

developmental stages may resurface. Developmental milestones, such as rolling over, 

sitting up, crawling, walking, or potty training may also be delayed due to the decreased 

stimulation, medical equipment, or inhibited movement associated with the treatment. 
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For an infant, the foremost experience of stress is due to the disruption of normal 

routines. The infant may exhibit this in behaviors such as fussiness and irritability 

(Bibace & Walsh, 1980). Infants may not be able to eat for a short period of time for 

diagnostic and medical reasons, or the medical staff may need to check vital signs or to 

perform tests that may disrupt their sleep schedules. Infants have an immediate physical 

response to pain, and seek comfort from those nearby. Stranger anxiety begins at about 

six months of age as well (Bibace & Walsh, 1980). The combination of an immediate 

response to pain together with stranger anxiety can be stressful for an infant because he 

or she may come into contact with numerous people the infant does not know, and many 

of these people may need to inflict pain (e.g., draw blood for tests). 

The hospital environment may affect the infant's attachment as well. Ainsworth 

observed three patterns of attachment: securely attached infants, insecure-avoidant 

infants, and insecure-ambivalent infants (Ainsworth, Bell, & Stanton, 1971). Securely 

attached infants use their mother as a base from which to explore. Secure attachment is 

typical of most infants whose mothers have been rated as sensitive to their babies' cries 

and signals. Insecure-avoidant infants appear independent, and do not use their mother as 

a secure base for exploration. The detachment they experience may be due to painful 

separations (such as hospitalizations) that occurred previously and their mothers are often 

rated as insensitive to their cries. Insecure-ambivalent infants tend to be clingy and 

extremely concerned with their mothers' location. They ahemate between being upset 
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and missing their mother and being angry at them. These mothers were often rated as 

inconsistent with their children (Ainsworth et al., 1971). They were responsive on some 

occasions and not responsive on others. Hospitalizations can cause interference in the 

mother's ability to respond to her infant's cries and needs. Medical procedures, 

equipment, and the stress of the hospital environment can make it difficult for a mother to 

respond effectively to each cry and need of her infant. 

The potential environmental threats that may cause a toddler distress may include: 

multiple caregivers, lack of day/night rhythms, restraint, immobility, confinement, 

medical equipment, painful procedures, mechanical feeding procedures, noncontigent 

interactions, and inappropriate stimulation. The threat to the development of the toddler 

could include emotional, social, motor, cognitive, language, and physiologic domains 

(Goldberger & Wolfer, 1991). A toddler also may experience separation anxiety and fear 

of strangers during his or her stay in the hospital. Regression in motor or language skills 

frequently occurs in toddlers in response to hospitalization (Bibace & Walsh, 1980). 

Moreover, a preschool age child has fear of separation from family and friends. A 

child this age may have anxieties brought on by magical thinking or egocentric thought. 

The child may also have a great need for his or her body to remain intact. The child may 

fear he or she is the cause of the illness and, therefore, may fear punishment (Bibace & 

Walsh, 1980). 
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A school age child has fears of bodily injury and never recovering from an illness 

(Bibace & Walsh, 1980). This is evident in a study that asked, "What happens to a child 

in the hospital?" The overwhelming answer was "You get the needles," which illustrates 

the school age child's fear of bodily injury (Adams & Berman, 1965). The school age 

child fears pain, loss of control, and loss of love and respect. School age children also 

begin to feel concerned about modesty issues and a disruption to their everyday life, 

school, and friends (Bibace & Walsh, 1980). Their friends may not be allowed to visit 

them in the hosphal due to infection control, visitation rules, or distance and this may 

amplify their fears. 

Finally, an adolescent has fears relating to the long-term implications of the 

illness. At a time when peers are an important part of daily life, the adolescent is often 

isolated or separated from their peers when hospitalized. An adolescent fears bodily 

injury and pain and is concerned about changes in physical appearance. They are often 

concerned about modesty (Bibace & Walsh, 1980). For example, a teenager with cancer 

might wear a hat to conceal loss of hair from friends and other people because of concern 

for changes in physical appearance. 

Children's Conception of Pain 

There are unique stressors to hospitalization. A medical procedure is defined by 

Steward et al. (1996) as "any procedure conducted or supervised by medical personnel 
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for the purpose of evaluating or modifying heahh status" (p. 123). There are three 

dimensions that describe the relative distress to a child. These dimensions include: the 

painfulness of the procedure, the proximity of the equipment used in the procedure to the 

body, and the cognitive ability of the child to understand the need for the procedure 

(Steward et al., 1996). 

Harbeck and Peterson state that children's responses to trauma and medical illness 

are distinctly different from that of aduhs in their focus on the child's stage of cognitive 

development and the emphasis on the family system that the child lives in (Harbeck & 

Peterson, 1992). As discussed previously, children's developmental age, conception of 

illness, and perceived stressors can all affect their response to pain, A study by Harbeck 

and Peterson (1992) attempted to demonstrate a developmental continuum of children's 

understanding of pain. This includes their description of pain, why pain hurts, and 

expressing the value of pain. The child's understanding of pain causality progresses from 

the child being unable to verbalize why pain hurts, toward a verbal external 

generalization as to why pain hurts, to an explanation that may include a physiological or 

psychological cause. Interestingly, this study also found a high correlation between the 

child's reports of the pains their parents experience and their own pains. The observation 

of pain in others can clearly affect the pain experience of an individual (Harbeck & 

Peterson, 1992). Understanding how children may verbalize and experience pain is 

essential in understanding its effects on them. 
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Children ages two to six years often identify personnel based on their perception 

of what is occurring. In the beginning, power is absolute and the source of the power is 

"magical." The child views the purpose of the procedure and pain as not relevant to the 

child's heahh. Then, the child moves on to believe in the "good guys-bad guys" based on 

the amount of pain caused by procedure the person administers. The child may 

understand the purpose of the procedure that inflicts pain but may still take it as a 

personal assauh (Bibace & Walsh, 1980). 

Next, children ages seven to eleven years old can understand the personnel's 

authority and know the hierarchy of the environment. The child can classify procedures 

according to function and can comprehend changes in heahh status when explanation is 

involved. Words can be taken literally, so care must be taken to explain confusing 

terminology. The child then begins to understand the fiinction of the procedure even 

when personnel or equipment is changed. The child can understand the possible impact 

of the pain or procedure on his or her physical and psychological heahh. The child has 

more responsibility in self-care and can perceive the difference in how caregivers and 

patients feel. 

Lastly, children over eleven can understand a muhiple of procedures to serve the 

diagnostic functions. The child understands that by cooperating, less authority by 

personnel is necessary. The child now is able to have emotional and cognhive sensitivity 

to medical caregiver roles (Bibace & Walsh, 1980). 
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Coping During Hospitalization 

The developmental conception of illness and the stressors associated whh 

hosphalization leads naturally to questions on how to help a child cope whh 

hosphalization. Coping has been defined in many different ways. Coping refers to 

"one's abilhy to deal with new situations and stressful experiences; h includes an element 

of problem solving" (Rager & Vipperman, 1980, p. 144). Lazarus and colleagues 

developed a model of stress and coping that defined coping as "constantly changing 

cognhive and behavioral efforts to manage specific external and/or internal demands that 

are appraised as taxing or exceeding the resources of the person" (Lazarus & Folkman, 

1984, p. 141). Moreover, Lazarus and colleagues based their model on the premise that 

the individual's appraisal of a situation can determine his or her perception of threat. 

Effective coping can assist a child during times of pain or distress. Pain exacerbated by 

anxiety can represent a major event in the child's life and is remembered for a long time 

with the memory accompanied by "phobic defenses against hs possible return" (Freud, 

1952, p. 8). 

Coping is a skill that needs constant work, because what works during one 

stressful time or situation will not necessarily work in the next. As the novehy and 

challenges of one situation are handled successfully, mastery and competence emerge. 

