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CHAPTER I 

INTRODUCTION 

Hospitalization and surgery can be a very stressful and 

anxiety-provoking experience. One of the major factors which 

influences the way in which children cope with hospital admission is 

the amount of preparation they have received (Peterson & Ridley, 

1988). 

While research has been conducted on the issue of how to 

prepare patients for hospitalization, there has been little research 

conducted with a focus toward children. It has been agreed upon 

that pediatric preparation has been a helpful intervention toward 

managing pediatric hospitalization so as to minimize the possible 

negative impact of the experience. However, few studies have 

investigated children's perceptions about hospitalization. Perhaps 

this is why the literature is so rich in encouraging preparation 

programs for children, but has been inconsistent on many of the 

issues such as: when the preparation should occur, what media 

should be used, how to categorize the children according to age, 

and what information the preparation should include. 

The rationale for preparing children for the hospital 

experience and related procedures is based on the principle that 

fear of the unknown (fantasy) exceeds fear of the known. 

Therefore, decreasing the elements of the unknown results in less 

fear. When children do not have to cope with paralyzing fear, they 

can direct their energies toward dealing with the other unavoidable 
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stresses of hospitalization and benefit optimally from the growth 

potential of the experience (Whaley & Wong, 1991). 

Children who are admitted to a hospital without formal 

preparation may have some background information about the 

hospital experience from peers, parents, grandparents, nurses, 

doctors, or television shows. If children receive information from 

an informed person, this information may be beneficial in alleviating 

some uncertainty. However. the information that children have 

about hospitals and hospitalization may very well be negative or 

incorrect information. Children may have had grandparents who 

died in the hospital. This information may be the only way children 

relate to \'vhat the hospital experience is. 

How do children actually relate their past hospital experiences 

with the experiences they face as patients? It is not evident what 

children's perceptions are about hospitals. Faller (1988) writes 

about a four-year-old who the week before was taken on a group 

hospital tour by a nursing student. The child was asked to draw a 

picture about "going to the hospital." The child drew his picture 

similar to the one drawn on the next page and with exceptional 

pride, gave it to Faller. "This is the hospital?" She asked him. He 

nodded proudly. "Can you give me a little more to go on?" replied 

Faller. "It's the hospital," the child said. "Tell me about your 

picture of the hospital," requested Faller with great interest. He 

pointed to the center circle and said, "That's the doorknob to go in" 

(Faller, 1988, p. 38). 
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Figure 1 

Child's Dra\\·ing 

This child's pictorial response was \·ery literal. The account. 

however. e:\emplifies the \·ariations of the child's perception of 

verbal conununication as \\"ell as his response to a hospital tour. 

Faller ( 1988) indicates several questions that this story e1nphasizes: 

\Vhat is COllllnunicated to children \ ·erbally and e.\:perientially? How 

are adults Inispercei\·ed by children through conununication? Ho\v is 

the environ1nent \ ·ie\ved differently by children ? Are instructh·e 

experiences growth-producing or a.rL\:iety-laden? These are the type 

of questions that could be addressed \\ith the help of infonnation 

gained through studies such as this thesis. 

There has been a recent interest in de\·eloping hospitals that 

cater to the child patient. :.Iatters pertaining to the children's 

concerns and preparation for their hospital e:\periences are 1nore 

substantial th'-u1 they have been in the past. This thesis is a 

qualitath ·e study to disco\·er children's concerns about 
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hospitalization and to determine how these concerns are being 

addressed. Also, this thesis attempts to discover how preadmission 

programs can be tailored to be an effective means of alleviating 

children's concerns about hospitalization. 

To examine these issues, three types of data are examined: 

(a) a list made up of questions asked of hospital caretakers by 

children (b) interviews with patients of a large southwestern 

pediatric hospital (c) interviews with pediatric caretakers as well as 

literature obtained from the caretakers of other hospitals. 

This thesis contains five chapters. Chapter II is a review of the 

literature. It contains a discussion about managing patients' 

illnesses and concerns, the biopsychosocial approach that some 

medical practitioners are incorporating into their health care and 

the challenge of communicating with child patients. Chapter II 

concludes with a set of three research questions which are 

addressed throughout the remainder of this thesis. Chapter III is a 

detailed account of the methods used to gather and analyze data. 

Chapter IV is an analysis of the data collected. And, chapter V is the 

conclusion of this study, including implications, limitations and 

suggestions for future research. 
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CHAPTER II 

UfERA 1URE REVIEVV 

Managing Patients' Illnesses 
And Concerns 

How effectively children will cope with hospitalization is 

contingent upon a multitude of factors. Since hospitalization is 

frequently their first encounter with crisis, children's coping 

mechanisms are underdeveloped. Children's coping abilities are 

influenced by their personal experiences with hospitalization (either 

through their own or a family member's illness) as well as the 

approach used to prepare them for hospitalization (Peterson & 

Ridley, 1980). 

With the recent explosion in building children's hospitals, the 

issue of children's hospital preparation is more important than it 

has been in the past. At the present time, few hospitals actually 

have an existing program to educate children about their experience 

as patients and what they should expect. However, several 

children's hospitals are presently designing these programs. 

Knowledge of children's hospitalization concerns will be 

indispensable in the development of these programs. 

These preparation programs are presently part of the cutting 

edge in a new way some hospitals are looking at managing illness. 

They are based on the axiom that people become more comfortable 

with a particular situation as they are introduced to information 

about the situation. In the past, the medical practitioners have 

followed a biomedical approach to medicine that assumes that 
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disease can be fully accounted for by deviations from the norm of 

measurable biological variables (Engel, 1980). However, this 

approach does not account for potential social, psychological, or 

behavioral dimensions of illness, and demands that all illness be 

explained on the basis of biochemical or neurophysiological 

processes, almost totally ignoring the patients in its limited focus on 

the body (Marshall, 1993). 

Medical practitioners have recently begun to develop a more 

patient-centered approach to medicine. This approach had many 

labels throughout the literature, such as humanistic, and biosocial. 

The most prevalent term in the literature is biopsychosocial 

approach. The most current term used is bioethical. Using the term 

bioethical approach is not meant to imply that medical practitioners 

did not practice ethical medicine before using this approach. It is 

based on the same ideas as the biopsychosocial approach addressed 

by Engel ( 1980). Bioethics is a field to which many disciplines 

contribute, including philosophy, religious studies, law, the health 

care professions, and social sciences. McCullough ( 199 2) discusses 

the combination of these disciplines in forming a bioethical method 

of practicing medicine. For the purpose of this study, the most 

prevalent term, biopsychosocial approach will be used. 

The biopsychosocial approach takes a systems orientation to 

the examination of the patients. It not only takes biological factors 

into mind, but also weighs the relative contributions of the patients' 

personal characteristics and social context within which the patients 

live (Engel, 1980). Therefore, more of the patients' contributions to 
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the illness and cure may be considered when managing the illnesses 

of the patients. The biopsychosocial approach to medicine assumes 

that the more information patients can give about themselves, the 

more thoroughly, and better the practitioner can relay information 

back to the patients. This exchange can also help alleviate concerns 

for patients. This biopsychosocial approach is not in opposition to 

the biomedical approach. It is intended to complement the 

biomedical approach (Engel, 1980). 

The remaining part of this chapter contains first, a section 

discussing the importance of communication in the biopsychosocial 

approach of practicing medicine. The primary ingredient of the 

approach is communication between the medical practitioner and 

children as well as children's parents. This is an issue that 

communication scholars may be the most qualified to address. 

Also in this first section is a review of the positive and negative 

consequences of effective communication in health care settings. 

The last section in this chapter is about the unique challenge of 

communicating not only with any patient but with children as the 

patients. Addressed in this section is the limited literature that 

focuses on children's hospital concerns as well as the need for 

developing methods of communicating with children about their 

concerns. 

Health Communication And The 
Biopsychosocial Approach 

This biopsychosocial approach to medicine should be of 

particular interest to communication scholars, since the approach 
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places such an emphasis upon communication between the patients 

and practitioners. This approach highlights the importance of 

attending to the patients' concerns and needs for support and 

information (Smith & Hoppe, 1991 ). A particularly prominent 

communication theory, uncertainty reduction theory (Berger & 

Calabrese, 1975; Berger & Bradac,1982), should be highly applicable 

to this approach. 

Berger and Calabrese's (1975) uncertainty reduction theory 

argues that, when motivated to develop a relationship, interactants 

are primarily concerned with gaining information which will help to 

increase the ability to predict their O\Vn behavior and that of others. 

To acquire this information, communicators utilize what are termed 

information acquisition strategies. Since uncertainty reduction 

theory is based on the assumption that motivated actors will seek 

information to increase their level of situational predictability, it 

seems reasonable that this theory would also be pertinent for 

contexts where pediatric patients are concerned about the 

uncertainty they face. Pediatric patients are uncertain about issues 

other than interpersonal relational knowledge. However. by 

applying the general principles of uncertainty reduction theory to 

these situations, we can better understand how reduction 

techniques are used to alleviate the children's uncertainty about 

hospitalization. 

It is not unprecedented to extrapolate uncertainty reduction 

theory to areas beyond interpersonal relations. Douglas ( 1991) 

drew upon task achievement and task diagnostic studies by 
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Sorrentino and colleagues (Sorrentino & Hewitt, 1984; Sorrentino, 

Short, and Raynor, 1984) in formulating his approach to global 

uncertainty in interpersonal relationships. Roloff ( 1987) applied 

the fmdings from "self' uncertainty studies (Cushman & Craig, 1976; 

McCall & Simmons, 1978) in formulating a viewpoint on conflict 

management. Similar applications could be made in the context of 

uncertainty reduction among pediatric patients. 

