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The purpose ofthis article is to describe managerial guidelines to supportparents
with the hospitalisation oftheir child in aprivatepaediatric unit. The hospitalisation
ofa child is regarded as a major stressorfor both parents and child. The role ofthe
family inparticipating ina child's iliness isslowly being recognised (Kibel & Wagstajf,
2001:544), but the South African governmentper se has notyet issued anyformal
reports onparentalparticipation in the hospitalisation process.

The study explored and described

. the nursing care experiences ofparents regarding the hospitalisation o ftheir
child in apaediatric unit;

. managerialguidelines to supportparents with their lived experiences o ftheir
child’ hospitalisation in apaediatric unit.

To achieve the purpose and the objectives of the research, an interpretive-
phenomenological qualitative approach was used in the research design and meth-
ods. Research was conducted through unstructured individual interviews, narrative
diaries andfield notes and data were analysed through open-coding (Tesch,1990).
Parents were asked to respond to the question “How didyou experienceyour child’s
hospitalisation in the paediatric ward”,followed by probing when the responses of
the parents were ambiguous.

Purposive sampling was used to achieve saturation ofdata and seven parents were
interviewed andfifteen parents completed narrative diaries. The model ofLincoln
and Guba (1985) was used to ensure trustworthiness.

Ethical considerations were maintained throughout the study and consent was ob-
tainedfrom the respondents. The recommendations o fthe research were that atten-
tion should be given to 1) empoweringparents toparticipate in their child's care; 2)
guiding nursingpersonnel to plan the dischargeprocess; 3) includingparents in the
unitroutine; 4)fostering a trusting relationship with parents; 5) promoting the com-
munication o finformation; and 6) creating a therapeutic environmentforparents.
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Introduction and rationale

When a child is hospitalised, parents’
priorities, roles and values change. The
conceptofparentalparticipation in the
care ofthe child has become a central
tenet ofpaediatric nursingfor the 21s
century. To this effect, nursing care in-
terventions, such as in-hospital and
home-based care, have shifted to rec-
ognisefamilies "involvementin care as
central to a childs care. Parents' in-
volvement with the care oftheir child
not only contributes to positive feel-
ings within parents, as has been shown
by this research, but Hallstrom
(2004:n.p) indicates thatstrengthening
parents'involvement in the provision
ofcare to their child, enables parents
to take on greater responsibility and
increases their sense ofbeing in con-
trol.

Nursing carepersonnel have a medical
knowledge and background, whilst
parents have a comprehensive knowl-
edge about their child, their environ-
ment, andfamily dynamics, and under-
stand the role that the child plays in
thefamily and thefamily’ role in the
childs life. Both types of knowledge
described above are imperative for
treating the child, andshould be viewed
as equally important (Strober, 2005:204).
Also, parents “role in participating in
their child's care is notalways clarified.
Darbyshire noted in his study thatpar-
ents were often confused and uncer-
tain as to exactly what they were al-
lowed and expected to do during their
child's hospitalisation (Benner,
1994:190).

Parental involvement in the care ofhos-
pitalised children has been encouraged
by thegovernments o fthe United King-
dom, Brazil and America (de Lima,
Rocha, Schochi & Callery, 2001:599),
with many reports being issued to the
effect ofincluding parents in the care
oftheir children during a hospitalisa-
tion episode. Therole ofthefamily ina
child's illness is slowly being recog-
nised in South Africa (Kibel &
Wagstaff, 2001:544), butthis is by indi-
vidual authors and the South African
governmentper se has not issued any
formal reportsonparentalparticipation
in the hospitalisation process.

A childs hospitalisation isparticularly
difficult, andparents who are already

sadandworriedabouttheirchild’ con-
dition, are likely to alsofeelfrightened
and agitated when hospitalisation is
needed (McCollum, 1975:55). Despite
the regular occurrence ofchildren be-
ing hospitalisedfor varying degrees of
illness and surgery, there is no consen-
sus regarding how parents should be
supported by nurses during the possi-
ble stressful period of hospitalisation
o ftheir child.

Parents naturally wish that they could
spare their children from suffering.
McCollum (1975:5) notes thatparents
expect itfrom themselves to keep their
children safe, and therefore experience
feelings ofguilt, verbalised and mani-
fested in many ways,for example "lsit
myfault? Could | have prevented it if
I d caredfor mychildin a different way,
or ifl d been a differentperson "?

During a childs hospitalisation, par-
ents have a unique perspective from
which to report their experiences of
their child's hospitalisation to thepae-
diatric nursing unitmanager. From the
researcher's unstructured observations
ofparents within the paediatric unit,
the researcher expected this perspec-
tive to be one ofcaringfor, providing
for and making decisions in the best
interesto ftheirchild. Parents ultimately
know what their child's specific needs
are and how they can be met.

The discrepancy between the nursing
practice and nursing theory empha-
sises the needfor a study to describe
and explore parents "reality. It can be
deduced that ifthere arefew or no stud-
ies aboutparents'lived experiencesof
their childs hospitalisation, there were
no managerial actions or strategies in
place tofacilitate thefindings ofsuch
a study. Indeed, in South Africa there
are no known strategies inplace tofa-
cilitate parents ’ experiences within a
paediatric unit.

Overview of the literature

In qualitative research thefull literature
review is done only after the data have
been collected, to minimise theprejudg-
ing ofthe data. Thus a briefoverview
is presented. Few recent literature
sources could befound on the topic.

The reliance ofparents on the parent-
caregiver relationship highlights the
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needfor a supportive relationship be-
tween parents and nursing personnel
within thepaediatric unit. Various emo-
tions are atplay during a child hospi-
talisation, and parents feel relatively
disempowered when dealing with ill-
ness in their children. Theystruggle to
make sense oftheirchilds illness. Any
illness, no matter how minor in the eyes
oftrained nursing care professionals,
isperceived as a crisis byparents - an
event that upsets their everyday living
and generates anxiety (Kibel &
Wagstaff, 2001:544). Thestress isfur-
ther increased when the child is admit-
ted to a paediatric unit in a hospital.
Their experiences of seeking advice
from professionals could leave them
feeling uncertain and uninformed.