Mastery resuhs from effective coping and established efforts of coping, while 

competence is the collection of skills resuhing from cumulative mastery achievement. 

16 



These skills can be encouraged, and parents and medical staff can assist in supporting the 

child's coping by understanding factors that contribute to optimal coping (Genevro et al, 

1996). 

The first contributing factor for optimal coping is the environment and hs support 

systems. The environment is important as h helps determine what kinds of exposure the 

child will have to new and challenging shuations. Aspects of the environment that are 

essential for coping are the child's opportunity for autonomy, the amount and age 

appropriateness of sensory stimulation, and the existence of challenging situations. This 

includes the emotional support provided by the parents to the child, and the respect and 

encouragement of a child's abilhies given by the parents (Rager & Vipperman, 1980). 

An environment that is conducive to children's understanding of illness or procedure 

allows for significantly better comprehension of and coping during the illness or 

procedure (Potter & Roberts, 1984). 

The second contributing factor for optimal coping is the child's past coping 

experiences. Children who have received gratification from previous accomplishments 

can usually remember this feeling and can utilize similar skills in conquering new 

challenges. Children who have had past frustrating experiences may not perceive new 

challenges poshively and may not utilize effective coping skills (Rager & Vipperman, 

1980). Therefore h is important to praise and encourage children when they have coped 

effectively whh challenges. 

17 



The third contributing factor can be the child's temperament and developmental 

level. A scale developed by Thomas, Chess, and Birch (1970) has identified nine innate 

temperament qualhies that characterize a child's individualhy. This scale consists of 

measures of the level and extent of motor activhy, the regularhy of daily schedule, the 

response to new objects or persons, the adaptability to change, the senshivhy to stimuli, 

the intenshy of response, the general mood (friendly, crying, etc.), the degree of 

distractibilhy, and the attention span and persistence in an activhy. For example, if a 

child is found to have irregular body functions, intense reactions, and a tendency to 

whhdraw from new stimuli, he or she likely will adjust slowly to change (Rager & 

Vipperman, 1980). 

The fourth contributing factor is the availability of a range of positive coping 

resources. Murphy (1961) suggests that children who possess the following 

characteristics are more likely to be successful copers: 

1. A range of gratification available to the child and the child's abilhy to accept 
substitute gratifications and find other outlets when needed. 

2. Attitudes of the child that include the abilhy to face challenges, resilience, and 
the capacity to mobilize resources after frustration. 

3. A range of and flexibility in the child's coping devices and defenses. 

4. The capabilhy to regress to allow for recuperation and gaining strength. 

5. Intervening variables such as the state of heahh and how much energy is 
available for coping, information that allows the child to prepare for 
experience, and level of parental coping and stress. 
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Many parents, family members, and medical staff have difficuhy in assisting 

children whh coping during a hosphalization. The more information that these 

participants in the child's care can get, the more support the child will have, and the 

better the child can cope. Parents of children in hospitals often feel as if their parental 

role has been taken away. Prior to their child becoming ill, parents generally are the only 

ones who can care for their child's needs. However, after the child becomes ill, the 

parents must relinquish control to the medical staff. This loss of perceived control has 

been linked whh an increase in anxiety in the parents (Melnyk, 1995). Knowing what 

behavioral changes to expect in their child and how to assist their child can hopefully 

increase a parent's confidence and participation in the process of guiding the child's 

medical care. 

In order to assist both the child and parent in coping whh hosphalization, the 

health care provider must be able to interact with the child on a developmentally 

appropriate level and assess his or her psychosocial needs. The focus in many heahh care 

programs tends to be on physical heahh, while the facets of emotional and psychological 

health are not emphasized to the same degree. Although many heahhcare providers 

consider emotional, psychological, and physical heahh as important, they continue to 

focus on the physiological heahh of the patient. Instead of explaining and describing the 

disease or procedure to the child, the heahhcare provider may focus on the physiological 

aspect of the illness. There need to be considerations regarding the child's culture. 

19 



religion, developmental age, and personality. Moreover, including parents in the 

clarification of medical information can help contribute to the child's understanding of 

the disease process or procedure (Whaley, 1999). Utilizing resources in the hospital such 

as child life departments, which focus on the psychosocial needs of the child, can help 

medical personnel implement a more complete concept of care. 

Child Life 

What is a child life program? Child life was established in the 1950s when the 

first Child Life and Education Program was established at Cleveland Metropolitan 

General Hospital (Thompson, 1989). Although once unknown in hospitals, child life is a 

program that is becoming a standard in pediatric settings as a way to address the 

psychosocial needs of the child (Committee on Hospital Care, 1993). Hosphalization can 

be a great stressor both for children and their families. They are exposed to an unfamiliar 

environment, have to deal with many different people, and are struggling to understand 

information they find difficuh to grasp. There is clearly a need for a support system in 

these chcumstances. This support system includes child life specialists. Child life 

specialists work in a medical setting whh children to help the child and family cope whh 

the stress and anxiety of the hosphal experience, and to promote the child's normal 

growth and development while in the hosphal setting. Child life specialists are able to 

facilhate coping by offering the child and his or her family support during procedures, 

medical play, medical preparation, and by encouraging the involvement of the family in 

the child's medical care (Committee on Hosphal Care, 1993). 
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Support for a child or family can be emotional support or procedural support. In 

emotional support, there is an establishment of a supportive and trusting relationship 

between a child life specialist, the child, and the family. This type of relationship has 

been shown to decrease distress during hosphalization (ACCH, 1995). This finding is 

important as a high level of anxiety has been shown to lead to ineffective coping and the 

lack of poshive support (Melnyk, 1995). During procedural support, the child life 

specialist will model behaviors that the parents may utilize to comfort their child. If the 

parent does not feel comfortable providing support or is not permitted in the treatment 

area, the child life specialist can provide procedural support through the use of breathing 

and relaxation techniques, alternative focus techniques, and guided imagery (Stanford & 

Thompson, 1981). 

Medical play is the use of real medical equipment and play materials to help the 

child express his or her feelings about hosphalization in a non-threatening manner 

(Stanford & Thompson, 1981). Instead of asking a six-year old what is upsetting her, the 

child can play out her fears or frustrations utilizing a doll. The six-year-old makes a doll, 

names her doll, and uses the real medical equipment on her doll. Instead of asking the 

child directly how she is feeling about an issue, the child life specialist might ask, "How 

is (doll's name) feeling today?" This is non-threatening to the child and allows for a 

more in-depth search for coping skills. 

Medical preparation is the use of appropriate language for the child's 

developmental age to describe what procedure they are going to have, or what h means to 

have a particular illness. These preparation programs reduce emotional disturbances in 

hosphalized children. Information given to the child includes the sequence of events, 
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sensory information, and suggestions for coping. Preparation is interactive in that h 

allows the child to participate by asking questions and voicing concerns (ACCH, 1995). 

By educating members of the heahhcare team about how to utilize child life for their 

pediatric patients, the complete needs of the child can be more effectively met. 

Research on the Doctor-Patient Relationship 

Although the research on child-physician relationships is scarce, research 

regarding general doctor-patient relationships is abundant. This is not meant to suggest 

that pediatric patients have the exact same needs as aduhs, as their needs are specific to 

their age and development. However, pediatric patients have family members and 

support systems made up of adults, so these issues have relevance to patient care. 

Personal histories, values, and biases may cause a patient to react to a physician in 

ways that inhibh or enhance the relationship. Feelings that resuh can ehher cause 

physicians to be overly distant, endangering the complete needs of the patient, or overly 

involved emotionally, which can have psychological and clinical consequences (Farber, 

Novack, & O'Brien, 1997). To ensure that the needs of the patient are being met, without 

emotionally overinvolving or compromising the physician, a framework for boundaries in 

patient care must be implemented that is specifically designed for pediatric patients. 