Albrecht and Adelman's (1984) discussion of supportive 

communication and life stress, such as physical illness, explained 

that people need relationships in which uncertainty is low and 

support is readily available. Albrecht and Adelman summarize the 

definition of social support as the way in which communication 

behaviors tie individuals to their social environment and act in a 

way to enable the individuals to positively relate to that particular 

environment ( 1984 ). The biopsychosocial approach, when used by 

medical practitioners in the form of preparatory progratns, may 

enhance the children's chance to form a communication network of 

supportive relationships with their caretakers, thereby reducing 

uncertainty about their situation. 

Several researchers have argued that the technological 

advancements in medicine have created changes in the status of 

doctor-patient relationships (Krupat 1986; Speedling & Rose, 

1985 ). Patients should take a more active role in the therapeutic 

process (Schneider & Tucker, 1992). The need for good 

communication skills has been heightened because if the 

biopsychosocial approach is to be used, the medical practitioner 
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n1ust elicit information on the patient's concerns, ideas, needs, and 

desires. They do this by allowing the patient to take the lead in the 

interactions (Marshall, 1993). There are several terms that are used 

interchangeably throughout the literature such as: worries, fears, 

anxieties and concerns. However. for the remainder of this chapter 

the concept will be labeled "concerns." 

The research demonstrates that adopting this biopsychosocial 

approach to medical interviews increases patient satisfaction (Rater. 

1989), increases patient compliance (Hall, Rater, & Katz, 1988). 

and increases patient knowledge and recall (Hallet al .. 1988). The 

main focus of hospital preparation programs is to alleviate as many 

of the patients' concerns as possible while also attending to their 

other needs and desires. 

From a communication perspective. there are many 

communication skills which cannot be ignored in order to 

effectively use the biopsychosocial approach. To achieve effective 

communication with the patient, the medical practitioner must be 

competent not only in medical areas, but also in a number of basic 

interaction skills. These skills include putting patients at ease, 

eliciting historical information, interviewing logically, listening to 

the patients, interrupting when necessary, observing and responding 

to verbal and nonverbal cues, using appropriate question types that 

express interest and concern, and offering encouragement 

(Pendleton, 1983; Reiser, 1985). Another important skill needed, 

one that many medical practitioner lack, is the ability to express 

their knowledge about the patients' situations without the use of 
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medical terms and jargon that make the explanation unclear 

(Batenburg & Gerritsma, 1983 ). It has been claimed, however. that 

it takes training to develop these skills. The majority of medical 

professionals do not receive this training (Evans, Stanley, & Burrows, 

1992). 

Although there appears to be an increase in awareness for the 

need for communication skills training, few persons in the medical 

community are being offered the extra training in communicating 

with patients. This is definitely true of training in how to 

communicate with children. According to Douthit ( 1992), the trend 

is that explanations are given to the children after a hospital 

experience. Oftentimes, people do what the doctors say, even 

without explanation because of the overarching premise that 

doctors have their best interests at heart. Usually this is true. but 

interest should be developed into words. However, there is little to 

no preparation for the doctors in how to communicate with children 

at their language level (Douthit, 1992). 

According to Jellinek ( 1990), attitudes evolve so quickly that, 

even as a medical student during their fourth year, they appear 

rushed during medical interviews. Instead of encouraging or at least 

being receptive to "yes" answers, they soon begin to wish for "no" 

answers. By the end of medical school, most students are expert at 

high-speed rhetorical questioning delivered with nonverbal signals 

(leaning forward, knees together, scribbling notes) that say, "I am in 

a hurry." jellinek (1990) also states that patients know from the 

tense posture and exhausted expressions that the staff is in a hurry 
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and want them to edit "extraneous" information from their replies 

and answers. It is important to remember that a dissatisfied, 

confused, concerned patient and family will recapture the time 

"saved" from cutting explanation time by seeking attention through 

other means. Extra attempts to question the staff, poor compliance. 

redundant phone calls from members of the family, and angry 

demands may all be, in part, manifestations of a family whose needs 

have not been met. These needs may very likely have been met if 

addressed by a more biopsychosocial approach. 

Whether the lack of communication skills is due to lack of 

training, time constraints. emotional detachment, or simply not 

realizing their shortcomings, the consequences of poor 

communication are severe. When medical practitioners do not show 

the appropriate communication skills, there may be a nun1ber of 

negative outcomes for the patients. These include decreased 

satisfaction with the encounter (Evans, 1984 ), criticism regarding 

the quantity and quality of information transmitted to the patients 

(Ley, 1983), an inability to recall what was said by the medical 

practitioner (Ley, 1983), or an unwillingness on the part of the 

patients to comply (Meichenbaum & Turk, 1987). 

As an additional note, although the focus of this thesis is not 

directed toward doctor communication alone, according to 

Schneider and Tucker (1992), improved communication between 

doctors and patients theoretically will lead to more satisfying health 

care outcomes: low job burnout ratios, less litigation, relationship 

satisfaction, increased demands for service, and reduced levels of 
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stress. Therefore, good communication between any medical 

practitioner and patient should not only prove to be beneficial for 

the patient, but also for the entire medical staff. 

The Unique Challenge Of Communicating 
With Child Patients 

Anyone who has communicated with children recognizes how 

different it is than communicating with adults. The vast majority of 

studies that have been conducted concerning practitioner-patient 

communication factors have been focused on the adult patient. 

Communication tnust be tailored in an even more delicate manner 

to interact successfully with children. With a child as a patient, the 

communication problems are greater than with an adult patient. If 

it is so difficult for a medical practitioner to communicate 

effectively with adults, the probability of appropriate 

communication with children is even more slim. 

The moment children walk into a hospital they begin to absorb 

every sight and sound. From the lobby to the admission office, to 

the laboratory and x-ray room, and onward to the preparation 

room, and finally to the children's rooms, dozens of new faces and 

strange new sights are viewed and remembered by the youngsters. 

Also, the children's escort through this process, usually their 

parents, may also be extremely sensitive during this period (Zweig, 

1986). Good communication with both the children and the parents 

is an important tool for improving the outcome of hospitalization 
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(Brantly, 1991 ). There are relatively few studies that have actually 

addressed the differences in communicating with children as 

compared to adult patients. 

As mentioned earlier, people need relationships in which 

uncertainty is low and support is readily available (Albrecht & 

Adelman, 1984). In the case of children, the support system, or 

medical practitioners, need an approach to use in order to 

communicate more effectively with them. This approach should be 

based on scientific research and should enable the child to relate 

positively to his hospital experience and environment. 

What makes communication effective in terms of relating to 

children? There seem to be many opinions about how to effectively 

communicate with children, but the literature cites very few studies 

on the matter of how to communicate with children as patients. 

Ways to communicate in order to relieve children's concerns about 

hospitalization have also not been addressed in research literature. 

Robinson (1987) interviewed twenty-one preschool children to 

determine their conceptualizations of health and illness. Robinson 

(1987) found that the children gave more detailed explanations of 

illness than health, which reflected an experiential, sensory-based 

disposition of preschoolers' conceptions of health and illness. Thus. 

it was recommended that in addition to the verbal explanations 

about what is done, explanations about how this influences the 

child's sensory experiences also need to be included in the 
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interactions. Effective communication with children is not merely a 

matter of the content of what is said. Verbal explanations should be 

accompanied by sensory experiences. 

In a study of forty healthy fourth graders, Wilson (1987) 

compared the effects of using two different types of media to 

encourage children to discuss their concerns about hospitalization. 

With one group of children, reading a book was used to encourage 

discussion of concerns about hospitalization. With another group of 

children, slides, photographs and demonstrations were used to 

encourage discussion of concerns about hospitalization. No 

statistically significant differences were found among the groups of 

children receiving either method of hospital preparation. However, 

there has been little discussion in the literature about what the 

concerns of the children are. 

Although this does not address what specific concerns are or 

how to communicate about them, we also know of several concerns 

that most children unavoidably will face due to personal experience. 

For example, a survey asked teenagers which of a list of things "ever 

really frightened you." One of the most frequent responses was 

hypodermic needles (Gallup, 1982). 

Theoretically, there are a number of guidelines which seem 

pertinent to adult-child communication in the health setting. 

According to Brantly (1991), appropriate communication is 

paramount to preparing each child for hospitalization. Children are 

highly sensitive to both verbal and nonverbal means of 

communication and internalize their own interpretations of 
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communicated messages. They are normally not likely to share 

their interpretations unless prompted by an adult (Brantly, 1991). 

Short, simple verbal explanations appropriate to the child's level of 

comprehension are indicated. language which is pertinent to age 

level is essential because unfamiliar words can be misunderstood. 

For example, a child might associate an explanation such as "the 

doctor will put you to sleep" with the fate met by the family pet 

(Coghlan & Beed, 1987). Use of non-threatening words or phrases, 

such as calling an incision "a special opening" instead of a "cut." vvill 

be less frightening to the child. As the child's cognitive level 

increases, scientific and medical terminology is more fitting. 

One would assume that children's information networks 

include their parents and peers as well as practitioners. While the 

literature does not focus on information carried across through 

peers of the children, it does state the importance of parental 

involvement in the preparation process. However, studies have 

shown that parents are more likely to discuss and help prepare their 

child for hospitalization if a preadmission visit is provided (Meng, 

1980). This theory returns the responsibility of providing 

preparation to the practitioners. These networks will be addressed 

further in chapter five of this thesis. 

In order to interact appropriately and effectively with children 

of different ages, the staff involved in any preparation program 

would have to understand some of the concerns that are common at 

different stages of development and how they may be manifested 

during hospitalization (Coghlan & Beed, 1987). 
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Medical practitioners dealing with both parents and their 

children have a heavy load of communication responsibility. As 

mentioned earlier, the biopsychosocial approach highlights the 

importance of eliciting information and attending to the patients' 

concerns, ideas, needs, and desires. In order to help manage these 

concerns, the practitioner must first have some knowledge about 

what the concerns may be. However. research in the area of 

children's concerns about hospitalization and alleviating these 

concerns is lac king. 