Parents tend to be troubled by their
negativefeelings. These troublingfeel-
ings, together with feelings of anger,
grief, bitterness and helplessness could
be vented on unsuspecting, well-mean-
ing nursingpersonnel. Parents mayfind
themselves feeling critical of almost
everything done by the professional
personnel. Without intending to, par-
ents can become blinded to any actions
that reveal competence, concern and
compassion by nurses. The sense of
angry protest thatparents could expe-
rience seeks a target; in the hospital
setting, that target is often the nursing
personnel.

Parents are also under the impression
that no one could know their child bet-
ter than they do, and as such they want
to do everythingfor their child, in the
manner that theyfeel is bestfor their
child. When the child is admitted to a
paediatric unit, this care is often taken
over by the nursing personnel, espe-
cially during the initial admission pe-
riod, wherepersonnel members exam-
ine the child, do blood tests, take x-
rays, make measurements made, en-
gage in hushed conversations, or ex-
change worried glances. Parents may
feel that they are pushed aside during
this time (McCollum, 1975:6).

Through his study ofparents "as well
as the nursing personnel's perception
ofparentalparticipation Darbyshire (in
Benner, 1994:185-209) concluded that
the term parentalparticipation seemed
to have a meaningfor nurses andpar-
ents that implied an arrangement
whereby one party, the parents, would



be allowed by the other party, the
nurses, to help with their child’ care.
However, the impression gained
seemed to imply that the nurses per-
ceived theparents as being able to only
do the work ofan unqualified member
ofthe personnel, namely the parental
work. A previous study by Stratton,
(2004:10)found thatparents could ex-
perience their child’s hospitalisation in
apaediatric unitin terms of;

-facing boundaries which includes
parents feeling helpless and parents
questioning the skills ofpersonnel, as
well as the way in which certainproce-
dures are carried out;

-coping with uncertainty, highlighted
by dealing withfear thatparents have
as well as theparents "need to create a
comfort zone. Parents expressed the
desirefor caregivers to recognise and
comfort the child, as well as the par-
ents. A third aspect ofcoping with un-
certainty was parents’attempts to try
andprotect their child.

McCollum (1975:56) advocates that
parents should be encouraged to help
care for their children, especially by
feeding, bathing, changing, dressing
and playing with them. Parents how-
ever, mayfeel emotionally torn about
visiting. They wish to be with their
child to comfortand reassure them, and
to observe their condition andprogress
directly, buton the other hand, visiting
or living in may be difficult and upset-
ting. Parents "discomfortmay be inten-
sified because they lack the familiar,
organising influence o ftheir usual rou-
tine ofdaily work.

In order to accommodate the parents’
need to continue performing their
parenting tasks, family-centred care
has been introduced to nursing units
over a period of time, and in varying
degrees. One aspect important to this
study is the concept ofparentpartici-
pation. A narrow definition ofparent
participation in hospitalisation is “to
include performance ofroutine physi-
cal care and extended visiting " (Knafl
et al,, 1988:109). An extremeform of
parent participation is the establish-
ment ofcare-by-parent units, wherein
nursing personnel are only minimally
involved andparentsprovide allphysi-
cal and emotional carefor their child
(Knafletal, 1988:99).

Acutely ill children require special

equipment and special nursing care.
However, as the childs condition im-
proves, so the scope ofcare thatpar-
ents can deliver increases, so that by
the time the child is well enough, the
parents are able toperform allparenting
tasks in totality (Passero, 1988:3-4).

When a child is hospitalised, parents’
priorities, rolesand values change. Par-
ents are characterised byplacing high
levels of trust in professionals, relin-
quishing control over decision-making
to physicians and nurses, and receiv-
ing information rather than seeking in-
formation and care. Also, parents "role
inparticipating in their childs care is
notalways clarified. Darbyshire noted
in his study that parents were often
confused and uncertain as to exactly
what they were allowed and expected
to do during their childs hospitalisa-
tion (Benner, 1994:109,190).

Research problem

As mentioned in the background and
rationale (point 1.1) the lack o frole clari-
fication and the change inparents 'pri-
orities and values during the hospitali-
sation oftheir child are all sources of
conflict. Ambiguity and uncertainty as
to the boundaries ofacceptable behav-
iour ofparents in the paediatric unit
can cause conflict. The disruption of
the balance ofpower between a nurse
andparent may also be an aggravator
ofconflict. Conflictexists in a relation-
ship whenparties believe that their as-
pirations cannot be achieved simulta-
neously, orperceive adivergence in the
values and needs (Anstey, 1997:6,13).
This conflict often manifests itself in
the responses obtained inpatientopin-
ion surveys which parents are re-
quested to complete.

Patient opinion surveys completed by
parents in apaediatric unitwithin apri-
vate hospital (Vereeniging Medi Clinic,
2004) indicated thatparents are experi-
encing their child's hospitalisation
negatively. Comments made included
that "personnelare notfriendly ", “too
few personnel for the number ofpa-
tients ", "daypersonnel more compe-
tent than night —more helpful ”, and
"medication notgiven asprescribed".
Nofollow-ups had been done on these
comments, and no investigations had
been instigated by management, to
document parents ’ lived experiences
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and how these can be effectively man-
aged within apaediatric unit. Dissatis-
faction ofnextofkin with patient care
is one of the five categories that
Booyens (ed) (1998:593) recognises as
a high-risk area. Itwas also noted that
nursingpersonnel are involved in this
area

The study raises the following ques-
tions:

. Whatare the lived nursing care
experiences ofparents regard-
ing the hospitalisation oftheir
child in theprivate paediatric
unit?

. How canparents lived nursing
care experience oftheirchild’s
hospitalisation in aprivatepae-
diatric unitbe managedina
supportive manner?

Purpose and objectives
of the study

The purpose of this study was to de-
scribe managerialguidelines to support
parents with the hospitalisation oftheir
childin aprivatepaediatric unit.

Toresearch thepurpose, thefollowing

objectives wereformulated:

. explore and describe the nurs-
ing care experiences o fparents
regarding hospitalisation of
their child in apaediatric unit;

. describe managerialguidelines
to supportparents with their
lived experiences o ftheirchilds
hospitalisation inaprivatepae-
diatric unit.