Boundaries in patient care are "mutually understood, unspoken, physical, and 

emotional limhs of the relationship between the trusting patient and the caring physician" 

(Farber et al., 1997, p. 2291). Boundaries are especially important where there are power 
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differentials, such as in the patient-physician relationship, where the physician has the 

necessary medical knowledge and experience to help the patient. This is especially 

important when working whh young children. Boundaries have parameters, which 

include the contact time between the two individuals, the amount of information shared 

by the patient and the physician, the degree of shared decision making, and the shared 

physical and emotional space (Farber et al., 1997). What can affect the formation of 

these boundaries are cultural and sociodemographic aspects of the physician's and 

pediatric patient's family and peers, such as gender, ethnichy, age, and attitudes toward 

illness and death (Farber et al, 1997). If these are issues that aduhs deal with, children 

deal whh them on their own developmental level. 

The doctor-patient relationship is especially important when working with these 

young patients and their families. The doctor must take into account the social variables 

that may affect the child and family's understanding of their medical care and interact 

accordingly in order for child-centered heahh care to occur. 

Invitation of a Patient and Family Perspective 

In the healthcare system, where patients see and interact with many doctors, 

nurses, aides, social workers, and other heahhcare professionals, the psychosocial needs 

of a patient might tend to be overlooked by the primary physician. This section will 

describe a strategy that can enhance the "human" qualhy of medical care. By 
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incorporating a "patient's review" into clinical encounters, physicians can take a look at 

the overall psychosocial needs of each pediatric patient. The "patient's review" 

addresses seven dimensions of care: (1) respect for the patient's or family's values, 

preferences, and expressed needs; (2) communication and education; (3) coordination 

and integration of care, (4) physical comfort; (5) emotional support and aUeviation of 

fears and anxieties; (6) involvement of family and friends; and (7) continuity and 

transhion (Delbanco, 1992). This model was originally suggested for aduh patients, but 

can be utilized effectively whh pediatric patients and their families to assist in meeting 

their psychosocial needs. This system can complement the organ-specific review of 

systems learned in medical school (Delbanco, 1992). Moreover, this review often 

promotes sharing of responsibilhy between pediatric patient, physician, and family. 

Dimension 1: Respect for patients' values, preferences, and expressed needs 

This dimension addresses the pediatric patient or family's short-term or long-term goals. 

What level of involvement does the patient or family want in decision making? What do 

they expect from the heahh care system? For example, would an older child be more 

compliant with managing his diabetes if he were to give his own insulin injections? 

Dimension 2: Communication and education 

This dimension addresses the issue of information. Does the patient or family have the 

information needed about clinical status, diagnostic tests, and treatment options? Does 
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the patient and family know what they need to know to manage on their own to the extent 

that they are able to do so? 

Dimension 3: Coordination and integration of care 

Is care delivered by the range of providers effectively coordinated? Does the patient and 

the family get consistent information from different clinicians? 

Dimension 4: Physical Comfort 

Is pain alleviated as much as possible? Does the patient have the help he or she needs 

whh bathing, eating, or other activhies of daily living? Have remediable defichs in 

functional status been adequately addressed? 

Dimension 5: Emotional support and alleviation of fears and anxiety 

Is the patient worried about his or her illness or hs effect on the ability to care for one's 

self? What are the principal stresses in the patient's life? Is he or she worried about 

paying medical bills or about lost income due to illness? Does the patient have access to 

appropriate support networks to help with these worries? 

Dimension 6: Involvement of family and friends 

Are family and friends appropriately included in planning and providing care? Do they 

have the support they need? 
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Dimension 7: Continuity and transhion 

Do the patient and family understand medications to take, treatment regiments to follow, 

activities to pursue or avoid, and danger signals to look out for? Are there clear plans for 

continuing care and treatment? 

For all of the reasons that have been reviewed in this chapter, h is apparent that 

pediatric patients differ from aduh patients. It is also clear that they benefit from having 

medical professionals who are knowledgeable about these developmental differences. 

However, information on the special needs of pediatric patients and how to best utilize 

child life specialists as a part of their care is not routinely included in medical education 

programs. For that reason, this thesis describes the development of an in-service training 

program for medical residents and nursing students designed to provide them whh this 

information. 
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CHAPTER III 

METHODS 

This study is designed to evaluate the impact of an in-service training regarding 

children, their development, and the utilization of child life on the knowledge of heahh 

care students. This chapter includes descriptions of the in-service training, a plan for hs 

evaluation, a description of the sample, and a description of the instruments used to 

measure the effectiveness of the in-service training. 

Program Design 

The Child Life In-Service is a developmental, service-based seminar designed for 

medical residents, nursing students, and nursing assistants. The one-hour in-service starts 

with a brief video that shows a child life specialist at work and gives examples of how to 

utilize these services. The in-service next covers topics such as the goal of child life, an 

overview of child development and children's conception of illness, the stressors 

associated with hospitalization and age-appropriate fears, and information on how to help 

a child cope whh hosphalization and hs procedures. A brief outline of the topics 

covered, along with a description of the video segment, is included in Appendix A. The 

goal of the in-service is to help students in the health care field learn how to effectively 

use child life services, as well as to deal effectively on a developmentally-appropriate 

level whh children they encounter throughout their careers in the health care field. 
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Sample 

For recruhment of the sample, instructors in local medical or nursing programs 

were asked to participate by offering the in-service to their students. Entire classes of 

medical residents, nursing students, and nursing assistants were recruhed. Although 

every student provided his or her own consent and each was free to decline participating, 

no one did. The sample consists of 65 students in the heahh care field who completed the 

in-service training, as well as the pre- and post-measures. There are 13 medical residents 

(20.0%), 37 nursing students (56.9%), 13 nursing assistants (20.0%), and two people who 

were nurses currently working in the medical field (3.1%). The sample is primarily 

Caucasian (78.1%) and female (90.5%). 

Procedure 

After obtaining permission from the Texas Tech Univershy Heahh Sciences 

Center School of Medicine, Lubbock Christian University School of Nursing, and the 

Clovis Community College Nursing Program, the researcher scheduled in-service dates 

for each subsample. This research was approved by the Texas Tech University 

Institutional Review Boards for the use of human subjects. 

Regarding data collection, the researcher inhially planned for the pre-program 

measures to be distributed one week prior to the scheduled in-service for each subsample. 

However, the researcher encountered difficuhy in this area. The course instructor for the 

first group of nursing students received the pre-program measures one week prior to the 

in-service whh a request for completion at that time. However, upon arrival at the in-

service she, the researcher was informed that the students had just completed the pre-
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program measures prior to researcher's arrival The nursing students then completed the 

post-program measures immediately following the in-service. Similar difficuhies were 

encountered whh the next two groups scheduled for in-services, the medical residents and 

nursing assistants. Course instructors ched difficulties whh distribution of the measures 

prior to the in-service and fear of not getting the measures back from students as reasons 

for distributing measures immediately before the in-service. 

Prior to the content portion of the in-service, the researcher explained the purpose 

of the in-service, and reviewed the human subjects information with the participants (see 

Appendix B). The researcher explained that their participation was voluntary and that 

they could refuse to answer any questions they did not want to answer. To ensure 

confidentiality, the participants chose their own identification numbers to write on the 

pre-program measures. The participants completed the same packet of measures at the 

end of the in-service training using the same identification number so that pre- and post-

measures could be matched for analyses. 

The post-program measures were completed immediately following the child life 

in-service, were returned to the instructor, and then returned to the researcher by the 

instructor. There were eight participants that were unable to complete the post-program 

measures in the time allotted. Five of these packets of measures were returned to the 

instructors the next day and the instructor forwarded them to the researcher. Three of the 

post-program measures were not returned. 
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Instruments 

The instruments were developed specifically for the assessment of this child life 

in-service curriculum. They were designed to measure knowledge about child 

development and the role of the child life specialist, attitude toward utilizing a child life 

specialist, and confidence in the professional's ability to care for pediatric patients. They 

included standard demographic information, and relevant questions on child life, child 

development, and children in the hosphal 

Demographic Information. The Demographic Information Questionnaire is a 7 

hem questionnaire that assesses the participant's age, educational program, year in 

program, gender, ethnicity, previous coursework in child development, and planned 

career path. A copy of the Demographic Information Questionnaire is located in 

Appendix C. 