Children learn to be concerned by direct experience with 

negative events and by witnessing or hearing about dangers 

(Sarafino, 1986). The children's perceptions of present events can 

be influenced by personal experiences (e.g., past painful 

procedures) and concerns. Family anxiety over past experiences can 

also be transmitted to the child. Children learn many important 

things from the experiences they have in their worlds, one of which 

is to anticipate danger. This anticipation arouses concerns and 

motivates children to be cautious and prudent, and this prevents 

them from being harmed. For example, not playing with matches 

for concern of being burned--again. However, some concerns. such 

as in the case of hospitalization, may be more harmful than helpful. 

In the case of hospital preparation programs, it is the practitioners' 

duty to alleviate unnecessary concerns. In this case, "prevention is 

the first line of defense in helping the child cope with fear" 

(Sarafino, 1986, p. 86). 
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Zurlinden ( 1985) developed a hospital crisis model for 

assessment and intervention based upon age groups, hazards of 

hospitalization, and balancing factors to aid in preparing children 

and adolescents for hospitalization. The bases of the model is to 

give pediatric nurses a chance to generically assess the children by 

attending to the concerns that the children may be feeling, their 

perceptions of how the children are perceiving the event, how the 

children are supported socially, and what coping skills the children 

have to deal with the experience. The idea is that the nurse is to 

intervene in cases where a child may be going through "crisis." 

While the five concerns that he discusses have no empirical 

background, the literature addressing the issue seems to agree on 

some version of them: (a) Harm or injury, (b) separation from 

significant others and usual routine, (c) unknown environment and 

personnel, (d) unclear limits and role expectations, and (e) loss of 

control and abilities. He states that they are "common to all 

hospital experiences." However, it is important to remember that 

one dimension of his model is that of age. Fach age group would 

experience the concern with a different focus, e.g., the 4 to 7 year 

old would fear separation from parents, whereas the adolescent 

would be more concerned with separation from peers (Zurlinden, 

1985). 

One of the reoccurring themes in the literature about 

communicating with a child is that we, as adults, should think like a 

child. Kids Say the Darndest Things is the title of a book that was 

written by Art linkletter. Children not only say the "darndest 
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things," they also think and imagine them. Sometimes children's 

thinking and imagination can create threats that lead to concerns 

(Sarafino. 1986). Often these concerns seem "silly" to adults. No 

matter how hard an adult tries, it is improbable that an adult will 

actually be able to "think like a child." 

While preparation for hospitalization is becoming a common 

practice in the biopsychosocial approach to managing illness and 

alleviating the children's concerns, there is no universal standard or 

program that is advocated in both general and children's hospitals. 

The literature is obviously rich in encouraging preparation programs 

for children. It has not been substantially consistent on many of the 

issues such as: when to prepare the children, what media should be 

used and how the children should be divided according to certain 

age groups. 

Hospitalization and surgery are always tense experiences for 

children and their families. The increased use of day surgery units 

can increase stress and confusion (McFadden. 1989). Day surgery is 

when patients are either admitted and discharged on the same day 

of surgery, or when they are admitted the morning of surgery and 

discharged from the hospital the following morning. Designing a 

totally child-oriented or stress-free hospital is not possible, but it is 

the responsibility of the hospital to make the experience as positive 

as possible. 

Medical treatments that require the child to be in a hospital 

over a period of at least one night, need to be handled with special 

care. Hospitals are big, busy places with unfamiliar and frightening 
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apparatuses and procedures. Add to this all of the rmfamiliar 

people and sometimes separation from the parents, and there are 

the ingredients for a scary experience (Sarafino, 1986). Once again, 

it is the hospital's responsibility to make the children and their 

families feel more comfortable with the hospital environment as 

well as the events and procedures surrounding the hospital 

experience. 

Prior to accepting responsibility for the development and 

implementation of preoperative tours, in-service training and 

adequate staff are essential. Guidelines need to be developed. An 

evaluation plan to determine the effectiveness of the program 

should be incorporated. According to Whaley and Wong ( 1991). 

although preparation programs that are given for nursery and 

elementary schools are popular in many communities, it is essential 

that their benefit to children be documented through research. 

Data can be obtained from the staff in planning and implementing 

preadmission programs and should be an integral part of the 

evaluation process. 

The literature clearly supports the positive consequences of 

appropriate communication but also states that this communication 

is oftentimes lacking. It is in the hospital's best interest to take up 

the slack where the physicians, as well as parents and peers, may 

not be able to effectively prepare children for the hospital 

experience. 

With the growth of children's hospitals, there has been more 

interest shown toward hospital preparation programs. However, 
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there is little literature, based on research, that discusses how to 

approach children's concerns about hospitalization. By examining 

the concerns and causes of them, research can be used to tailor 

these preparatory programs for optimal effectiveness. Also, finer 

determinations could be drawn concerning the evaluation of these 

programs. 

This qualitative study examines the concerns children have 

about hospitalization and how they are presently managed by 

caretakers of the child. The ultimate goal is to create guidelines for 

medical practitioners to use in developing better programs for 

addressing children's concerns. In order to improve the care of 

children who are patients in the future, three specific research 

questions are explored in the remainder of this thesis: 

RQ 1: What are children's concerns about hospitalization? 

RQ2: What forms of communication are presently being used 

to address the concerns of children about hospitalization? 

RQ 3: How should pediatric preparatory programs be 

designed or developed to enhance their effectiveness in 

alleviating children's uncertainty about the hospital process? 

The third chapter of this thesis is a detailed account of the 

methods used to gather and analyze data Chapter N is an analysis 

of the data, and the fmal chapter is a conclusion of this thesis, 
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including implications, limitations and suggestions for further 

research. 
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CHAPfERill 

MEfHODS 

In order to explore the prospect of more successfully 

addressing children's concerns about hospitalization, this thesis 

examined three types of data. Data gathered from caretakers in a 

southwest children's hospital that does not currently have a formal 

preparation program, interviews with child patients in that hospital, 

and interviews with pediatric caretakers as well as literature 

obtained from the caretakers of other hospitals, were examined. 

Initially, the project was approved by the Texas Tech 

University Human Subjects Committee for the study. A meeting was 

then held with an administrator of a southwest children's hospital in 

order to set guidelines for the research and receive permission to 

use the facilities of the hospital for the study. The forms that were 

to be distributed among different locations of the hospital as well as 

the parental consent form that was to be used for the child 

interviews were approved and meetings were set up with several 

hospital employees to acquire final instructions and guidelines. 

The hospital is a 52 bed children's hospital located in an area 

with a population of approximately 200,000. The children's hospital 

is a separate operating unit encompassed within one of the largest 

general hospitals in the Southwest. It has been open for 

approximately six months and has no formal preadmission program. 
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Data Collection 

Preliminary Ust of Children's Concerns 

First, with the assistance of caretakers of the hospital, a list 

was compiled over the period of approximately two weeks. These 

caretakers included hospital volunteers, nurses, the chaplain, the 

information center staff, the child life specialist and the hospital 

admittance staff. The list was to have contained any questions the 

caretakers were asked by a child or adult that was with a child. It 

was expected that some of children's concerns could be identified 

through an examination of these questions. It was also presumed 

that this information would be useful in planning and implementing 

the interview schedule discussed next. 

Interviews With Child Patients 

Twenty-five moderately scheduled interviews with actual 

patients of the pediatric hospital were conducted. A copy of the 

interview schedule is included in Appendix A. An explanation was 

given to the parents or guardians of the children about the study. 

The guardians or parents were then asked permission to interview 

the children. After the parents read and signed an agreement giving 

their consent for the interview. the children were also asked 

permission to "visit" about being in the hospital in order to "help 

the interviewer do some homework to learn more about the 

hospital." If the children were old enough, they were also asked to 

sign the consent form for the interview. A copy of the parental 

consent form is included in Appendix B. It was stressed to both 
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parents and children that the interviewer did not work in the 

hospital and was not a doctor or nurse. The parents and the 

children were also informed that the interview would be recorded 

but that the interview would be strictly confidential and that 

anonymity would be maintained. The interviews were recorded in 

order to later make transcripts of each of them. 

Of twenty-nine parents and patients that were asked for an 

interview, four declined. The majority of the interviews were 

conducted in the children's rooms. Two of the interviews were 

conducted in the playroom of the hospital as well as in the 

children's rooms. The participants ranged in age from three years 

to fourteen years and had been patients from periods ranging from 

an hour to two weeks. The reason for conducting interviews at 

different times during the children's hospital stays was to enable 

collection of initial concerns the children might have and also 

derived concerns of the children during the hospital stay. The 

interview was designed to probe into the questions asked of the 

caretakers in the first stage of data collection and also to more 

accurately capture the children's perceptions and opinions of the 

hospital experience. 

A variety of questions were asked. Questions such as, "Why 

are you here? Did anyone tell you what it would be like to be in the 

hospital?" and "What are the doctors and nurses doing to make you 

better?" were asked to see if the children were aware of why they 

were in the hospital, what was being done for their treatment and 

what the children thought about the procedures used to treat them. 
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They were also used to help discover what messages the children 

were given as preparation for hospitalization and from whom they 

received these messages. Questions such as, "Have you ever been to 

a hospital before? What do you remember about itl I remember 

that it is just a little scary to be in the hospital, what do you think 

makes a hospital scary?" and "What is the worst thing about being in 

the hospital.?" were asked in order to discover what the children's 

specific concerns were about hospitalization. 

literature Collection and 
Pediatric Caretaker Interviews 

The final type of data was in the form of documents gathered 

from caretakers of ten other pediatric hospitals. Hospitals 

examined were in Texas, Louisiana, New Mexico, and Minnesota. Of 

these ten hospitals, two were located in cities of approximately 

100,000 people. Two other hospitals contacted were located in 

areas of 200,000 people. The remaining six hospitals were located 

in metropolitan areas. Six of the hospitals were free standing 

children's hospitals. These six were large hospitals; the smallest 

contains SO pediatric beds. The remaining four hospitals were 

pediatric hospitals included within general hospitals. 