Concepts

Child as defined by the Child Care Act
(No 74 0f1983) is "anyperson under
theage ofl18years " Forthepurposes
if this study a child is a person aged
between 6 weeks to 12years (ofeither
sex), sufferingfrom no majorphysical
or mental impairments other than the
onefor which hospitalisation was re-
quired, and who is expected to make a
total recoveryfollowing treatment. The
patients included both medical and
surgical patients, and only parents of
children who were admitted in the unit
(i.e. this excluded all out-patients) were
usedfor data collection purposes.

Paediatric unit is a unit within a hospi-



tal accreditedfor the treatmentand care
ofill children within aprivate hospital.
As the study focused on typical pae-
diatric hospitalisations, thepaediatric
unitusedfor data collection was a typi-
calprivate hospitalpaediatric unit, thus
excluding ones which specialise in cer-
tain conditions or purport to have ex-
perimental or especially innovativepae-
diatricprogrammes.

Parent (including adoptive parent)for
the purposes of this study, is defined
as a mother orfather (including step-
parents as well as single parents) who
are raising the child. Parenting is de-
fined by the Oxford Dictionary
(Thompson (ed) 1996:674) as the
"bringing up ofchildren ”. Thus,for the
purposes ofthis study, aparent is de-
fined as a mother orfather (including
step-parents as well as single parents)
who are raising the child. For data col-
lection purposes the mothers and/or
fathers (including step-parents and sin-
gle parents) who were involved with
the paediatric unit routine were ap-
proached.

Lived experience is defined by Benner
(1994: xi) as being engaged inpractices
asabeingwho acts in and on the world.
Lived experience is understood to be
the ways in which people encounter
situations in relation to their interests,
purposes, personal concerns, and
background understanding (Benner,
1994:186).

Manage is defined by the Oxford Dic-
tionary (Thompson (ed) 1996:538) as
“organise, regulate or be inchargeo f’.
In a nursing context, management is
described by Yuraetal,, (in_Mackenzie,
1998:178) as the use ofdelegated au-
thority within aformal organisation to
organise, directand control.

Guidelines refer to standards orprin-
ciples by which to determine and di-
rectpolicies or actions (Collins Pocket
Dictionary, 2003:377; Thompson (ed),
1996:332). Managerial guidelines there-
fore are actions that are implemented
from management downwards, during
the phases ofplanning, organisation,
delegation and controlling. In thisstudy
management was defined as the plan-
ning, organising, guiding and evaluat-
ing ofparents ’lived nursing care expe-
riences which had to be effectively ad-
dressed in thepaediatric unit routine.

Hospitalisation as defined by the Ox-
ford dictionary (Thompson (ed)
1996:424) isto "'sendor admitto hospi-
tal ”. In this study the term hospitalisa-
tion refers to all the managementproc-
esses (nursing activities andfunctions)
that occur within the paediatric unit
once the child isphysicallyplaced ina
bed within the unit.

Research design and

method

Research design

This was an interpretive-
phenomenological qualitative study
whereby the lived nursing care experi-
ences of parents were explored and
described within a context, within an
interpretive-phenomenological ap-
proach. An interpretive approach al-
lowsfor a specific way to interpret the
captured lived experience, whilstphe-
nomenology allows for the capturing
ofthe lived experience of the parents
(Svenaeus, 2000:126).

A qualitative design enabled the re-
searcher to explore and describe the
parents'experiences in an in-depth and
holistic manner. When a study is ex-
plorative (Talbot, 1994:90) it attempts
to uncover relationships and dimen-
sions of a phenomenon. The design
was exploratory and thus suitablefor
gaining insight into the experience of
the parents in this context. The under-
standing o fparents ’lived nursing care
experiences contributed to theformu-
lation ofmanagerial actions to be im-
plemented to support parents during
the hospitalisation oftheir child.

When a study is descriptive, it issimi-
lar to the explorative type o fstudy, but
morestructured (Talbot, 1994:90). In this
study, the lived nursing care experi-
ences ofparents were explored and
described.

When an interpretive approach is go-
ing to be used, it is important to note
that it relies heavily on the particular
context o fthe situation, that is the tim-
ing, meanings and intention o fthepar-
ticularsituation (Benner, 1985:40). This
study was contextual in that it dealt
with the experiences ofparents whose
children were hospitalised for three
days or longerin atypicalprivatepae-
diatric unit.
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Research method

Various questioning methods were
used during this study. In interpretive
studies, the primary source of knowl-
edge iseverydaypractical activity. In-
dividual interviews, narrative studies,
field notes and a conceptualisation of
the data allowedfor parents ’ experi-
ences o ftheir childs hospitalisation in
a private paediatric unit to become a
text analogue, which could then be in-
terpreted (Benner, 1994:59).

Population, sampling and
selection criteria

Parents whose child was at that stage
being hospitalised in aprivate paediat-
ric unit were usedfor the data gather-
ing phase of the research. The study
was conducted in one of the private
hospitals in the Vaal Triangle region of
Gauteng, South Africa. Criterion-based
purposeful sampling was conducted.
Purposive sampling chooses subjects
who are judged to be typical of the
population in question, or who arepar-
ticularly knowledgeable about the is-
sue under study (Polit & Hungler,
1997:229). Thoughtful planning was
requiredforappropriateparticipantse-
lection. Purposive sampling was used
to achieve saturation ofdata and seven
parents were interviewed and fifteen
parents completed narrative diaries. The
criteriafor parents'selection were as
follows:

. Parents able to communicate in
English or Afrikaans;
. Biologicalparents (motheror

father), adoptive parents, single
parents or step-parents;

. Theparents'child wasformally
admitted inapaediatric unit
within aprivate hospital;

. The hospitalised child was
aged between six weeks and 12
years ofage;

. The child was hospitalised in
thepaediatric unitfor a mini-
mum o fthree days (three days
being the shortest duration of
antimicrobial treatment);

. The parents visited their child
at leastonce a day inorderfor
them to be able to activelypar-
ticipate in theirchilds care;

. Theparents were willing to re-
flectfreely on their lived nur-
sing care experiences and con-



vey it to the researcher (using
the questioning method o ftheir
choice, i.e. interview and/or nar
rative diary).