Pediatric Interaction Questionnaire. The Pediatric Interaction Questionnaire 

(PIQ) is a 21-item questionnaire that was adapted from the Physician Interaction 

Questionnaire (Smhh et al, 1998). The Physician Interaction Questionnaire is a 38-hem 

questionnaire used to assess the attitudes of residents toward psychosocial skills used in 

medical care. This questionnaire was originally written in three forms to assess (1) the 

physician's confidence in using the skills described, (2) the perceived importance of the 

skill to the success of patient care, and (3) the physician's personal commhment to using 

the skill. The internal reliabilhy for the Physician Interaction Questionnaire was 

estimated by computing Cronbach coefficients. Smhh et al. (1998) report alphas for their 

sample ranging from .71 to .91 for the three forms of the PIQ they used. These are within 

the range of .70 or greater that is considered satisfactory. 
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For the purpose of the present research, the Pediatric Interaction Questionnaire 

was used to assess the heahh care provider's confidence in interacting whh pediatric 

patients. Confidence was scored on a 7-point Likert-type scale ranging from 1 (not at all 

confident) to 7 (completely confident). A copy of the Pediatric Interaction Questionnaire 

is located in Appendix D. 

Child Life In-Service Assessment Questionnaire. The Child Life In-Service 

Assessment Questionnaire (CLIA) is a 23-hem questionnaire that was developed 

specifically for this program evaluation to assess the participants' knowledge on topics 

such as child life and working whh pediatric patients. The CLIA was developed by the 

researcher based on the content of the in-service and consists of multiple choice and 

true/false questions. A copy of the Child Life In-Service Assessment Questionnaire is 

located in Appendix E. 

Child Life In-Service Program Evaluation. The Child Life In-Service Program 

Evaluation is a 6-item questionnaire that assesses the participant's opinions regarding the 

content and qualhy of the in-service. A copy of the Child Life In-Service Program 

Evaluation is located in Appendix F. 

Analysis Strategy 

A pre-post comparison of participants' knowledge of child development and the 

child life speciahy, as well as of their confidence in their abilhy to care for pediatric 

patients and attitude toward child life, was conducted. Pre-post comparisons also 

assessed the program's effectiveness across the various segments of the sample (e.g., 

comparing medical residents to nursing students, comparing male and female 

31 



participants) to the extent that there was an adequate sample size for the comparisons. In 

addhion, the participants' evaluation of the program and suggestions for improvement 

were analyzed. 
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CHAPTER IV 

RESULTS 

All of the analyses reported in this chapter were run on the sample of 65 students 

who completed the in-service training, as well as the pre- and post-measures. Analyses 

of the PIQ (Pediatric Interaction Questionnaire) and the CLIA (Child Life In-Service 

Assessment Questionnaire) only included complete scales. An examination of the 

number of cases lost by using this procedure found that not more than 4 cases were lost 

for any given analysis. 

Demographic Information 

The descriptive information for the sample by area of study is reported in Table 1 

Only 2 students were currently nurses. They were excluded from this demographic 

analysis. The sample was predominantly female (90.5%). The proportion of males and 

females in the sample did not differ significantly by area of study, y^ (2, N = 63) = 3.55, 

p = . 17. However, the age of the participants was significanfly different across the types 

of programs, F(2, 60) = 25.39, p < .0001. Scheffe's test of mean comparison found that 

all three groups were significantly different from each other. On average the nursing 

students were the oldest group and the nursing assistants were the youngest group. 

Because of the small number of participants in the specific ethnic categories (see 

Table 1), the researcher collapsed Hispanic, African-American, Asian, and Native-

American participants into the category of "minority" and Anglo participants into the 
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Table 1. 
Demographic information by area of study of participant. 

Variables 

Age 
Mean 
(Standard Dev.) 
Range 

Gender 
Male 
Female 

Ethnicity 
Hispanic 
African American 
Asian 
Caucasian 
Native American 
Other 

Year of Study 
r 'Year 
2°** Year 
3"'Year 
4* Year 
C.N.A. 
Masters 

Population 
Pediatrics 
Adults 
Geriatrics 
Undecided 
Pediatrics&Adults 

Number of Courses 
0 
1 
2 
3 
More than 4 

Residents 
(n=13) 

28.2 
(1.1) 
27-30 

23.1% 
76.9% 

15.4% 
0.0% 

15.4% 
69.2% 
0.0% 
0.0% 

38.5% 
30.8% 
30.8% 
0.0% 
0.0% 
0.0% 

100.0% 
0.0% 
0.0% 
0.0% 
0.0% 

16.7% 
33.3% 
16.7% 
0.0% 

33.3% 

Nursing Students 
01=37) 

33.6 
(8.9) 
21-51 

5.4% 
94.6% 

8.1% 
5.4% 
2.7% 

81.1% 
2.7% 
0.0% 

0.0% 
59.5% 
0.0% 

37.8% 
0.0% 
2.7% 

18.9% 
37.8% 
5.4% 

32.4% 
5.4% 

24.3% 
35.1% 
24.3% 
10.8% 
5.4% 

Nursing Asst. 
(n=13) 

17.6 
(.77) 
16-19 

7.7% 
92.3% 

16.7% 
0.0% 
0.0% 

75.0% 
0.0% 
8.3% 

0.0% 
0.0% 
0.0% 
0.0% 

100.0% 
0.0% 

46.2% 
7.7% 
0.0% 

46.2% 
0.0% 

38.5% 
30.8% 

7.7% 
7.7% 

15.4% 
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category of "majority" for the purpose of analyses. Two participants did not select an 

answer for the question regarding ethnichy so the n for this analysis is 63. The ethnic 

makeup of the sample did not differ significantly by area of study, x^ (2, N = 63) = 1.10, 

p = .58. All of the residents and almost half of the nursing assistants indicated they 

intended to work whh pediatric patients, although almost half of the nursing assistants 

were still "undecided" about which population they wish to work with. A much smaller 

percent of the nursing students intended to work with pediatric patients (18.9%>). More 

than half of the participants in each area of study reported they had no courses in child 

development or had only one single course prior to this in-service. 

The descriptive statistics by the gender of the participant is reported in Table 2. 

The age of the male participants (mean age = 28.83 years) did not differ significantly 

from the age of the female participants (mean age = 29.75 years), F(l, 61) = .01, p = .92. 

Gender differences in area of study, ethnichy of the participant, and population the 

participant wants to work with were not tested statistically because there were only 6 

males in the sample and there were too many small cells for chi-square analyses to be 

valid. 

Pediatric Interaction Questionnaire 

In the reliabilhy analysis of the PIQ for the present sample, Cronbach's alpha was 

.99. It appeared that the PIQ scale possibly contained several separate dimensions, such 

as meeting the emotional needs of children, understanding the developmental needs of 

children, and familiarhy with child life. Therefore, the researcher performed factor 
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analyses on the PIQ pre- and post-measures separately using Varimax rotation searching 

for a 2-, 3-, or 4-factor solution. There was no support for the 3 or 4 factor solution with 

either the pre-test or the post-test measures. 
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Table 2. 
Demographic information by gender of the participant. 