Materials collected were made up of any literature the hospital 

gives to children, parents. and other caretakers about preparing 

children for hospitalization. Also, moderately scheduled interviews 

were held with these hospital caretakers. The caretakers included 

several pediatric nurses, persons involved in the admitting process, 

and child life specialists. A copy of the interview schedule is 
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included in Appendix C. The interview was designed to discover if 

the hospital had a formal or informal preparatory program and what 

types of messages are used in the programs. The majority of these 

interviews were held over the phone and lasted from five to fifteen 

minutes. 

Methods of Analysis 

Preliminary List of Children's Concerns 

The list was compiled in order to form a base from which to 

state and understand some of the specific concerns of children and 

to guide in the construction of an interview schedule to use with the 

children. The questions that were obtained from the list were 

categorized according to the type of concerns the children or adults 

may have had. An attempt was made to compare the responses 

from the list to Zurlinden's ( 1985) five types of fears that are 

common to all hospital experiences regardless of age. Zurlinden's 

five categories include: (a) harm or injury, (b) separation from 

significant others and usual routine, (c) unknown environment and 

personnel, (d) unclear limits and role expectations, and (e) loss of 

control and abilities. The concerns that were drawn from the 

caretaker question list were coded with one of Zurlinden's (1985) 

fears, if they did not fit any of the five categories, they were set 

aside for later analysis. Some of the concerns fit more than one 

category. These concerns were listed in each relevant category. 

27 



Interviews with Child Patients 

The object of the analysis was to discover what the children's 

specific concerns were about hospitalization as well as how their 

concerns were addressed by their caretakers. This required the use 

of an inductive approach to data analysis. The approach used in this 

thesis is grounded theory (Strauss & Corbin, 1990). Grounded 

theory is a qualitative research approach that was collaboratively 

developed by Glaser and Strauss (1967). A grounded theory "is a 

detailed grounding by systematically and intensively analyzing data, 

often sentence by sentence. or phrase by phrase of the field note, 

interview, or other document: by constant comparison, data are 

extensively collected and coded ... " (Strauss, 1987, p. 22). For the 

purpose of this study both sentences and phrases obtained from the 

interview transcripts were collected and coded. Several steps in the 

process of developing grounded theory were utilized. 

As mentioned earlier, each interview was taped so that the 

interview could be transcribed. Twenty-three of the twenty-five 

interviews were transcribed resulting in 184 pages of transcriptions. 

Two of the interviews were not transcribed due to lack of 

participation relevant to the study from the interviewees. The 

interviews were assigned an interview number and each line in the 

interviews were assigned a line number for later reference. After 

the transcripts were completed, all of the lines containing 

information relevant to this study were marked as data samples. 

The first step was to code the data samples into categories. 

Statements that contained common information were put into a 
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separate category and each of the categories were given a title. The 

categories were then divided into sub-categories. The second step of 

analysis was to make comparisons and relationships among and 

between the categories. This comparison enabled the discovery of 

several themes relevant to the hospitalization experience. The 

analysis continued until no new categories or relationships emerged 

from the data samples. At this point of analysis, an attempt was 

made to find the clearest cases of each theme. This step was 

included in order to identify instances to be raised in presentation 

of the analysis. These exemplars will be discussed extensively in 

Chapter N. 

literature Collection and 
Pediatric Caretaker Interviews 

The information gathered from medical practitioners in 

hospitals across Texas and several other states was used to compare 

the practices of current programs and to analyze the effectiveness 

of the programs. Comparisons were made between the concerns of 

the children, according to the interview results, and the concerns 

the current programs address. Also other themes derived from the 

interviews were taken into account while comparing the current 

practices of hospital preparation programs. 

In summary. three types of data were analyzed. First a 

preliminary list of questions asked by children was compiled. The 

questions that were obtained from the list were categorized 

according to the types of concerns indicated. An attempt was made 

to compare the responses from the list to Zurlinden 's ( 1985) five 
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types of fears that are common to all hospital experiences 

regardless of age. The responses that did not fit were set aside for 

further analysis. If the responses fit into more than one of 

Zurlinden's categories, they were listed in each relevant category. 

Next, twenty-five interviews were held with children who are 

patients. The goal was to discover what the children's specific 

concerns were about their hospitalization experience. It was also to 

discover how these concerns were addressed by their caretakers. 

An inductive approach to data analysis was employed The inductive 

approach used was grounded theory. Finally, documents were 

collected from caretakers of ten other hospitals and interviews were 

held with these caretakers. This data was examined in order to 

compare the practices of current programs. Also, comparisons 

were made between the concerns indicated in the interviews and the 

concerns current programs address. 

Chapter IV will consist of a detailed analysis of the data 

collected. In addition, correlations that were determined between 

the analyses and the research questions will be addressed. The final 

chapter will be an overall discussion of the conclusions of this thesis 

including implications, limitations and suggestions for future 

research. 
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CHAPTERN 

ANALYSIS 

This analysis has been conducted to answer three research 

questions: What are children's concerns about hospitalization? 

What forms of communication are presently being used to address 

the concerns of children about hospitalization? And, how should 

pediatric preparatory programs be designed or developed to 

enhance their effectiveness in alleviating children's uncertainty 

about hospitalization? This chapter will address; first, children's 

concerns (including general types of concerns and two levels of 

concerns expressed by children); second, preparation techniques 

used to address these concerns (including preparation both before 

admission and before administration of procedures); and, finally, 

the methods of preparation used by other hospitals. The chapter 

will conclude with a summation of the analysis. 

Children's Concerns 

General Types of Concerns 

What type of concerns do children have about hospitalization? 

According to Zurlinden ( 1985), there are five types of concerns 

related to all hospital experiences: (a) harm or injury, (b) 

separation from significant others and usual routine, (c) unknown 

environment and personnel, (d) unclear limits and role 

expectations, and e) loss of control and abilities. When 

comparisons were made between the concerns that children 
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questioned caretakers about and Zurlinden's five type of concerns, 

all five of Zurlinden's categories were accounted for. However, 

there were questions that did not fit any of the five categories. 

These questions were grouped together to form another conceivable 

category -- fear about dying. Although there were only two 

questions asked of the caretakers that were about dying, it was 

decided that due to the subject matter. this concern was significant 

enough to consider throughout the rest of the data analysis. 

Of the sixty questions collected by the caretakers, over half 

were for directions within the hospital. Considering that some of 

these questions were asked of people working the information table, 

this is not surprising. However. it is possible that children do not 

tend to ask questions about their hospital experiences. Their 

concerns may be suppressed and, therefore, not be addressed by 

practitioners. 

The analysis of these data resulted in six categories comprised 

of the types of concerns children have about hospitalization. These 

categories are only general concerns, not specific concerns that 

children may have. The interviews were the heart of this study. In 

them concerns are addressed more specifically. For example, some 

children are generally concerned about harm or injury, but more 

specifically, they fear needles and shots. Examples will be given 

throughout the rest of this chapter using exchanges during the 

interviews. There are several codes, taken from the transcripts, 

which will be useful in following the persons talking in each turn: 
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I = interviewer 

C =child 

M =child's mother 

F = child's father 

Targeted Concerns and Uncertainty Concerns 

The concerns discussed in the interviews could be divided into 

two main subcategories: targeted fears and uncertainty concerns. 

Targeted fears occur when the children know exactly what causes 

the concern. For example, children who think that they are going to 

get a shot, in most circumstances, have a targeted fear--the shot. 

The other subcategory of concerns is uncertainty concerns. These 

concerns were just as prominent in the interviews as targeted fears. 

An uncertainty concern is a foreboding of something to come in a 

child's future. However, this concern cannot be pinpointed. For 

example, children who say that they are afraid of something going 

wrong, are vocalizing an uncertainty concern. 

Several targeted concerns were stated during the interviews. 

For example: 

(Ex: 1-A) I: 

C: 

(Ex: 1-B) I: 

Why do you think that it's scary (to be in the 
hospital)? 

The needles 

Is there something else that's scary about 
being in the hospital? 

C: The medicine 
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1: Medicine? 

C: You have to drink it (pointing to a bottle) 

1: You have to drink it, that whole thing? 

C: Yeah 

1: Oh wow 

C: It's chalky 

(Fx: 1-C) 1: Is there anything that just seems scary about 
the hospital? 

C: Not, well there's nothing scary about the 
hospital. It's some (.) there's something 
scary about what they give tne at the hospital, 
the scary thing is what they give n1e at the 
hospital. There's all different kinds of 
chemotherapies. There's this chemo that 
really makes me sick. 

1: urn hu 

C: I can't even sit, I can't barely talk it tnakes 
me real sick, and I am scared of that. 

(Ex. 1-D) 1: It's just a little bit scary being in the hospital, 
do you think that it's a little scary? 

C: Urn, yeah 

I: Why do you think so 
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C: Cause some of the stuff they're going to do is 
going to hurt 

I: You know it's going to? 

C: I'm expecting it to 

I: I see, ok, like what? 

C: Putting the shots in with this I.V. and now 
with the breathing treatment I have a larger 
thing than my first one, an adult sized one 
and when it starts up it hurts my chest and 
side. 

Fear of needles, taking medicine, being sick from 

chemotherapy, and pain from some of the treatments are all 

examples of targeted concerns. These children knew exactly what 

was causing them to be afraid. There were twenty-four different 

targeted concerns indicated by the interviews. 

There were a few children who were concerned with the 

persons around them. One in particular did not like having 

"strangers" around her. Other children stated their concerns about 

their parents leaving the hospital. One child was very concerned 

because her home is in another town, so, if her mom left the 

hospital, it would take her a long time to get back. 

Several patients who did not face surgery, nonetheless 

indicated a concern about having surgery. It appears that some 

children associate surgery with all hospitalizations. It is not clear 

what aspect of surgery seems the most threatening. However, 
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"being put to sleep," "not knowing were mom and dad were when I 

was in surgery," and "not knowing what the scissors were for in the 

operating room" were all examples of this concern about surgery. 

The most frequently indicated targeted concern was "needles." 