Data collection

In interpretive studies, the primary
source ofknowledge is everydayprac-
tical activity. Human experience be-
comes a text analogue that is studied
and interpreted in order to discover the
hidden or obscured deeper meaningof
aphenomenon. Given that our every-
day lived experience is often so taken
forgrantedas to go unnoticed, itisfre-
quently through the dissemination of
the text analogue that the researcher
achieves flashes of insight into the
lived world (Benner, 1994:59). Inter-
views, narrative studies,field notes and
a conceptualisation o fthe data allowed
forparents "experiences oftheir child's
hospitalisation in aprivate paediatric
unit to become a text analogue, which
could then be interpreted.

An unstructured, individual interview
was used as the primary data collec-
tion method. Interview questions, com-
mencing with an opening question and
followed byprobing, exploredparents’
experiences and probed into their
thoughts, feelings, concerns and wor-
ries during the hospitalisation oftheir
child.

As asecondary data collection method,
narrative diaries were handed out on
admission to parents whose child was
expected to remain in the unitfor at least
three days, and who gave consent.

The conceptualisationphase was con-
ducted in order to merge thefindings
ofthis research study into the already
existing body of knowledge that was
relevanttoparents'experiences oftheir
child's hospitalisation inaprivatepae-
diatric unit. The merger ofnew knowl-
edge and existing knowledge served as
the conceptualisation ofparents “expe-
riences oftheir childs hospitalisation
and gave the findings deeper, more
meaningful significance.

Data analysis

Making use ofTesch's method oj open-
coding, as described in Cresswell
(1994:155), the transcribed interviews,
narrative diaries and the researcher5
field notes during the individual inter-

view were analysed. The inclusion of

the researcher'sfield notes was impor-

tantfor the enrichment o fthe data.

Steps included in this method were:

. reading carefully through all
transcriptsinordertogetagen-
eral overallfeelingfor the tran-
scriptions;

. randomly choosing one tran-
scriptandreading through it,
jotting down ideas in the mar-
gins on the transcript as they
come to mindand answering the
following questions: “What is
itabout”and “Whatis the un-
derlying meaning? ”;

. repeating the previous stepfor
all transcripts, and then making
a list ofall topics listed in the
margins, clusteringsimilar ones
together, and then drawing up
three columns marked 1) major
topics, 2) unique topics and 3)
leftovers;

. finding the most descriptive
wordingfor topics and turning
them into categories;

. making afinal abbreviationfor
each category and alphabetis-
ing these codes;

. assembling the data material
belonging to each category in
oneplace andperformingapre-
liminary analysis.;

. re-coding the existing data.

The four main underlying processes
identified during the empirical data,
which led to theformulation ofguide-
lines, were:

. parentalparticipation in thecare
oftheir child,

. the unitmanagementdimen-
sions in thepaediatric unit

. communication between par-
ents and nursing care person-
nel.

. creating a therapeutic environ-

mentfor parents.

Trustworthiness

Measures to ensure trustworthiness
were applied. Guba's (Guba & Lincoln,
1985:290-327) strategies o fcredibility,
transferability, dependability and
confirmability were implemented.

Credibility/truth-value

Prolonged engagement o fat least three
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days, during which the child was hos-
pitalised, allowed the respondents (par-
ents) to become used to and familiar
with the researcher. When the re-
searcher had prolonged engagement
with participants, it allowed the re-
searcher to identify inconsistencies in
the respondents ’ responses (Bums &
Grove, 2001:41). These inaccurate re-
sponses could be based on social ex-
pectations rather than onpersonal ex-
perience.

Reflexivity refers to the assessmentof
the influence that the researcher’s own
background, perceptions and interests
have on the study (Krefting, 1991:218).
In order to counteract the possible
over-involvement, afieldjournal was
kept by the researcher. Making use of
thefieldjournal, the researcher kepta
record of her own behaviour, experi-
ences and reflections on her thoughts,
feelings, and ideas.

Multiple data sources and contexts (tri-
angulation) werepreferredin order to
create a more naturalistic accountand
to prevent an overly narrow perspec-
tive o fthe situation (Benner, 1994:119).
In this study, field notes, narrative dia-
ries and unstructured individual inter-
views were methods used to achieve
data triangulation.

The interviewing technique also en-
hanced the credibility of the study
(Kvale, 1983:171). Precision indescrip-
tion and stringency in meaning inter-
pretation were importantfor credibil-
ity. The rephrasing ofquestions, rep-
etition of questions, or expansion of
questions on different occasions were
ways in which credibility was increased
(May in Krefting, 1991:220).

Transferability/applicability
Transferability is the criteria against
which applicability is measured in a
qualitative study. It is the ability to
transferfindings to anothersimilarsitu-
ation. Transferability was achieved by
a dense description of the data and
purposive sampling (Guba & Lincoln,
1985:301).

Dependability/consistency

In assessing whetheror notsimilar re-
sults would be obtained if the study
were done again with the samepeople
or in a similar situation, consistency



was proven. As qualitative research
does notcontrol the variables, butem-
phasises the uniqueness of individu-
als’perceptions, variations in experi-
ence, rather than identical results are
expected (Krefting, 1991:216). In this
study the data was sent to an inde-
pendent coder and the findings com-
paredforsimilarities and differences.

Confirmability/neutrality
Confirmability in this study was
achieved by ensuring reflexive analy-
sis and data analysis triangulation
(both methods have been previously
described) (Krefting, 1991:221).

Ethical considerations

Ethical clearance was obtainedfrom the
ethical committee o fthe residential uni-
versity where the researcher was reg-
istered for the postgraduate study as
well as the private hospital authority.
Parents also signed a letter ofconsent
before being interviewed or complet-
ing the narrative diary. Theparents were
given a covering letter, explaining the
reasons and importance of the re-
search. Confidentiality was assured
and the respondents could choose
whether toparticipate or withdraw dur-
ing the study. The respondents were
also assured of anonymity. The re-
searcher respected the individualpar-
ents right to privacy, confidentiality
and anonymity by not allowing any
form ofidentification on the transcrip-
tions or narrative diaries. The re-
searcherplanned and executed the re-
search in such a way that it was to the
parents 'benefit, and that there were no
harmful, physical orpsychological ex-
periencesfor theparentor child. Inter-
views were held at a time convenient
for theparents, during theirchild's ad-
mission. The child was cared for by
nursing personnelfor the duration of
the interview. The researcher main-
tained the highest standards of re-
searchplanning, implementing and re-
porting.