Variables 

Age 
Mean 
(Standard Dev.) 
Range 

Area 
Residents 
Nursing Students 
Nursing Assistant 

Year of Study 
r^Year 
r^ Year 
3"* Year 
4* Year 
C.N.A. 
Masters 

Ethnicity 
Hispanic 
African American 
Asian 
Caucasian 
Native American 
Other 

Population 
Pediatrics 
Adults 
Geriatrics 
Undecided 
Pediatrics&Aduhs 

Number of Courses 
0 
1 
2 
3 
More than 4 

Male 
(n=6) 

28.8 
(7.9) 
17-42 

50.0% 
33.3% 
16.7% 

16.7% 
16.7% 
33.3% 
16.7% 
16.7% 
0.0% 

0.0% 
0.0% 

33.3% 
66.7% 

0.0% 
0.0% 

66.7% 
16.7% 
0.0% 

16.7% 
0.0% 

50.0% 
16.7% 
16.7% 
16.7% 
0.0% 

Female 
01=59) 

29.7 
(9.8) 
16-51 

16.9% 
59.3% 
20.3% 

6.8% 
42.4% 

3.4% 
22.0% 
22.0% 

3.4% 

12.1% 
3.4% 
1.7% 

79.3% 
1.7% 
1.7% 

37.3% 
27,1% 

3.4% 
28.8% 

3.4% 

22.4% 
34.5% 
22.4% 

6.9% 
13.8% 
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However, in the analysis of the pre-test PIQ, Items 9 and 10 formed a second factor from 

the other hems in the scale. These two hems represented knowledge about child life. 

The resuhs of the two-factor solution for the pre-test measure are presented in 

Table 3. In the analysis of the post-test PIQ, a single factor emerged. See Table 4. 

Cronbach's alpha for the hems in the first factor on the PIQ pre-test was .95, Cronbach's 

alpha for the child life questions on the pre-test was .91. On these same items for the 

post-test measure, alpha = .99 for the first factor and .90 for the child life hems. 

In addhion, item 21, which was added specifically for the purposes of this 

research, was analyzed separately for both the pre-test and the post-test due to the content 

of the question. It asked, "How much do you believe the above questions are a part of 

your job as a heahhcare provider?" and was intended to assess the relevance of the 

material in the in-service training for the participants. 

A paired t-test comparison of the sum of the 18 hems in the Pediatric Interaction 

Questionnaire (PIQ) found a highly significant improvement from the pre- to the post-test 

measure, t(61) = 4.95, p < .0001. The average score on the pre-test was 87.62 and 

improved to 97.47 on the post-test. An ANOVA by area of study found that the amount 

of improvement for residents, nursing students, and nursing assistants did not differ 

statistically, F(2, 58) = 1.54, p = .22. Although nursing students improved their score on 

the PIQ by 11.47 and nursing assistants improved by 10.62, residents only improved by 

2.77. This suggests that nursing students and nursing assistants increased their 

confidence in their abilhy to interact with pediatric patients more than did residents, 

ahhough the difference between groups did not reach statistical significance 
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Table 3. 

Factor analysis of the Pre-Test of the PIQ (Pediatric Interaction Questionnaire). 

Factor 1 Factor 2 
PIQ Categories Interactions Child Life 

Identify potential fears (school-age) 
Identify greatest fears (young child) 
Recognize illness conception (preschooler) 
Establish trusting relationship 
Calm distressed child 
Provide supportive environment 
Explain procedure appropriately (school-age) 
Identify psychosocial needs 
Help child identify coping skills 
Decrease distress (adolescent) 
Identify potential fears (infants) 
Help child cope with pain (school-age) 
Involve parents 
Explain reason for hosphalization (school-age) 
Identify developmental needs (adolescent) 
Recognize fear (preschool child) 
Get info from child's family 
Use open-ended questions 
Explain purpose of child life 
Identify child life as a resource 

Eigenvalues 
% of variance accounted for 

.87 

.84 

.84 

.80 

.79 

.78 

.78 

.76 

.76 

.73 

.73 

.73 

.72 

.68 

.65 

.62 

.60 

.57 

.33 

.36 

10.10 
95.74% 

.85 

.81 

1.95 
4.25% 

Factor loadings of less than .30 were omitted from the table. Loadings for each factor are 
underlined. 
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Table 4. 

Factor analysis of the Post-Test of the PIQ (Pediatric Interaction Questionnaire). 

PIQ Categories 

Identify potential fears (school-age) 
Explain procedure appropriately (school-age) 
Recognize illness conception (preschooler) 
Help child cope whh pain (school-age) 
Identify greatest fears (young child) 
Involve parents 
Use open-ended questions 
Establish trusting relationship 
Identify potential fears (infants) 
Provide supportive environment 
Get info from child's family 
Recognize fear (preschool child) 
Explain reason for hospitalization (school-age) 
Calm distressed child 
Decrease distress (adolescent) 
Identify psychosocial needs 
Identify developmental needs (adolescent) 
Help child identify coping skills 
Identify child life as a resource 
Explain purpose of child life 

Eigenvalues 
% of variance accounted for 

Factor 1 
Interactions 

.93 

.92 

.92 
92 
91 
.91 
.90 
.89 
.89 
.89 
.89 
.89 
89 
.89 
.88 
.88 
.88 
.87 
.79 
.75 

15.63 
98.16% 

Factor 2 
Child Life 

.53 

.55 

.98 
1.86% 

Factor loadings of less than .30 were omitted from the table. Loadings for each factor are 
underlined. 
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An analysis of the change in the score on the PIQ by the gender of the participant 

found that the change was not statistically significant, F(l, 60) = . 11, p = ,74. Males 

improved their scores by 7.83 and females improved their scores by 10.06. An analysis 

comparing Caucasian and minority participants also found that the amount of 

improvement on the PIQ was not statisticaUy significant, F(l, 60) = 2.63, p = . 11 

(Caucasian mean = 11.43, minority mean = 3.42). 

The participants significantly improved their scores on the 2 questions in the PIQ 

that related to child life, t(61) = 8.77, p < .0001. Scores went from 7.12 on the pre-test to 

11.34 on the post-test. The comparison of gains in the participants' confidence to 

appropriately use child life differed significantly by area of study, F(2, 56) = 14.38, p < 

.001. Nursing students gained in their confidence in their ability to appropriately use 

child life by a score of 6.10 on these two questions, compared to a gain of 1.54 for 

residents and 1.85 for nursing assistants. However, there was no significant different in 

increased confidence for males versus females, F(l, 59) = .03, p = .86 (male mean = 4.50, 

female mean = 4.20) or for Caucasian versus minority participants, F(l, 59) = 2.09, p = 

.15 (Caucasian mean = 4.57, minority mean = 2.83). 

Finally, in a paired t-test of change on Question 21 (the question that asked about 

the perceived importance of these topics to the participant's job), there was no significant 

difference from the pre- to the post-test, t(42) = .66, p = .51. The researcher also found 

that there was no significant difference by area of study, F(2, 38 = 1.87, p = . 17, gender, 

F(l, 40) = .06, p = .81 (males = .00, females = -. 14), or ethnicity, F(l, 40) = 3.41, p = ,07 

(Caucasian = .06, minority = -.70). 
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Child Life In-Service Assessment 

A reliabilhy analysis was run separately on the pre- and post-measures for the 

CLIA. Because the internal reliabilhy was low (alpha = .60), the researcher tried several 

things to improve the reliabilhy before beginning the analyses. Fhst, the distribution of 

the responses for each hem was examined. There were several hems (Questions 1, 2, 4, 

9, and 11) that almost all participants got correct on the pre-test so there was no room for 

improvement on the post-program assessment. When these hems were dropped and the 

reliabilhy analysis was rerun, the reliability estimate dropped to .54. Therefore, all 

questions were retained. 

Next the researcher attempted to splh the CLIA into sub-scales in an attempt to 

improve the internal consistency of the measure. After running a principal components 

analysis for two, three, and four factor solutions, the researcher determined that there was 

no factor pattern that was meaningflil Next, the researcher examined the hems 

conceptually to look for a structure. Each hem was classified according to hs content. 

Questions 1-4 were classified as child life questions; questions 19, 21, and 22 were 

classified as stress or fear questions; questions 5 through 8, 10, 11, and 23 were classified 

as developmental questions; questions 9 and 12 were classified as outcome questions, and 

questions 13 through 18 were classified as illness conception. Question 20 did not fit 

conceptually into these classifications and was therefore omitted for these analyses. The 

researcher then re-ran a reliabilhy analysis on these conceptual subscales. The alphas for 

the sub-scales were even lower than the alpha for the CLIA treated as a single scale. 