The concept was vocalized as: shots, I.V. 's, and blood tests. One 

child, however, was not as negative about her I.V. She was told 

that, because of the I.V., she would not have any other shots. If she 

needed medicine, the nurses would put it in her I.V. This method 

was effective in her particular case because she did not have to have 

blood tests or other procedures requiring a needle. 

As mentioned earlier in this chapter, a category was added to 

Zurlinden 's five types of fears. This category, fear of dying, was also 

prominent in the interview transcripts. V\'hile this category is one of 

six general type of fears, it is also an example of a targeted concern. 

The children do not know if they are going to die, but the possibility 

is definitely something that many of them worry about. In most 

cases, throughout the interviews, the children did appear hesitant to 

mention this concern. However, it was mentioned in almost twenty 

percent of the interviews as being something the children were 

scared of. For example: 

(Ex. 2-A) I: I was wondering, why do you think it's scary 
to be in the hospital? 

C: Because I think you're going to die or 
something. 

I: You think you may die or something. But did 
they tell you you weren't? 
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C: Yeah, but urn I know that I've heard about all 
these people who were in the hospital and 
they died. 

(Ex. 2-B) 1: Why do you think it is scary to be in the 
hospital? 

C: I think it's scary that I'll get too many shots 

1: You're afraid you'll have to get too many 
shots. What else is scary about it? 

C: (2) 

1: Is there anything? 

C: (2) Well, my mom, see this girl had strep 
throat and she died of it so I'm kind of scared 
cause I've got strep throat. 

When the interviews reached the point at which concerns were 

discussed, oftentimes, this was the last concern mentioned from the 

child. This was shown in example 2-B. It was also stated earlier in 

this chapter that children may not ask questions about their 

concerns. Because of the hesitant manner in which this concern 

about dying was addressed, this may be an example of a particular 

concern children are afraid to ask about. The children who did 

state a fear of dying as a concern were not patients with terminal 

illnesses. They were children who were in the hospital for illnesses 

such as strep throat and stomach viruses. Sarafino ( 1986) stated 

that children's perceptions of present events can be influenced by 

personal experiences or by anxiety transferred from past 

experiences of family members. In these examples, the children's 
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concerns seem to have been initiated by hearing about other people 

who went to the hospital and died. In the second example, the child 

was told by her mother about an experience, which seemed similar 

to her own, when a friend died. Throughout the interviews, it was 

evident that most of the experiences children had with hospitals 

were gained by visiting or hearing about grandparents being 

hospitalized. It is not uncommon for children to have to deal with 

the death of a grandparent. That experience is remembered when 

they become patients. 

Other examples of targeted concerns include, "the tent they 

put over my head," "missing my sister," "being woken up in the 

middle of the night so the nurse can draw blood," "having my food 

mixed up and given allergic food," "machines that look scary," 

"when the I.V. beeps," "the dark," and "being cooped up." 

The specific concerns that have been addressed in this chapter 

are known, targeted fears. However, there are those concerns that 

cannot be targeted. These concerns are uncertainty concerns. The 

children know that they are anxious or concerned about something, 

but they cannot verbally present the actual cause of the concern. 

There were several examples of these uncertainty concerns in the 

interview transcripts, for example: 

(Ex. 3-A) I: When the doctor told you to go to the 
hospital, do you remember why you were 
scared? 

C: Cause I've never been in 
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I: Cause you've never been in before, what were 
you thinking? 

C: I wanted to go home 

(Ex. 3-B) I: Why do you think it's scary to be in the 
hospital? 

(Ex. 3-C) 

C: Cause you don't know what they're going to 
do to you or something 

I: Do you think it's scary to be in the 
hospital? 

C: A little 

I: A little bit, why do you think? 

C: If something goes wrong 

I: If something goes wrong. What are you 
afraid might happen? 

C: I don't know 

(Ex. 3-D) I: Is it a little bit scary for you? 

C: ((nods)) 

I: Why? 

C: At first it was when I was going to have an 
operation 

I: Yeah, why? 
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C: I know why I was (2) cause I didn't know how 
they was going to do it. 

1: How did you think they were going to do it? 

C: I had no idea 

Most of the uncertainty concerns were very vague. After the 

children said that they were scared of hospitalization and they were 

asked what made it scary. the responses they would give would be 

shrugs or replies such as, "I don't know" or "Just being in the 

hospital." 

Preparation to Alleviate Concerns 

Preparation Prior to Admission 

Now that the concerns children tend to have are more clear, it 

seems evident that their concerns are not being addressed prior to 

adtnission. What type of messages are given to the children before 

they actually become a patient? During the interviews, an attempt 

was made to discover what preparation the children had received 

for their hospitalization. Nearly half of the children responded that 

no one had told them anything other than that they had to go to the 

hospital. Parents were the source of most of the messages that 

children were given. However, these messages were usually very 

insubstantial. For example: 

(Ex. 4-A) I: 

C: 

Did anybody tell you what it was going to be 
like to be in the hospital? 

no 
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I: No. Did your mom or dad or grandparents 
maybe? 

C: A little 

I: What did they tell you? 

C: That it's lonely and boring 

(Ex. 4-B) I: Did somebody tell you what it would be like 
to be in the hospital? 

C: Momtny 

I: Your mommy did. What did she tell you? 

C: It helps you to get better 

I: It helps you to get better. Well that's nice, 
what else did she tell you? 

C: That it would help me to get out 

(Ex. 4-C) I: Did anyone tell you what it would be like to 
be here? 

C: Mom 

F: Tell her what she said 

C: The people are real nice 

There were four children who remembered their doctor or 

nurse telling them what would happen when they got to the hospital. 
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However, the messages were not explanations, rather statements 

about procedures. For example: 

(Ex. 5-A) I: 

C: 

I: 

C: 

I: 

C: 

Did anybody tell you what it would be like 
when you got to the hospital? 

They said that you would have to get an I.V. 
and you would have all these wires and stuff 
hooked up to you. 

Did they tell you why or what they were for? 

No 

Who told you that? 

Urn, my doctor 

There was one case in which the child had been given 

extensive information about what to expect as a patient. However. 

she was not talking about the current hospital stay. She is a cancer 

patient who has been in and out of hospitals numerous times within 

the past two years. The experience she discussed occurred in 

another hospital in Texas, which did have a formal preadmission 

program. The interaction about her preparation for surgezy went as 

follows: 

(Ex. 6-A) ((The child told the interviewer, in detail what had 
been done to her in surgery.)) 

I: How did you find out everything they did to 
your leg, did you find out before or-

C: Yeah, The doctor in the other hospital 
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I: And he told you what they were going to do? 
Did they tell you what it would be like to go 
to sleep in surgery? 

C: Yeah, this lady, she took me to the floor up 
there, not this hospital, but another one, she 
took me on a tour all over the hospital and to 
show me all the things I could do. 

I: And she explained your surgery? 

C: That they were going to put me to sleep and 
how they were going to take care of me while 
I was asleep and how they would wake me up 
and everything. 

I: How did they wake you up? 

C: They didn't wake me up they just give me the 
medication that puts you to sleep and after it 
goes all through your body and then you just 
start waking up or something. 

I: Yeah. Did you like the tour? 

C: umhuh 

I: What did you like about it? 

C: It made, it made much better knowing what I 
was going to do and what was going to 
happen. She took me to I.C.U. where I was 
going to be and where she ((pointing to her 
mother)) was going to be there too. When 
the surgery was going on, sometimes surgery 
goes on for a long time or if you don't want 
to go away from the hospital, you just want 
to stay there with your children then you can 
stay over night there. 
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This child has been in the hospital over twenty times within 

the past eighteen months and does not have many of the same 

concerns that several of other children have. One of the targeted 

concerns that other children did refer to was surgery. In this 

example, the child was prepared for the surgery and seems to have 

appreciated the explanation about what was going to happen to her. 

Throughout the interviews, there were several instances when the 

children would reply that the practitioners talk to their parents and 

not to them about what is happening. This is most evident in cases 

when the children are to have surgery. 

Preparation Prior to Procedures 

Farlier in the chapter several specific concerns were 

addressed. Several of these concerns were initiated by the thought 

of actual procedures such as shots, blood tests, I.V.s, and other "big 

machines." The fact that most children do not receive preparation 

before entering the hospital has been addressed. But, once the 

children are admitted as a patient, how are they prepared for the 

procedures they face? 

The data analysis indicates that most practitioners give some 

type of information or preparation about individual procedures as 

they occur. However, most medical practitioners tend not to give 

full explanations of the procedures used on the children. The data 

showed different levels of information given: information stating 

what the procedure is, information stating how the procedure will 

be administered, and information stating what the procedure is for. 
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While the majority of the doctors gave the patient information about 

the name of the procedure and why it is being done (Ex. 7-A), nurses 

tended to give information to the patient about how the procedure 

would be administered (Ex. 7-B). 

(Ex. 7 -A) ((This child stated earlier that no one told her what 
to do or what was going on when the LV. was being 
administered)) 

1: What is that? ((pointing to I.V.)) 

C: An I.V. 

1: An I.V. what is it for? 

C: To put food into my body and antibiotics 

1: And antibiotics. Who told you that? 

C: The doctor 

(Ex. 7-B) 1: When the nurse put your I.V. in your hand 
did they tell you what she was doing? 

C: They said that they were going to put a 
plastic tube in my hand 

1: They were going to put a plastic tube in your 
hand? 

C: Uh huh 

1: Did she tell you anything else? 

C: She said that it might hurt for a little while 
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1: And did they tell you what to do while they 
were doing it? 

C: Just stay 

1: Just be still? 

C: ((nods)) 

There were a couple of parents who replied during or after the 

interviews that they had gotten an "unusually" good nurse at this 

particular hospital who had been excellent about giving 

explanations, not only to the children, but the parents as well. But 

most of the interviews indicated that only one or two of the levels of 

information stated above were given. 