Interpretation of data

Thefindings regarding parents'expe-
riences oftheir child's hospitalisation
related to two main categories namely
1) experiences related to variousinter-
activeprocesses in the pediatric unit
and 2) experiences related to the envi-
ronmentwithin thepediatric unit.

Four subcategories were identified.
Three subcategories related to the in-
teractive processes in the paediatric
unit are parentalparticipation in the
care of their child, unit management
dimensions in the paediatric unit and
communication between parents and
nursing care personnel. The one
subcategory related to the environment
of the paediatric unit is to create a
therapeutic environmentfor parents
(Table 1).

Table 2 only indicates examples o fraw
data that was interpreted and lead to
certainfindings. The raw data given by
parents that lead to the interpretation
of certain categories related to their
lived experiences o fthe hospitalization
oftheirchild isoutlined in table 1. The
same process wasfollowedfor inter-
pretation ofall the raw data towards
identifying guidelines to supportpar-
ents with the hospitalization of their
child inapediatric unitinaprivate hos-
pital..

Findings

Parents described thefollowing expe-
riences with the hospitalisation o ftheir
childin apediatric unitinaprivate hos-
pital (transcribed raw datafrom the
individual interviews and narratives
given byparticipants in table 3):

From the empirical data and the litera-
ture study, the following guidelines
were formulated to support parents
during theirchilds hospitalisation ina
privatepaediatric unit.

Guidelines can be implemented to ef-
fectively support parents during their
child's hospitalisation inaprivatepae-
diatric unit. Possible managerial actions
that could be taken are bv no means
limited to the selection below.

Guidelines related to the
interactive processes inthe
private paediatric unit

Based on the narratives ofparents dur-
ing this study, thefollowing guidelines
were developed to address the themes
raised byparents. This will ensure that
parents whose children are admitted to
theprivatepaediatric unitinfuture will
be supported in an appropriate manner
with regard to theirparticipation in their
child's care. Unitmanagementdimen-
sions will address incorporating par-
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ents into the unit routine as well as
managing resources in a cost contain-
ing manner. Theguidelines should also
ensure that effective communication
takesplace in the unitbetween allpar-
ents and nursing care personnel.

Guideline 1: The unit manager in
charge of the private paediatric unit
should encourage parental
participation in the unit

The South African Patient's Right Char-
ter (1999) states that thepatient

(in this study the parent is inherently
also entitled to allpatient's rights) has
the right to participate actively on any
decisions regarding their healthcare.
Whilst the Department of Health has
made this decision at National level and
is implementing it through the Patient's
Right Charter, itis important that itfil-
ter down to the lower levels of
healthcare as it ultimately affects the
user o fthe healthcare services.

The unitmanager oftheprivatepaedi-
atric unitshouldfocus her nursingper-
sonnel on empoweringparents topar-
ticipate in certain aspects o ftheirchilds
care to the extent and intensity that
they feel comfortable with, recognis-
ing parent’s strengths and intrinsic
characteristics and minimisingfeelings
ofparentalguiltcreated by social roles.

Thefollowing are managerial actions
that could be implemented by the unit
manager through means ofan appro-
priate strategy:

. In decision-making, parents
should be consulted regarding
the level ofcare that they would
like to give their child. Itis also
importantfor nursing careper-
sonnel to consult with parents
on a daily basis as the child's
condition improves or deterio-
rates. This consultation could
befacilitated by the most sen-
ior nursingpersonnel on the
shift, or allocated to work with
theparent and their child, to
meet at least daily with parents.
This meeting could take place
atset times (for example,follow-
ing the doctor's rounds or ata
specifiedfamily meeting) or it
could be an impromptu, infor-
mal meeting that takes place.

. Solicitation o fparents input
into their child’s nursing care
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Table 2:
Category 1
Subcategory 1.1: Parental participation

Theme: Parent’s willingness to participate in their child’s care

" .. Your baby knows you better than the nurses. So ifyou are with your baby then the
baby doesn ’t have much problems, so to be with your baby I think it is afine thing "1
watched her getting better all the time, and that makes it all worthwhilefor me ”. ”...they
didn t wake him upfor his medicine... and then I gave it when he woke up "

Theme: Barrierson the extent and intensity ofparental participation in their child’s care

“The worst was when they told me | wasn t allowed to go with her when theyput the drip
in. Said I shouldgo have a cup ofcoffee. Thatwas reallysilly, | thought. What mother can
leave her child while they hold her down and hurt her? ””One morning the sister said she
was just going to inject straight out of the syringe, one, two, three and it was over. He
screamed and she held him down with her one arm and injected with the other. He is so
small, he couldn ‘tmove, so hejustscreamed. Ifeel that was terrible. ”

“take a break "from itall, "... Youneedtogetoutofheretoo,you can tjustsitinthesefour
walls, and itgets a bit too much....And life goes on out there”

Examples of raw data that were interpreted as experiences relating to
Experiences related to the interactive processes in the paediatric unit

Subtheme:
Empowermentofparentstopar-
ticipate in certain aspects ofcare

Subtheme:Parents "feelings of
guiltas a barrier inparentalpar-
ticipation inchild’ care

Subtheme.Challenges caused by
parents'social roles

delivery needs to be an ongo-
ing and dynamicprocess, and
notjusta "once-off”. This is
because circumstances, priori-
ties and needs may change over
the duration ofthe child's hos-
pitalisation (Pogoloff,
2004:118). Parentsshould be
asked at least daily, ifthey
would like to take part, or assist
the personnel in any way.
When the nursing care person-
nel allocated to carefor the
childgo and introduce them-
selves to the parents, they
could enquire ifthere are any
particular tasks that theparents
assist with or would like to as-
sist with. By enquiring and ask-
ing theparents themselves, the
nursing care given can be con-
tinued andparents also have an
opportunity to increase their
input into the child's care.
Parents should also be taken
into consideration in the deci-
sion-makingprocess regarding
theirchild's care. Whereparents
are notpresentduring the doc-
tor 5 rounds, nursing careper-
sonnel couldphone theparents
and inform them ofchanges in
treatmentand improvementin
the child's condition. This is a
practical way ofgettingparents
“puy-in ”into the care being

given to the child, as well as em-
phasizingparents importance
in the treatment o fthe hospital-
ised child. Should the decisions
taken by parents not be imple-
mented, it is the responsibility
ofthe ‘responsible person ’, be
itthe doctor or the nursing care
personnel who vetoed the de-
cision tophone theparents and
explain the reasonsfor theirac-
tions as soon as possible.