Therefore, the CLIA were analyzed as a single scale. Because the internal reliabilhy for 
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this scale is marginally acceptable, the resuhs of analyses using the scale must be 

interpreted wdth caution. 

A paired t-test comparison of the scores on the Child Life In-Service Assessment 

(CLIA) showed a highly significant improvement of 2.91 questions in performance from 

pre-test to post-test, t(62) = 9.64, p < .0001. The mean score on the pre-test was 16 

questions and mean score on the post-test was 18.91 questions correct. 

Next the researcher examined whether the amount of improvement from the pre

test to the post-test differed by area of study or the gender and ethnicity of the 

participants. The amount of improvement shown by participants in the different areas of 

study was marginally significant, F(2, 57) = 2.41, p = . 10. Nurses increased their score 

on the CLIA by 3.38 questions, residents increased their score by 1.69, and nursing 

assistants increased their score by 2.92. These scores were not found to be significantly 

different by Scheffe's test of mean comparisons . 

There was not a significant difference in amount of improvement on the CLIA by 

gender, F(l, 60) = .40, p = .53, with women increasing their score by 2.98 questions and 

men increasing theh score by 2.33 questions. A trend is evident in the amount of change 

by ethnicity, F(l, 60) = 3.20, p = .08, with Caucasian participants increasing by 3.18 

questions and minorhy participants increasing by 1.83 questions. 

Child Life In-Service Program Evaluation 

To evaluate whether there is a difference in how much the groups "liked" the in-

service or how much they thought they "learned" from h, ANOVAs were run. Nurses 

"liked" the in-service significantly more than the nursing assistants or the medical 
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residents, F(2, 54) = 8.59, p < .001. Scheffe's test of mean comparisons found that the 

nurses (mean = 6.58) differed significantly from the residents (mean = 5.69) and nursing 

assistants (mean = 5.69). Regarding how much the participants thought they "learned" 

from the in-service, there also was a significant difference between groups of 

participants, F(2, 55) = 5.90, p_< .01. Scheffe's test of mean comparison indicated that 

nursing students feh that they learned significanfly more (mean = 6,5) than residents 

(mean = 5.46) from the in-service. Nursing assistants (mean = 6.0) fell at the midpoint 

and did not differ significantly from the other two groups. 

All of the participants, or 100%o, feh that the in-service should be offered to other 

medical residents, nursing students, and nursing assistants and all participants (100%) 

said that they thought the in-service would affect their interactions whh pediatric patients 

in the future. Because everyone answered "yes" to these two questions, no analysis by 

area of study, gender or ethnichy was conducted on these questions. 

However, addhional analyses did examine gender and ethnic differences for the 

question about "liking" the in-service and "learning" from h. A marginally-significant 

difference was found regarding how much males and females "liked" the in-service, F(l, 

55) = 3.90, p = .06. On a scale of 1 to 7, females had a mean score of "liking" the in-

service of 6.26 and males had a mean of 5.5. There also was a trend regarding how much 

males and females said they learned, F(l, 56) = 2,92, p = ,09. Males had a mean rating 

of 5.50 on this question and females had a mean of 6.21 

There was no significant difference in the amount that minority and Caucasian 

participants liked the program, F(l, 57) = .52, p = ,47. Minorities "liked" the program a 

mean of 6.36, while Caucasians "liked" the program a mean of 6.15. There also was no 
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significant difference regarding the amount minorhy and Caucasian participants thought 

they had learned from the in-service, F(l, 58) = .64, p = .43 (minority mean = 6.33, 

Caucasian mean = 6.08). 

Content Analysis of Written Comments on the 
Child Life In-Service Program Evaluation 

Question #4 on the Child Life In-Service Program Evaluation asked participants, 

"Should h (the in-service) be offered to other medical residents or nursing students? 

Why or why not?" All of the 42 participants answered "yes" to this question, ching nine 

different categories of reasons that the in-service should be offered to other medical 

residents or nursing students (see Table 5), The most frequent reason given by the 

participants (19%) for why the in-service should be offered was because h was 

"informative." Other reasons to offer the in-service included that h "educates on 

children's needs" (17%), "educates on available services" (14%), is "beneficial to 

children" (12%), is "applicable to people of all ages" (10%), "improves level of care for 

children" (10%o), is a "reminder to assess both medical and psychosocial needs" (7%), 

"taught about previously unknown aspect of health care" (7%), and "assists those who do 

not regularly work whh children" (5%). Furthermore, question #6 on the Child Life In-

Service Program Evaluation asked participants, 'T)o you have any additional comments 

or suggestions regarding the content or layout of the in-service?" The majorhy of the 24 

participants (33%)) answered "no" to this question (see Table 5). Another 25%> of 

participants answered whh "the in-service was enjoyable." In addhion to participants 

thinking the in-service was informative and enjoyable, several suggested h should be 
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extended through addhional information or a longer presentation. Overall, the 

participants thought that they had gained information from the in-service, that h would be 

beneficial to pediatric patients, and would make them better at their jobs. 
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Table 5. 
Content Analysis of Written Comments on the 
Child Life In-Service Program Evaluation 

Question #4: Should h be offered to other medical residents or nursing students? 
Why or why not? 

Category (all participants' answered "Yes" to this question) (n = 42) 

Assists those who do not regularly work whh children 2 

Taught about previously unknown aspect of health care 3 

Reminder to assess both medical and psychosocial needs 3 

Improves level of care for children 4 

Applicable to people of all ages 4 

Beneficial to children 5 

Educates on available services 6 

Educates on children's needs 7 

Informative 8 

Question #6: Do you have any addhional comments or suggestions regarding the 
content or layout of the in-service? 

Category (lL= 24) 

Information should be given earlier in educational program 1 

Request for a longer in-service 

Role play children's conception of illness 

Addhional information requested 3 

The in-service was informative 4 

The in-service was enjoyable 6 

No 8 
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CHAPTER V 

DISCUSSION 

The goal of the child life in-service was to help students in the heahh care field 

learn how to effectively use child life services, as well as to deal effectively on a 

developmentally-appropriate level whh children they encounter throughout their careers. 

In order to evaluate the effectiveness of the in-service, the researcher examined the scores 

on several measures for any significant improvement or increase from pre- to post-test in 

confidence, knowledge, or perceived importance of these skills. 

The sample was composed of a diverse group of participants, including medical 

residents, nursing students, and nursing assistants. The different groups who participated 

in the child life in-service did not differ significantly by gender and ethnichy. However, 

the age of the participants did differ significantly across area of study. The nursing 

students were the oldest and the nursing assistants were the youngest. This contrasts with 

a stereotypical belief that medical residents might be older than nursing students due to 

the length of their program of education. Furthermore, more than half of the participants 

in each area had not had any courses in child development or had only one course. This 

shows the need for addhional education on child development for those who want to 

work in pediatrics. This in-service was very brief and the amount of new knowledge that 

could be offered to participants was limited, but in-service training on child development 

could provide needed opportunity for further education for these heahh care workers. In 

order to understand patients' needs, heahh care providers must understand what those 

needs are. 
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In evaluating each part of this in-service, the resuhs were examined for the entire 

sample and then by area of study, gender and ethnichy. Across the assessments, there 

were few significant differences by gender and few significant differences by the 

ethnichy of the participants. However, there were several significant differences by area 

of study, and h was usually the nursing students who showed greater change from the 

pre- to the post-test measures than ehher residents or nursing assistants. An analysis of 

the pre-test scores found that the residents scored high on both the PIQ (mean = 97.92) 

and the CLIA (mean =19.23) and, therefore, had little room to improve between the pre-

and post-test. The nurses began at a lower level (PIQ mean = 91,57, CLIA mean = 

15.81) and so had more room for improvement between the pre- and post-test. This 

suggests that this type of in-service may be a particularly effective mechanism for 

training nursing students. 