There was also evidence that children become accustomed to 

hospital experiences, but only to particular procedures. These are 

cases where the child has an illness that causes frequent hospital 

stays such as asthma, and the children are very knowledgeable and 

seem comfortable about the procedures. In these cases, children 

could give a detailed explanation about their treatment. For 

example: 

(Ex. 8-A) 1: 

C: 

1: 

C: 

And so what do they do to make you better? 

They give me an I. V. and they gave me some 
medicine 

What else do they do to make you better. 

They gave me some oxygen 
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I: They gave you some oxyge~ how did they do 
that? 

C: They urn, they had a mask and stuff and then 
they have this little tube thing 

I: Uh hu 

C: They have this little loop thing that goes 
around on your ears and your nose 

I: And it helps you breathe. And what do they 
do for an asthma attack? 

C: They just gave me a breathing treatment and I 
was Ok 

I: A breathing treatment, what is that? 

C: It means you put this thing in your mouth 
and you start sucking medicine through it 
and the medicine goes down and helps your 
lungs. 

(Ex. 8-B) I: What is chemotherapy? 

C: It's uh, it's some kind of medication that goes 
through your, through your blood vessels 

I: uhhuh 

C: So they can kill all the cancer cells that are 
left in your body 

I: How do they give you the chemotherapy, 
what do they do? 
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C: What do they do when they give you 
chemotherapy? 

I: urn hum, how do they do it? 

C: Well, it's hooked to a I.V. and they give you 
this medicine that is called zolphrin, which 
helps me do a little bit because 
chemotherapy makes you sick to start with 

I: Ok 

C: Some medicine before chemotherapy, so you 
won't feel so sick as if they don't give you 
zolphrin. 

I: I see, and they do all of this through an I. V.? 
The chemotherapy and the zolphrin? 

C: \Vith a groshan, they put a groshan on July 
eleventh. 

I: What is that? 

M: A tube 

C: A tube they stick up your chest. It stays 
there all the time and it connects 

I: And so when they give you your 
chemotherapy, you don't have the needle put 
in your hand they put it in that groshan? 

C: Right 

This second case is an extreme example. This is the same 

patient mentioned above who has been in the hospital over twenty 

times in the past eighteen months. In all of the other cases, the 

number of multiple stays in the hospital range from approximately 
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four to ten times. However. the comfort does not transfer if the 

child is a patient for another procedure, signifying the need for 

preparation. In one case, the little boy gave a detailed description 

of what happened when you come to the hospital with a broken 

bone (down to the doctor asking what color of cast he preferred). 

He had had several broken bones. This same little boy was in the 

hospital for an appendectomy and it was very evident that he was 

concerned about the operation. In particular. he was wanting to 

know "ho\v they were going to do it," and what were "all of the 

scissors" that he saw in the operating room for. 

The data suggest that there are several different types of 

concerns within the realm of Zurlinden's (1985) five, plus the one 

additional. type of concerns. These concerns are addressed 

somewhat by the caretakers of the children. However. the means by 

which they are being addressed vary to such an extent that few 

children are being given adequate information to alleviate their 

concerns. There is very little preparation given to the children 

before admittance. After admittance, preparation given for 

procedures is so erratic that few children are given the entire 

explanation. There are few instances when the children were told 

what the procedure is, how it would be administered and what it is 

for. These are explanations that could alleviate some of the 

concerns the children have. There does not seem to be a way to 

keep a child from being afraid of shots and the pain associated \Vith 

them. There is a way to lessen the concerns that children have 
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about the "big machines" that are rolled in and out of their rooms. 

Children could be given more information about what to expect as a 

patient. 

The literature review in Chapter II addressed the improbability 

of all doctors and parents being able to give the children adequate 

and effective preparation for hospitalization. There could be a 

person or group of trained, informed persons who could help 

alleviate much of the unnecessary concern children have about the 

hospital experience. The positive consequences of appropriate 

communication have already been discussed in chapter two. If the 

children are prepared by their doctors or other practitioners, 

wonderful! Even though data indicates that chances are slim for this 

to happen, having preparatory information presented twice would 

still be more beneficial than not at all in order to alleviate children's 

concerns. 

Preparation Progratns 

Preparation Methods Used 
In Other Hospitals 

At this point in the analysis, attention was drawn to the data 

gathered from hospitals across Texas and other areas in the United 

States. As discussed in Chapter III, moderately scheduled interviews 

were held with practitioners in other hospitals to discover what 

methods they use to alleviate children's concerns through 

preparation. This part of the data collection was the most 

disappointing. After the discovery of the children's fears and how 
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they were not being addressed by their caretakers, this stage of data 

showed little effort on the part of many hospitals to provide 

preparation for the patients. Only three of ten major hospitals had 

a formal preadmission program. These three hospitals were entirely 

children's hospitals, not seperate units of general hospitals. Of 

those three hospitals, only one had a fully developed preadmission 

program. The programs in the other two hospitals were still in the 

developmental stages. The programs were implemented through the 

child life specialist departments and consisted of tours and 

discussion sessions with the children as well as their parents. 

These programs seem to address one or more key themes. For 

example, one hospital focuses the children on "smiling eyes." The 

children are encouraged to look at the eyes of the practitioners who 

wear masks. The children can play with the masks and look for 

"smiling eyes." This is an attempt to make the personnel wearing 

masks not appear as frightening to the children. "Kid's Terms" is 

another theme seen throughout all of the programs. The 

practitioners focus on using language that children will understand 

and not hospital jargon. This is to help alleviate some of the 

uncertainty concerns the children may have about hospitalization. 

The hospital with the fully established program has a group of 

trained volunteers to conduct the program. The program is planned 

for patients, their brothers. sisters and parents. A sensory approach 

is used to transfer information about hospitalization to the children. 

Messages are sent through the children's senses: sight, touch, taste. 

and sound. For example, in order for the children to gain familiarity 
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~ with the surroundings, the children are encouraged to touch the 

physical items within the hospital environment. The children are 

given a complete tour including the areas where they will be treated. 

If the children need surgery, they are shown the location where their 

parents will be during surgery. These explanations are an attempt to 

address the fears that the children may experience such as, 

separation from significant others and unknown environments. 

There are also attempts to introduce the children to hospital 

personnel. This is intended to reduce the children's fear about 

unknown personnel. Explanations are given about some of the 

procedures and machines that are used in children's treatments as 

an attempt to lessen the children's fear about harm or injury. This 

program addresses many of the concerns children have about 

hospitalization. However. even though this program addresses most 

of the six main concerns discussed in this thesis, the concerns that 

specific children may have are not addressed. There appear to be 

concerns that children do not vocalize unless prompted by an adult 

Fear of death is an example of one of these concerns. -4-
The other hospitals contacted had no form of preadmission 

visit or preparation for the children. Most of the practitioners 

contacted did state that they try to get their nurses to prepare the 

children during admission with information about the different 

procedures the children will face as patients. Four of the hospitals 

with no formal form of preparation have recently begun child life 

specialist programs. However, in most of these cases, the child life 

staff consists of one child life specialist, who at the present time is 
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ovenvhelmed with other matters in establishing the child life 

programs. Child life specialists apparently believe that preadmission 

programs are something they are expecting to utilize in the future. 

When the remaining hospitals contacted were asked what they do to 

prepare children for hospitalization answers were given such as: 

"We used to have a letter addressed to the parents about the rules 

they should know. However. the letter is outdated so we don't use it 

anymore," "We give the parents a booklet informing them about 

their child's stay," and "The kids are given a coloring book about 

hospitals and crayons when they are admitted." 

Summation 

In summation, there are several types of concerns that 

children have about hospitalization. The five concerns as discussed 

by Zurlinden plus the additional category, fear of dying. Within 

these categories, there are two separate levels of concerns, targeted 

concerns and uncertainty concerns. These concerns can be 

addressed by information provided by parents, doctors. nurses, ~nd 

other caretakers. However, the data show that while some degree of 

explanation is given to the children, chances are. the children are 

not receiving complete and adequate information pertaining to their 

experiences as a patient. After reviewing the data, it seems evident 

that children have several concerns that could be alleviated through 

the use of preadmission programs. There is a gap in the 

development and in1plementation of the prognnns, especially in 

general hospitals. 
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Chapter V is the conclusion of this study. It includes 

implications, limitations and suggestions for future research. 
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CHAPTERV 

DISCUSSION 

The objectives of this study were to discover children's 

concerns about hospitalization, to discern how these concerns are 

being addressed, and to discover an effective means of alleviating 

these concerns. Chapter I introduced the subject of preparation 

about hospitalization for children. Chapter II is a review of the 

relevant literature. It contains information about managing 

patients' illness and concerns, a biopsychosocial approach to 

medicine, and communicating with child patients. Chapter III 

contains a detailed account of the methods used to gather and 

analyze data. Chapter N presents an analysis of the data. This last 

chapter is the conclusion of this study. It includes ilnplications, 

limitations and suggestions for future research. 

As discussed in Chapter II, previous studies concerning 

patients are predominantly focused on the adult. The research 

concerning child patients is limited. How do children relate their 

past hospital experiences with the experiences they face as patients? 

As discussed in chapter one, the picture of a doorknob drawn by the 

four year old boy indicates that it is not evident what children's 

perceptions of hospitalization are. That story also stresses the 

difficulty adults have in communicating at children's level of 

understanding. A hospital is a place with a door. and what is behind 
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that door is not known. Therefore, this research has sought to 

discover what children perceive the hospital to be "behind the 

doors." 

Planned admissions allow time for proper preparation 

(Zurlinden, 1985). For example, admissions for elective surgery can 

allow for needed additional preparation. What is proper 

preparation? There are several implications drawn from this study 

pertaining to "proper preparation" and what it should include. 

Implications 

A primary conclusion of this study is that preadmission 

programs can be a useful tool in preparing children for 

hospitalization. The programs can be directly, as well as indirectly, 

helpful in preparing children. As the literature indicates, parents 

are more likely to prepare their children if they have participated in 

a preadmission program. The programs are based on a bioethical 

approach to practicing medicine. The backbone of this approach is 

communication between the caretakers and the patients. The 

approach not only takes biological factors into mind but also uses 

information elicited from the patients about their concerns, ideas, 

needs, and desires, to direct the treatment of the patients' illness. 