In the routine managementof
the unit, the role ofopen visit-
ing hoursfor parents andpa-
tient 5 siblings should also be
considered. Open visiting
hours couldplace less stress on
parents to balance their inher-
ent need to be with their hospi-
talised child and their need to
spend time with other children
at home. Open visiting hours
could also allowforparents to
be supportedfrom external so-
cial networks during the trying
time oftheirchild s hospitalisa-
tion. Open visiting hours will
need to be discussed with hos-
pital managementand insome
private hospital groups, group
management. The nursing unit
manager could suggest open
visiting hours be trialed at their
hospital and aparentsatisfac-
tion survey conducted before
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provincial or national roll outof
open visiting hours.

Itis important that the unitmanagerof
theprivatepaediatric ward realizes that
there are certain barriers on the extent
and intensity ofparental participation
in child s care. The unitmanagershould
guide the nursing personnel in over-
coming these barriers so that patient
care isnotjeopardized in any way. This
could befacilitated through thefollow-

ing:

Parents who choose to not be
actively involved in theirchild’s
care should not be victimised
or made tofeel inferior, and their
decision should be respected at
all times. Parents should not be
made tofeel as though their
motives are being questioned,
and all nursing care personnel
should be guided in not being
judgmental. Thisimplies that
nursingpersonnel must be cau-
tioned regarding their body lan-
guage, tone ofvoice and non
verbal communication patterns,
that could lead toparentsfeel-
ing victimised.

Itis important to clarifyparen-
tal and nursing roles, thus en-
suring that no misunderstand-
ings occur which will impact the
quality ofcare received by the
child. This could also be done



Table 3:

Experiences described by parents related to the interactive

processes and the environment of the pediatric unit in the pediatric

unit

INTERACTIVE PROCESSESINTHE PAEDIATRIC UNIT

Experiences related to parental participation

Parents willingness toparticipate in their child s care

Barriers on the extentand intensity ofparentalparticipation in theirchilds care

Experiences related to unit management dimensions: Planning and organising

Family education activities in dischargeplanning

Aspects oforganising the paediatric unit routine

Organising o fresources in thepaediatric unit

Experiences related to communication in the paediatric unit

Interpersonal relationships

Caring in thepaediatric unit

Information managementin thepaediatric unit

Experiences related to communication in the paediatric unit

THEENVIRONMENTOFH IE PAEDIATRICUNIT

Experiences related to creating a therapeutic environment for parents

Facilities available

Creating a safe environmentforparents

atascheduledfamily meeting
early in the child's admission or
impromptu throughout the
childs hospitalisation.

Guideline 2: The unit manager should
have the ability and expertise to be
able to manage the private paediatric
unit through detailed planning and
organising of nursing care activities
in the unit

The Batho Pete principles as setout in
the White Paper on Transforming Pub-
lic Service Delivery (South Africa: 1997)
promotes the rights ofthepatient (par-
ent) with regard to whatservice stand-
ards can be expectedfrom the nursing
units. Thus standards set should be of
the highest, and this requires that the
unitmanager has Quality Improvement
Programmes in place tofacilitate the
setting and maintaining o fsuch stand-
ards (Muller2002:9).

The unit manager should guide nurs-
ing personnel to plan the discharge
process effectively, to include parents
in the unit routine and to manage re-
sources whilstpromoting cost contain-
ment.

Experiences related tofamily education
activities in discharge planning can
have an adverse effectonparent'sper-
ceptions of their stay in the private
paediatric unit. It is therefore very im-
portantthat the unitmanager, together
with the multidisciplinary team compile
actionplans andstrategies thatdirectly
address the discharge process. Mana-
gerial actions thatcould be included in
such a strategy include:

. Parents should be informed at
admission and during the
childs hospitalisation ofpos-
sible discharge dates. Once
again, this emphasizes the use-
fulness ofafamily meeting that
could be held with members of
the multi disciplinary team, who
would be treating the child.
Doctors, nursing careperson-
nel andphysiotherapists are
examples o fteam members who
could attend such meetings, and
provide relevant information to
parents.

* Other members o fthe commu-
nity should be contactedprior
to discharge, ifany areasof
need have been identified dur-
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ing the assessmentor hospitali-
sation process (e.g. dietician,
physiotherapist, etc.). By con-
tacting team membersprior to
discharge, the dischargeproc-
ess does not have to be delayed
byparents waitingfor other
healthcareprofessionals to con-
sult with them.

* Effective communication be-
tween doctors, nursingperson-
nel and the parents should be
ensured. This could befacili-
tated by the nursing care per-
sonnelphoning parents on at
leasta daily basis to inform
them ofdevelopments in their
child's condition and treatment.

* Where possible, nursingper-
sonnel should consider logis-
tics, such as transportandpar-
ents who may have to be at work
during theplanned discharge
time, while doing theirdischarge
planning. Dischargeplanning
could be discussed at thefam-
ily meetings thatare held dur-
ing the childs admission to the
paediatric unit. Thiswouldal-
lowparents topartake in the
dischargeplanning and any
time constraints or requests that
they may have, can be raised
and taken into consideration.

A unit routine needs to be flexible
enough to accommodate the varied
needs of the parents and children in
thepaediatric unit. Thus the unitman-
ager needs to coordinate all therapeu-
tic services, theprovision ofa safe en-
vironment, thephysical care o fthe child
in respect o ftheir hygiene, feeding re-
quirements, and even recreation
(Mellish, Brink & Paton 2001:4). This
implies an enormous amount ofplan-
ning and consultation together with
parents in accordance with the Batho
Peleprinciple ofconsultation (Muller,
2002:9). The process of consultation
can bepromoted by thefollowing:

* Allpersonnel oftheprivate
paediatric unitshouldpartici-
pate in the setting ofa unitspe-
cific vision and mission, as well
as appropriategoalsfor the unit.
Thepaediatric unitmanager
could use open, two-way com-
munication whilst compiling the
vision and missionfor the unit.
The individual nursingperson-



nel 5, and nursing unit's aspira-
tions, expectations, intentions
and opinions must be consid-
ered. The unitmanager should
encourage nursingpersonnel to
rise above personal interests
and work as a team during the
setting ofthe vision and mis-
sion (Naudé, Meyer & van
Niekerk, 2001:138)

. A hard copy ofthe vision and
mission could be handed out to
all nursingpersonnel, and
should be communicated
clearly and consistently. This
can be achieved by explaining
the vision and mission in such
a way thatitbecomespractical
and understandablefor all cat-
egories ofnursingpersonnel in
thepaediatric unit (Naudé etal.,
2001:138). The vision and mis-
sion could also be displayed in
the unitso thatparent's can
also be made aware ofthe in-
tentions and aspiration ofthe
unitin which their child has
been admitted.