There was a highly significant increase in the participants' confidence in 

interacting whh pediatric patients from the pre- to the post-test on the Pediatric 

Interaction Questionnaire (PIQ). Although the amount of change in confidence between 

participants from the different areas did not differ significantly, the greatest change in 

confidence occurred in the nursing students and the lowest change in confidence occurred 

in the medical residents. However, the residents were highly confident in their abilhy to 

interact whh pediatric patients to begin whh, while the nursing students' confidence grew 

after the in-service. Confidence in interacting whh children or pediatric patients is 

extremely important. Children will feel more comfortable during theh treatment if they 

sense that the heahh care provider feels confident in interacting whh them. 
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Participants also significanfly increased their confidence about their knowledge of 

child life, as measured by the two hems on the PIQ that asked about utilizing child life. 

Again, nurses showed a greater increase in confidence than ehher residents or nursing 

assistants. Lastly, there was no change from pre- to post-test on how much the 

participant believed the hems on the PIQ were related to his or her job. Theh thoughts 

regarding their responsibilhy to working with pediatric patients on a developmentally 

appropriate level were similar both before and after the in-service. Their responses on 

this single item started high (6,62) and ended high (6,50). 

The researcher was hoping to find an increase in the amount of knowledge that 

the participants had on child life and working with pediatric patients after the in-service. 

The participants' knowledge about child development and working whh pediatric patients 

was measured by the Child Life In-Service Assessment (CLIA) questionnaire. There was 

a significant change in the number of questions that participants could answer correctly 

on the CLIA from before to after the in-service. As a result, the in-service was beneficial 

in providing the medical residents, nursing students, and nursing assistants whh new 

knowledge on child life and child development. 

Finally, the evaluation of the in-service training was very poshive. It found that 

all participants agreed that h should be offered to other heahh care providers and that h 

would affect their fixture interactions whh pediatric patients. In evaluating how much the 

participants liked the in-service and how much they thought they learned from h, again 

nursing students said they liked the in-service and learned more from h than ehher the 

residents or the nursing assistants. This is an additional indication that nursing students 

are an appropriate audience for this type of in-service training 
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Limhations and Directions for Future Research 

Although child life has been in practice for nearly 50 years, h has been not been 

until recently that the publicizing of the work done by child life professionals, educators, 

hosphals, and the media have made child life more well known. The new-found interest 

in child life by those in the communhy and in the heahhcare environment makes h 

necessary to find ways to get information about child life out to the people who can make 

the best use of that information. Currently, research on the field of child life is limhed 

compared to the amount of research done on the effects of hosphalization on children and 

child development. However, utilizing child life services appropriately can help to 

reduce the negative effects of hospitalization on children. Therefore we need more 

research on how to get this information to heahh care professionals. 

This research was designed to educate medical residents, nursing students, and 

nursing assistants on the field of child life and how to work whh pediatric patients. 

However, the intervention is short (approximately one hour) and the participants were not 

followed longitudinally. Although the researcher attempted to administer the pre-test one 

week prior to the in-service, the pre- and post-tests were administered immediately before 

and after the in-service. As a resuh, there is the possibilhy that the short time span 

between pre and post-test may have affected the resuhs. Moreover, there are too few 

males in the sample to draw reliable conclusions about the impact of the in-service on 

them. 

Future research opportunities exist in many different ways. Following the 

participants longitudinally would allow the researcher to assess whether the amount of 

knowledge or improvement in confidence are retained over time. Research that followed 
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the participants longitudinally could also assess whether taking part in the in-service 

affected how heahh care providers actually interact whh pediatric patients and if child 

life is actually utilized. The present study can only say that participants say they will 

make these changes in their behavior, but it cannot tell whether they actually will 

Tailoring the content of the in-service to specific populations and theh role in the 

healthcare field, such as having a different in-service training for medical residents than 

for nursing students, may help to make the in-service more effective for these different 

audiences. 
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APPENDIX A 

WORKING WITH PEDIATRIC PATIENTS: A CHILD LIFE IN-SERVICE 

I Understanding the needs of children 

A, Child Life: What is h and why is h important? 

B, Child Life: How can h help the child? 

C, Child Life: How can it help the health care provider? 

II. Child development and children's conception of illness 

A. General overview of child development 

B. Stressors of hospitalization and age appropriate fears 

ni. Procedures and coping 

A. How to talk to children about procedures 

B. Coping during hosphalization 

IV, Caring for children: Incorporating child appropriate practices into heahh care 

Video Segment: The video shows a 5-year-old child receiving a pre-surgical tour of the 

hosphal whh her mother and the child life specialist The child is permitted to 

manipulate medical equipment, explore different areas of the hosphal, and ask questions 

about her upcoming surgery. The child life specialist facilhates developmentally 

appropriate medical play with the child regarding her upcoming surgery and tries to 

reduce any stress or anxiety that the child may be experiencing. 
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APPENDIX B 

PARTICIPANT'S CONSENT 

Thank you for your participation in this study. Working whh Pediatric Patients: A Child 
Life In-Service is designed to provide you whh applicable knowledge regarding pediatric 
patients and assist you in your career in the heahh care field. Working whh children in a 
heahh care environment can be a challenging as well as a rewarding experience. This in-
service was created in order to assist you in understanding the needs of the child and 
utilizing child life as a resource for the child's needs. The one-hour in-service includes 
information regarding child life services and programs, child development and children's 
conception of illness, and ways to help children cope whh hosphalization and procedures. 

Please take a few moments to complete the attached Demographic Information 
Questionnaire, Pediatric Interaction Questionnaire, and Child Life In-Service Assessment 
Questionnaire. All information/responses are completely confidential and anonymous. I 
will be the only one seeing your responses. I will analyze the data for the completion of 
my master's thesis, so please respond honestly to the questions. These forms will not be 
graded or count towards a grade in any course you are currently taking or any course you 
plan to enroll in. Please choose a personal identification number that only you will know 
and be able to identify to ensure confidentiality. Please write down the identification 
number that you have chosen in the space provided, as you will need this same 
identification number on the day of your in-service. Please bring the completed packet 
and your personal identification number to the in-service. The date, time, and location 
for your in-service are listed below. Thank you for your time. 

Sincerely, 

Kristen Romig, CCLS 
Certified Child Life Specialist 

Please Detach From Packet and Keep This Page to Assist You in Remembering 
Your Personal Identification Number for the Child Life In-Service. 

The personal identification number I have chosen is: 

The packet may be returned to: 
by 

My in-service date is scheduled for: 
Date Time: 

Location: 
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APPENDIX C 

DEMOGRAPHIC INFORMATION 
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* * * ' 

ID#: 

''To ensure confidentiality and anonymity, 
please write down your personal identification number below*** 

1. 

2. 

3. 

4, 

5. 

Demographic Information 

Area of study: 
D Medical Student 
D Medical Resident 
n Nursing Student 
^ Other: (please indicate) 

Please indicate year or level of study 
D r*Year 
D 2"** Year 
D 3^'Year 
D 4* Year 
D Other: (please indicate) 

Gender: 
D Male 
n Female 

Ethnicity: 
D Hispanic 
n African-American 
D Asian 
n Caucasian 
n Native American 
D Other: (please indicate) 

Please indicate your age: 

6. Please indicate the age of the population you wish to work with during your career: 
D Pediatrics 
D Adults 
D Geriatrics 
D Undecided at this time 

7, How many courses (excluding this one) have you taken on children and their psychosocial 
development? 
D None 
D 1 
D 2 
D 3 
D More than 4 
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APPENDIX D 

PEDIATRIC INTERACTION QUESTIONNAIRE 

Suppose you are providing heahh care to a child who was recently admitted to the 
hosphal for the first time. How confident are you that you can... 