Because of the success of the interviews conducted for the purpose 

of this study, it is a logical step to incorporate preadmission 

interviews into the bioethical approach. This approach applies to 

children as well as adults. Children, not their parents, should be the 

main participant in the interactions. As the interviews conducted 
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for this study indicate, children will state their concerns if 

encouraged to do so. The main purpose for preadmission programs 

is to alleviate the concerns children have about hospitalization. This 

section will discuss the most important implications drawn from this 

study about alleviating children's hospitalization concerns through 

preadmission programs. 

Program Development 

The first implication is that there are several considerations 

which must be addressed in order to incorporate preadmission 

programs. First and foremost, implementation of adequate staff and 

in-service training is essential. The primary reason for hospitals not 

using these programs is lack of adequate staff. Chapter II addressed 

the issue that effective communication with patients serves many 

benefits. It increases patient satisfaction (Rater. 1989). increases 

patient compliance (Hall, Rater, & Katz, 1988), and increases 

patient knowledge and recall (Hallet al.. 1988). Effective 

communication also decreases criticism regarding the quantity and 

quality of information transmitted to the patients (Ley, 1983). The 

finances a hospital uses in obtaining staff members to direct these 

programs will be returned through the benefits the programs give 

back to the hospital. These programs serve as a tool for increasing 

the quality of care given to their patients. Preadmission programs 

can also serve as a marketing device for hospitals because satisfied 

patients and parents will return if hospitalization is needed in their 
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futures. Patients and parents will spread stories about the success 

of their stay to other people. 

A slight variation of these programs could also serve as a 

method for educating the general community of children. If a 

hospital is unable to hire enough people to adequately incorporate a 

preadmission program, a volunteer program could be established 

with the help of one trained staff member. This method of using 

volunteers has been effective for at least one large children's 

hospital, \\'here a program coordinator as well as several Child Life 

Specialists are on staff. The Child Life department leads volunteer 

training workshops approximately three times per year. The 

preadmission programs are held on Sunday afternoons. Three tour 

guide volunteers are scheduled to work each Sunday along with one 

Child Life Specialist. The program coordinator is responsible for 

maintaining liaisons with other hospital departments that will be 

included in the preadmission program, specifically Admissions, 

Operating Room, Recovery Rooms, Anesthesiology, Public Relations, 

and Security. Volunteers are required to attend preliminary training 

as well as several tours with experienced guides before attempting 

their own tours. The volunteers are evaluated every six months by a 

Child Life staff member. 

Preadmission programs should include all the departments 

mentioned in the previous paragraph as well as, nurses stations, 

empty patient rooms, waiting rooms, playrooms, or any other area 

that the patient or family will be in. 
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If possible, the programs should be given with groups of 

children to allow the children to discuss their feelings among the 

group. However, there should be a time at the end of the program 

\.Yhen each child can be visited with individually. The interviews 

conducted in this study were successful in discovering each child's 

particular concerns. Individualized interviews within the 

preadmission programs could be used in discovering and addressing 

some of the less dominant concerns, as discovered in this study, 

that each of the children may have. 

Not every medical practitioner can be expected to interview 

children in such a \vay that their concerns can be revealed. Program 

personnel need training in interviewing techniques and, more 

specifically, in questioning techniques. In the development of this 

training it may be beneficial to look at information seeking 

strategies which are central concepts \vithin uncertainty reduction 

theory. Berger and Kellerman (1983) identified 23 content 

categories for the types of questions asked to reduce uncertainty. 

These categories were divided into three global divisions: (1) 

questions about attributes of the self of the other person(" Is my 

doctor a good doctor?"); (2) questions about other caretakers ("\Vill 

anyone bring me food when I am hungry?"); and (3) general 

information requests ("Will theN hurt?"). Hospitals should assure 

that answers to such questions are available, if and \.Yhen they are 

asked. 

Often direct information seeking strategies n1ay be 

inappropriate, unknown, or inaccessible in certain situation. In this 
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study, it was evident that children did not ask questions or vocalize 

concerns unless prompted by the interviewer. So, questions may 

need to be coaxed out. Kellerman and Berger (1984) discovered 

what they termed "relaxation" strategies, or conscious attempts to 

elicit information from someone who might be apprehensive or 

reluctant to divulge personal information. It is plausible that these 

strategies could be used to encourage children to express their 

concerns. Tactics in support of these strategies, which might assist 

staff interview children, include encouraging and confirming 

backchannels, indirect questions, fewer pauses, and demonstrating a 

pleasant demeanor (Kellerman and Berger, 1984). 

The doctors and their office staffs should be included in 

utilizing preadmission programs. For preadmission programs to be 

used, it is crucial that the children and parents are given the 

information they need to attend one of these programs. This 

information should be given through their doctor's office. Perhaps, 

packets about the preadmission program could be distributed to 

patients during the scheduling of hospitalization by the doctors or 

their staff members. 

Concerns 

The key contribution of this study is probably to elucidate the 

concerns children indicated about hospitalization. There are several 

specific concerns that are found within Zurlinden's ( 1985) five types 

of concerns. There is also one concern, fear of dying that did not fit 

into any of Zurlinden's general types of concerns. These specific 
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concerns have been divided into two subcategories: targeted 

concerns and uncertainty concerns. Both subcategories should be 

addressed in preadmission programs. As explained in Chapter N, 

targeted concerns occur when the children know exactly what 

causes the concern. For example, children who think that they are 

going to get a shot in most circumstances have a targeted fear--the 

shot. The other subcategory of concerns is uncertainty concerns. 

These concerns are just as prominent as targeted concerns. An 

uncertainty concern is a foreboding of something to come in the 

children's future. However, this concern cannot be pinpointed. For 

example, children who say that they are afraid of something going 

wrong are vocalizing an uncertainty concern. 

The most dominant targeted concerns were: fear of needles, 

being afraid of surgery, fear of dying, and parents of the children 

leaving and strangers being around them. These concerns in 

particular should be addressed in preadmission programs. Perhaps 

information and explanations about procedures would help alleviate 

some of the concerns such as fear of needles and being afraid of 

surgery. Explanations about an illness. as well as procedures, could 

assist in alleviating the fear of dying. Tours indicating the areas of 

the hospital the children will be treated during their stays as well as 

areas the children's parents will be located during the children's 

treatments could help alleviate concerns about the whereabouts of 

their parents. Introductions made by the medical staff members as 

well as the over all experience of being familiarized with the hospital 

during the program could help alleviate concerns about strangers 
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and the environment. Other targeted concerns should be addressed 

as they arise in the preadmission program. 

Uncertainty concerns should also be addressed in the 

preparation process. These concerns are not as easy to pinpoint. It 

appears that the most appropriate way to alleviate these uncertainty 

concerns is to inform the child about as much of the hospital 

experience as possible. Individualized conversation during 

preadmission programs will enable the practitioner to more 

accurately determine each child's perceptions. If the children are 

given the chance to familiarize themselves with the hospital staff 

and environment through the use of tours and discussion, they can 

automatically alleviate many of their uncertainty concerns. 

Fxolanations 

One step deeper in the area of addressing these concerns is 

the issue of explanations. One of the main purposes of a 

preadmission program is for the guide to give explanations prior to 

hospitalization. The third implication is that appropriate 

explanations, prior to admission, are not being given by other 

caretakers. Even if children are given partial information from 

caretakers, the preadmission program should cover it again. Twice 

the same information is better than no information. The 

information should address both targeted and uncertainty concerns. 

The discussion in Chapter IV about the child who was given 

preparation in a Texas hospital prior to surgery is evidence that 

children want the information. The child stated that she liked 

62 



knowing what her hospital stay was going to involve. She was taken 

on a tour of all the places within the hospital where she would be 

treated during her stay. as well as the places her family would be. 

She was also told how she would go to sleep for the surgery and 

wake up afterwards, what the surgeon would do to her leg while she 

was asleep, how the other practitioners were going to take care of 

her while she was asleep, and where her mother was going to be 

during and after her surgery. These statements made by the little 

girl were the best indicators available pertaining to what type of 

information should be given to children prior to admission. 

Information should be given about the children's illness, 

procedures they face (this will be discussed next in this section), the 

environment both the children as well as the parents will be located 

in and staff members the children will interact with. 

Explanations should also be included for the procedures 

children will experience as patients. As discussed in chapter N, 

most nurses and doctors do make partial explanations about 

procedures. The practitioners tend to give information about what 

the procedure is, how it will be administered, or why it is being 

administered. Rarely do the patients receive all three levels of 

information. Preadmission programs need to incorporate all three 

levels of information in making explanations about procedures. 

Medical practitioners also need to be informed about this gap in 

explanations. One might think that by instigating these 

explanations, concerns would be initiated rather than alleviated. 

However. presently these procedures are being partially explained, 

63 



leaving both targeted and uncertainty concerns unaddressed. If full 

explanations are given, both types of concerns can be addressed and 

alleviated. If children are given partial explanations, their 

imaginations can make a procedure out to be worse than it actually 

is. 

Explanations given about specific procedures will vary 

according to each child's illness. In some cases, it will not be kno\vn 

what procedures will be used as treatment for the children until 

after the children are admitted. However, the individualized 

interview at the end of the preadmission programs is an ideal time 

to address some of the known procedures that will be a part of each 

child's treatments. For example, a child entering the hospital for a 

tonsillectomy could receive an explanation about the LV. and the 

surgery. A person who is entering the hospital for tests to discover 

the cause of repeated illness could have the LV. and chest X-rays 

explained. 

Caretakers should be aware that even though children become 

accustomed to hospital experiences, they only become comfortable 

with particular procedures. The cotnfort does not transfer if the 

child is a patient for another procedure. These patients need just as 

much explanation as first time patients. An example was given in 

chapter four about a child who has been in the hospital several 

times for broken bones. The child is very familiar with and seems 

comfortable with the procedures that accompany a broken bone. 