. The type ofdelegation used
should be dependent on the
needs ofthepatient and should
be dynamic so as tofacilitate
the needs ofpatients and par-
ents in the unit. Whenfunc-
tional allocation is used, the unit
manager should rotate theper-
sonnelso thatpersonnel do not
become bored with tasks allo-
cated to them. Boredom could
lead to nursingpersonnel be-
coming complacent, and the
quality ofthe nursing care re-
ceived may be adversely af-
fected.

. In order to increase the nursing
carepersonnel’s attention to
their daily tasks and responsi-
bilities, itmay be usefulforper-
sonnel to sign a delegation
book on a daily basis, whereby
they accept responsibilityfor
the correct execution ofthe
tasks delegated to them (Naudé
etal.,2001.154).

All resources and services impacting
on the private paediatric unit should
be optimally organised topromotepa-
tient satisfaction. The unit manger
could implement thefollowing mana-
gerialactionstopromote organised re-

sources:

. Service contracts should be
drawn up between theprivate
paediatric unitand thephar-
macy, as well as other depart-
ments thatare in interaction with
the unit (pharmacy, technical
department, kitchen, house-
keepingservices, etc.) to ensure
that the patients receive timely
treatmentand quality care.

. Nursing care should be evalu-
ated continuously to ensure
qualitypatient care atall times.
Thiscan be accomplished by in-
stituting a risk management
team or clinicalgovernance
team, who would be responsi-
blefor the auditing ofnursing
care, as well as the investiga-
tion ofany "failureofcare "in-
cidents, which could have any
form ofnegative repercussion
for the healthcare service. It
couldalso be very usefulfor all
nursing carepersonnel to audit
nursing documents on a
monthly basis in order to iden-
tifypossible "failureofcare”
areas. Thiswill draw nursing
carepersonnel 5 attention to
their own shortcomings in the
delivery ofqualitypatient care.

Guideline 3: The manager in charge
of the private paediatric unit should
promote meaningful communication
between all role players in the unit
Nursing in South Africa is largely gov-
erned by the South African Nursing
Council (SANC). In accordance with
the Nursing Act No 33 of 2005, the
SANC could set out regulations that
must befollowed or there could be dis-
ciplinary repercussions. Professional
confidentiality is an important aspect
ofprofessional conduct and is sup-
ported by the Patient 5 right Charter as
well (DepartmentofHealth, 1999:3).

The unitmanager oftheprivatepaedi-
atric wardshouldpromote interpersonal
relationships in thepaediatric unit, with
special emphasis onfostering a trust-
ing, caringparent-nursing careprofes-
sional relationship that promotes the
communication ofinformation by us-
ing a communication network that en-
sures parents receive adequate infor-
mation.

Interpersonal relationships shouldform
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partofcontinuouspersonnel develop-

ment. This could befacilitated through

thefollowing actions:

. Nursingpersonnel should re-
spectandguard confidentiality
at all times. They should not
discuss any other child or use
other children as comparisons,
evenfavourable ones. I fparents
hear nursingcarepersonneldis-
cussing other children with
anyone other than his/herspar-
ents, it may open the doorfor
distrust (Pogoloff, 2004:116)

. Each conversation with parents
should start with a positive
statement about their child.
When nursing care personnel
provide parents with positive
feedback, parents will lookfor-
ward to speaking with them
(Pogoloff, 2004:116).

. Nursingpersonnelshould allow
parents to be part ofthe deci-
sion-makingprocess regarding
their child's care, and they
should respect informed deci-
sions that have been made.

Caring actions should be an inherent
part of nursing; however, when they
are lacking itispossible to encourage
and motivate nursing personnel
through thefollowing:

. Nursing personnel should be
friendly atall times and basic
actions such as smiling when
greeting apatientshould be en-
couraged. Ifnecessary nursing
carepersonnelshould receiving
coachingregarding their
demeanor when dealing with
parents and patients.

. Nursing personnel should be
gentle andpraising, and
encourage children, which will
allowparents tofeel at ease and
which willfacilitate a trusting
relationship between parents
andpersonnel, as well as chil-
dren andpersonnel.

. Nursing personnel should pay
attention toparents‘emotional
state rather than ignoring it.
Nursing care personnel should
be sensitive to the emotions of
parents. Topics or comments
that may seem insignificant to
nursing personnel may sound
harsh or negative to parents
(Pogoloff, 2004:117). An area



should be allocated within the
unit whereparents and nursing
personnel can discuss sensi-
tive matters. Itis also important
thatparents are reassured that
while they are in anotherpartof
the unitor hospital, that their
child is being taken care ofby
the nursing personnel in the
unit.

. Nursing personnel should be
available during their working
times to respond immediately to
parents 'queries. Thiscouldfa-
cilitateparent's trust in theper-
sonnel as well as build open
communication networks. The
nursing unit manager should
ensure that the numberofnurs-
ing personnel that she has
scheduled to be on duty will be
ableprovide safe and adequate
care to both child andparent
(Swansburg & Swansburg,
2002:101). The nursing unit
manager should ensure that tea
times are scheduled in such
away that the ward will still be
covered with sufficient nursing
personnel during tea and lunch
times.

Facilitating effective communication
networks is an integralpart o fthe nurs-
ing unitmanager's responsibility. Not
only is courteous towards the parent,
butitis also important thatparents are
provided with appropriate information
regarding the services available to
themselves as well as their child's treat-
ment (South Africa; 1997:9)

. The child and his/her parents
should be informed aboutpro-
cedures to be doneprior to it
being done. According to the
Health Act, 2004, ofSouth Af-
rica, doctors are responsiblefor
explaining theprocedure to be
performed. Itis no longer the
responsibility ofthe nursing
carepersonnel.