1. Recognize fear or distress in a 
preschool age child? 

2, Explain the reason for the 
hospitalization or the diagnosis to a 
school age child in words he or she can 
understand? 

Not at all 
confident 

1 2 3 4 5 

Completely 
confident 

6 7 

3. Assist a school age child in coping whh 
pain? 

4. Use open-ended questions? 

5. Identify the developmental needs of an 
adolescent? 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

6. Identify potential fears or stressors for 
infants? 

7. Explain an impending procedure to a 
school age child using words that he or 
she can understand and using words 
that will not alarm the child? 

8. Identify the psychosocial needs of the 
child, regardless of age? 

9. Explain the purpose of child life? 

10. Identify and utilize child hfe as a 
resource when appropriate? 

11. Assist children in identifying successfiil 
coping skills from past medical 
experiences? 

1 

1 

2 

2 

3 

3 

4 

4 

5 

5 

6 

6 

6 

7 

7 
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12. Utilize the family as a resource for 
medical information as well as 
information on the child's personalhy, 
preferences, routine at home, normal 
responses to pain, etc.? 

13, Involve the parents in the heahhcare 
experience in a supportive, successful 
manner? 

Not at all 
confident 

1 2 

Completely 
confident 

6 7 

14. Establish a tmsting and supportive 
relationship whh the child? 

15. Calm or distract a distressed child in 
pain? 

16. Identify potential fears or stressors for a 
school age child? 

17. Effectively decrease an adolescent's 
distress during hospitalization? 

18. Recognize a preschooler's 
developmental conception of illness? 

19. Identify the greatest fears of a young 
child in the hosphal? 

20. Provide a supportive environment 
conducive to effective coping? 

21. How much do you believe the above 
questions are a part of your job as a 
heahhcare professional? 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

Not at all Very 
much 

1 2 3 4 5 6 7 
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APPENDIX E 

CHILD LIFE IN-SERVICE ASSESSMENT QUESTIONNAIRE 

Please choose the best answer to the following questions: 

1 What is the primary role of the child life specialist? 
(a) To be a member of the interdisciplinary team that deals whh the child's heahh 

care needs 
(b) To help keep the child from being bored during a hosphalization 
(c) To supervise children when other staff members are not available or do not have 

the time 

2. What is the primary role of the child life specialist in a procedure? 
(a) To leave the room to allow heahh care staff to perform the procedure 
(b) To help restrain the child during the procedure 
(c) To leave the room so the child will not associate pain whh the child life specialist 
(d) To assist the child with coping during the procedure 

3. Regarding a child's development, the primary role of the child life specialist is: 
(a) To help child "catch-up" in growth and development 
(b) To provide child whh developmentally appropriate toys and activhies 
(c) To assist the child in continuing to grow and develop 

4. Regarding medical information/questions, the child life specialist should: 
(a) Refer all medical questions to doctors and nurses 
(b) Explain diagnosis/procedure to child in language the child/family can understand 
(c) Not expand on diagnosis/procedure as not to distress the child or family 

5. For infants, the foremost experience of stress is due to: 
(a) Stranger anxiety 
(b) Infant's immediate response to pain 
(c) Dismption of normal routines 

6. Which age group best describes a child who may have fear of separation from 
family/friends, anxieties brought on by magical thinking or egocentric thought, and 
may fear he or she is the cause of the illness and fear punishment? 
(a) Infants 
(b) Preschoolers 
(c) School-age 
(d) Adolescent 
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7. Which age group best describes a child who has fears relating to long-term 
implications of the illness, fears bodily injury and pain, and has concerns about 
changes in physical appearance and modesty? 
(a) Infants 
(b) Preschoolers 
(c) School-age 
(d) Adolescent 

8. Which age group best describes a child who has fears of bodily injury and never 
recovering from an illness, fears pain, loss of control, and loss of love and respect? 
(a) Infants 
(b) Preschoolers 
(c) School-age 
(d) Adolescent 

9. Tme or False 
Although challenges in the hosphal environment can produce poshive growth and 
mastery, the medical interventions can produce negative effects on children's 
psychological development and adaptation. 

10. Tme or False 
A child's understanding of illness is not related to factors such as cognhive level and 
age, but to the child's experience with illness. 

11. Tme or False 
Children are miniature aduhs whose treatment can just be scaled dovm. 

12. Tme or False 
Children whh chronic illness already have two times the risk of emotional and 
behavioral difficuhies. 

13 The stage of illness conception is considered to be one of the most 
developmentally immature explanations of illness, as children cannot explain the 
manner in which events caused their illness, A main characteristic is the cause-effect 
relationship of experience. 
(a) Phenomenism 
(b) Contagion 
(c) Contamination 
(d) Internalization 
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14. The stage of illness conception states that the cause of the illness is 
located in objects or people who are near but not touching the child. 
(a) Phenomenism 
(b) Contagion 
(c) Contamination 
(d) Intemalization 

15. The stage of illness conception includes children between the ages of 7 
and 11, and is characterized by the child being able to distinguish between the cause 
of illness and the manner in which h is effected. The child views an object, person, or 
action extemal to self as having a qualhy that is bad or harmful. 
(a) Phenomenism 
(b) Contagion 
(c) Contamination 
(d) Intemalization 

16. The stage of illness conception describes children as seeing illness as 
located inside the body, while the ultimate cause may be outside the body. The 
illness may be seen as internal, but can only be described in vague and non-specific 
terms. 
(a) Contamination 
(b) Intemalization 
(c) Physiological 
(d) Contagion 

17 The stage of illness conception describes children explaining how a 
cause may be triggered by extemal events, but the source and nature of the illness lie 
in specific intemal stmctures and functions. 
(a) Contamination 
(b) Intemalization 
(c) Physiological 
(d) Psychophysiological 

18. The highest or most mature understanding of illness is the stage of 
illness conception, in which the child recognizes that thoughts or feelings can affect 
their heahh. 
(a) Contamination 
(b) Intemalization 
(c) Physiological 
(d) Psychophysiological 
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19. What is considered one of the greatest fears of a young child? 
(a) Needles 
(b) Pain 
(c) The unknown 
(d) Separation 

20. What is "people first" language? 
(a) Stating child's name before speaking to them, rather than calling them "honey" or 

"sweetie" 
(b) Identifying the person, then the disease (i.e. child whh diabetes) 
(c) Addressing the child or patient directly instead of talking about them 

21. Which word or phrase may have the least stressful meaning to a child? 
(a) Put you to sleep 
(b) Dye 
(c) I,V. 
(d) Shot 

22. When talking whh children about procedures, what should you not do? 
(a) Give Sensory Information (i.e. some kids say h feels like a tiny bug bhe...) 
(b) Provide Sequence of Events (i.e. first, you will.,. then, ...,) 
(c) Explain the child's role in procedure (Your job is to lie on your side and be still) 
(d) Give very little information as not to distress the child and family 

23. When talking with children about their level of pain, it is best to: 
(a) Assume that children do not handle pain as well as aduhs 
(b) Assume that some children overreact to pain and do not need additional 

medication 
(c) Recognize that children have varying levels of pain tolerance and may need more 

or less pain control 
(d) Ask the parents about the child's pain 

Thank you for your time and participation in this study! 
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APPENDIX F 

CHILD LIFE IN-SERVICE PROGRAM EVALUATION 

Thank you for your time and participation. Please take a moment to fill out the 
evaluation on Working whh Pediatric Patients: A Child Life In-Service. Your input is 
greatly appreciated. 

None Very Much 
1. How much did you like this 1 2 3 4 5 6 7 

program? 

2. How much do you think you 1 2 3 4 5 6 7 
learned? 

3. Should h be offered to other Yes No 
medical residents or nursing 
students? 

4. Why or why not? 

5. Do you think the information Yes No 
you have learned in the in-
service will affect how you 
interact whh pediatric patients 
in the future? 

6. Do you have any addhional comments or suggestions regarding the content 
or layout of the in-service? 
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