However, when this child entered the hospital for an appendectomy. 

there was a great deal of concern indicated about surgery. 
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Limitations 

First, the child interviews examined in this thesis are from a 

single hospital. Possibly, the sort of information and explanations 

given to these patients are overly influenced by this particular 

organization. If interviews had been conducted with patients of 

other hospitals, perhaps the conclusions would have been different. 

Second, no displays of nonverbal signs were visible on the 

recordings of the child interviews. Children are very expressive. 

The interviewer made note of specific emotions or expressions when 

possible. However, nonverbal cues were not completely accounted 

for. If the transactions could have been video-recorded. there rnay 

have been nonverbal cues given by the children that could indicate 

more concerns. 

Third, many of the children who were interviewed were very 

shy and introverted. These children may have withheld information 

because they were afraid to disclose their fears. It is likely that 

these children are in need of preparation even more so than some of 

the outgoing children. 

Finally, one of the purposes of this study, reflected in the third 

research question, was to explore how the effectiveness of hospital 

preparation programs could be enhanced. As it has turned out, 

there is not enough evidence to properly address this issue. It was 

found that only one of the ten pediatric hospitals contacted actually 

possessed a fully developed preadmission program. This appears to 

be a good program based upon the criteria used in the literature, 

but no rigorous evaluation of the program was made available to the 
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researcher. It would not be warranted to draw conclusions about 

preparation programs in general based upon this one existing 

program. There is, however, evidence from one child, who was 

extremely satisfied with her preparation, which indicates that such 

programs can be effective. 

The argument offered here is based more on logic than 

empirical observation. It is that by addressing children's 

hospitalization concerns in the specific ways that have been 

discussed, preadmission programs can alleviate these concerns, 

which will lead to n1ore satisfactory health care. Also, this study 

indicates that pediatric patients that have not had formal 

preparation have salient concerns which are not being addressed. 

Considering that many hospitals do not have any type of program at 

this time, it appears that any preparation would help to alleviate 

children's concerns. 

Future Research 

The most pressing suggestion for future research in the area of 

preparation programs is to study established hospital preparation 

programs in action. The concerns of patients who have previously 

been through one of the programs should be examined. And, 

comparisons should be made to discover which methods used in the 

programs are the most effective in alleviating specific concerns, for 

example, surgery. 

Other steps could be incorporated into a study such as this. 

Interviews could be held with patients immediately following their 
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doctor appointments, while they are still at the doctor's office 

perhaps. These interviews could lead to other concerns children 

have when they are informed about the need for hospitalization. 

Follow-up interviews with the children and their parents could also 

be incorporated in order to gain more thorough knowledge about 

the lasting effects of the concerns associated with their hospital 

experience. 

Perhaps, once preadmission progran1s are established, a 

variation of them could be used to inform patients who were not 

able to have preparation prior to admission. These children also 

have concerns about hospitalization and it would be beneficial to 

alleviate as many of them as possible. 

The final suggestion for future research is an investigation of 

the attempts of current medical schools to educate and train 

students to better communicate with child patients. If the pediatric 

doctors and nurses were able to give more adequate and effective 

explanations to their patients, there would not be the pressing need 

for hospitals to incorporate these preparation programs. Also, as 

the literature already indicates, the quality of health care would 

likely improve due to improved physician-patient interactions. 

Better health care may result as practitioners gain familiarity with 

the biopsychosocial approach. Other positive consequences can be 

expected from good communication between the practitioners and 

patients. 

There are numerous opinions in the literature about when the 

preparation should occur, what media should be used, how to 
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categorize the children into age groups and similar matters. When 

more hospitals incorporate programs using these guidelines 

pertaining to the information that should be covered, more research 

can be conducted to perfect the details of the programs. A 

hindrance in evaluating preadmission programs is the minimal 

number of hospitals that actually have them. Perhaps studies such 

as this will encourage hospitals to incorporate preadmission 

programs into the care of their patients. 

The majority of the literature supports the view that 

psychological preparation of parents and children before hospital 

admission is helpful. It also appears that the main focus for 

preparatory programs is to alleviate concerns of children who are 

hospitalized. Now that a step has been made to determine what 

these concerns are and how they are presently being addressed, 

perhaps others will take an interest in the development of effective 

preadmission programs. Also, hopes are that more hospitals will 

utilize these preadmission programs and the effectiveness of the 

programs will be documented through research. From this study, 

many conclusions have been drawn. More research in the area of 

communicating with child patients is needed. However, providing 

these preadmission programs is a large step in providing the best 

possible care for child patients. When the patient who had received 

the benefit of attending a preadmission program was asked what she 

thought about the program, she replied, "It made it much better 

knowing what I was going to do and what was going to happen." 

Presently, there is too much talk about incorporating preadmission 
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programs in the future and not enough initiative in actually utilizing 

them as part of pediatric care. If only one suggestion from this 

study is taken, hopes are that it will be for more hospitals to include 

preadmission programs as part of their services. 
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General Children's Interview Schedule 

INTRODUCTION: 
Hi, My name's Kathy, what's your name? I am not a doctor or a 
nurse, I am a student at Texas Tech and I am working on some 
homework to learn more about hospitals. Child's name, do you ever 
have to do homework? What grade are you in? (discuss that 
particular grade for a short time) Would it be Ok if I talked to you 
and asked you a few questions about the hospital so I can learn 
more for my school work? (If the child does not appear to be fairly 
comfortable, continue discussing school or other interests of the 
child, if the child does appear to be fairly comfortable ask the child 
- "Is it OK if I record our talk?" - If the child hesitates, continue with 
how neat it is and that if he or she wants to we could listen to our 
voices on the tape recorder when we get through visiting. Once the 
child agrees, begin recording) I have only been in the hospital one 
time. I had my tonsils taken out, but I have forgotten a lot about it. 

INTERVIEW QUESTIONS: 
1. Why are you here child's name? 

Did anyone tell you what it would be like to be here in the 
hospital? Maybe your doctor or mother or friend? 

What are the doctors and nurses doing to make you better? 
What is going to happen to you? (Does the child understand 

'surgery'?" 
\r\lhat is that (IVs, monitors, etc.) What does it do? 
(Discuss surroundings of the room or area) 

2. When I was really little, my mother was in the hospital, she had a 
baby, my little sister. My aunt took me to see her but I could not go 
into the room to my 1v1om but my Dad held me up to a window to 
see my baby sister, all I can remember is that she had funny looking 
toes. Have you ever been to a hospital before? 
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Who was in the hospital, you or someone else? Maybe a 
friend, or your grandparents, or parents? 

What do you remember about it? Do you remember what the 
hospital looked like? Do you remember why they /you were in 
the hospital? 

3. When I had my tonsils taken out, I was kind of scared, I bet you 
are really brave, I tried to be brave but it was still scary, what do 
you think makes a hospital scary? 

What is the most scary thing that has happened to you, What 
are you scared might happen to you? 

What would make that better ( if appropriate to child's 
response) 

4. What is the best thing about the hospital? 

What is the best thing to you about being in the hospital? 

CLOSURE: 

child's name. I've had a fun time talking with you. Thank you for 
visiting with me. 
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Parental Consent Form 

I hereby give consent for my child----------------------- to 
participate in the project entitled Pediatric Preadmission Programs. I 
understand that the person responsible for this project is Kathy 
Hays, a graduate student from Texas Tech University. She has 
explained that these studies are part of a project being conducted in 
order to discover if a preadmission program can be an effective way 
to give pediatric patients information they may not receive from 
other sources. She has described that the results of this research 
will be used to benefit future patients by providing them with the 
type of information the patients lack before their hospitalization. 

It has further been explained to me that my child's participation will 
take approximately 20 minutes and that only Kathy Hays and her 
supervisor for the project, Dr. G.H. Morris of the Texas Tech 
Communication Studies Department will have access to the data 
collected for this study; and that all data associated with this study 
will remain strictly confidential. 

Kathy Hays has agreed to answer any inquiries I may have 
concerning the procedures and has informed me that I may contact 
the Texas Tech University Institutional Review Board for the 
Protection of Human Subjects by calling (806) 7-+2-388-+. 

If this research project causes any physical injury to participants in 
this project, treatment is not necessarily available at Texas Tech 
University of the Student Health Center, nor is there necessarily any 
insurance carried by the University or its personnel applicable to 
cover any such injury. Financial compensation for any such injury 
must be provided through the participant's own insurance progra1n. 
Further information about these matters may be obtained from Dr. 
Robert M. Sweazy, Vice Provost for Research by calling (806) 742-
2884. I understand that my child may discontinue this study at any 
time without penalty. 

Signature of Child: ------------------------ Date: ________ _ 

Signature of Parent/Guardian: 
______________________________________ Date: _________ _ 

Signature of Witness: ---------------------- Date: 

79 



APPENDIX C: PEDIATRIC STAFF INTERVIEW QUESTIONS 
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Pediatric Staff Interview Questions 

My. name is Kathy Hays and I am a graduate student at Texas Tech 
University in Lubbock. I am conducting a study about preparation 
for c~ild patients and am wondering if I could ask you a few 
questions about your pediatric program. 

Does your hospital have a preadmission program of any type for the 
child patients? 

if yes-

if no-

Could you tell me about it? 
What types of messages are given? 
What media is used for the program?(tours, 

puppets, discussion, etc) 
Who conducts the programs? 
When are they held (daily, weekly. etc. .. )? 
Who attends the program (child, parent, 

peer. sibling)? 

Is there any type of information or preparation 
packet given to the children or to the parents 
before admission? 

\\'hat does it include? 

What is done by your nurses or any other staff 
member to prepare the patients after they are 
admitted to the hospital? 

Would you mind if I contacted you if any further questions arise 
during my study? 

Would you send me any information that you can about your 
preadmission program or a copy of any information that is 
distributed to the patients or their parents before or during the 
child's hospital stay? 
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