. Nursingpersonnel should re-
spond immediately when the
bell call/button ispressed. By
implementing hourly unit
rounds, nursing personnel
would be able to anticipatepo-
tentialproblems as well as de-
crease noise in the unit (Hunter,
2006:4)

Personnel should be encour-
aged to communicate honestly
with parents andprovide them
with sufficient information to
make informed decisions.
Communication break-downs
should be avoided and it may
be necessary’to consult with all
departments interacting with
thepaediatric unit (technical,
kitchen, pharmacy, theatre, etc.)
regarding acceptable communi-
cation channels to be used with
the unit.

Information should be obtained
from parents using various
forms. Provide parents with an
opportunity to communicate
abouttheir child in writing, by
phone, and withface-to-face in-
teractions. Parents mayprefer
to use one or moreforms ofin-
formation. Itmay also be more
convenientfor parents to take
aphone call, rather than having
to readpages ofinformation.
Nursing care personnel should
be encouraged to communicate
using theparents ’preferred
mode o fcommunication, rather
than always using nursing care
personnel’s most convenient
form ofcommunication. This
could be noted during the ad-
mission assessment, or parents
could be asked to complete a
short questionnaire regarding
their communication prefer-
ences.

Variousforms ofcommunica-
tion should be provided
throughout the unit, such as
verbal communication, pam-
phlets on admission, posters on
the walls and access to addi-
tional information (e.g. paediat-
ric textbooks and other relevant
reading material).

The use ofa computer-based
information center should also
be considered. Thiswould make
information easily accessible at
all times, and not only when it
suits nursing carepersonnel
Parents mayfind it more con-
venientto “surfthe web "for in-
formation while their child is
sleeping, rather than when their
child is awake and demanding
attention.
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Guidelines related to the
environment of the private

paediatric unit

Based on the interviews and narratives
ofparents as well as the observations
ofthe researcher, thefollowing guide-
lines were developed to address the
themes raised byparents. Thiswill en-
sure that parents whose children are
admitted to theprivate paediatric unit
infuture will experience a therapeutic
environmentfor themselves which has
sufficientfacilities, is safe and comfort-
ableforparents who choose topartici-
pate intheirchild’ care.

Guideline 4: Unit managers should
motivate and budget for facilities that
could contribute to creating a
therapeutic environment for parents
within the private paediatric unit

The creation ofa therapeutic environ-
ment includes the creation ofa warm,
caring, aestheticallypleasingphysical
emironment. Unitmanagers are respon-
siblefor the establishment and mainte-
nance o fa therapeutic environment that
willfacilitate aparentsphysical, men-
talandspiritual health. The creation of
the above described environment is
seen as a basicpatient (parent) rightas
set out in the Patient's Right Charter
(DepartmentofHealth; 1999:3).

The unitmanager oftheprivate paedi-
atric unitshouldfacilitate the creation
ofa safe, therapeutic environmentfor
parents, whereparents can be comfort-
able with adequatefacilities and mini-
mal external stimuli.

Practical meansfor creatingshould an

environmentcould include:

. Allowance should be madefor
privacyfor child andparents.
Thiswillprovideparentsfor an
area that they can retreat to,
where they can spend quiet time
with their childas well aspossi-
bly maintaining, whereparents
can, their own routine, to a cer-
tain degree.

. A protected and safe outdoor
play area should be provided.
This willallowfor the children
toplay andsocialise with other
children, as well asproviding
parents with an opportunity to
socialise with other adults and
‘breakfree "from thefour walls
that they mayfind themselves



enclosed by.

. The quantity and quality of
stimulation should be control-
led, by enhancing therapeutic
stimulation and minimising
harmful stimulation. This can be
facilitated through the use of
"Silence ”boards displayed
prominently, theplaying of
calming background musicor
nature sounds, as well as the
use ofcurtains and, where ap-
propriate, carpets, to actasa
bufferfor the noise.

. Social interactions should be
enhanced andparents allowed
aspace where they can comfort-
ably interact with otherparents
orfamily members. Thiscould
be a visitors lounge or a dedi-
catedparent's room where com-
fortable chairs and refreshment
facilities areprovidedforpar-
ents use.

Limitations of the study

Only seven parents took part in the
study, which may be too smallagroup
to obtain accurate information. Parents
who declined to take part in the study
cited anxiety and concernfor their child
as theiroverriding reasons.

Despite parentsfulfilling the selection
requirements, they were at times un-
able to “grasp "the intended meaning
ofthe term ‘experience ’and were thus
unable to give dense descriptions of
their lived experience during their
child's hospitalisation in aprivatepae-
diatric unit.

The study was conducted in a private
paediatric unit, therefore generalisation
outside o fthis environmentmay be dif-
ficult tojustify.

Recommendations

Recommendationsfor nursingpractice,
education and research will now be set
out.

Recommendations for nursing

practice

Parental participation should be en-
couraged in allpaediatric nursing units
with units becoming more ‘'parent
friendly  This can be done by imple-
menting theguidelines set outin Chap-
ter 5 ofthis study.

Policies topromote parentalparticipa-
tion should be written by the unit man-
ager and nursing personnel must be
made aware ofthepolicies, and where
they can be locatedfor easy reference.
The policies can then be revised as
more information becomes available
with regards to effectively supporting
parents during the hospitalisation of
theirchild in apaediatric unit.

To ensure optimal implementation of
the policies and guidelines, in-service
training should be given to all member
ofthe multi-disciplinary team, whopar-
take in the hospitalised childs care.
This will ensure that there is continu-
ity ofcarefor child andparents.

Recommendations for nursing
education

Parents need to receive accurate infor-
mation regarding theirparticipation in
theirchilds care during hospitalisation.
This information should preferably be
presented in various forms at appro-
priate intervals.

Nursing personnel should receive in-
service training (bothformal and on-
the-spot) regarding the importance of
parental participation, as well as the
benefits thereoffor theparents and the
nursing personnel.

Recommendations for nursing

research

Research on parental participation in
their child's nursing care is very lim-
ited in South Africa and thefollowing
could befuture research topics:

. Factors influencingparents’
participation in their child's
care;

. Nursing personnel’s attitude

towardsparentalparticipation;

. The extentto which parent's can
be effectively coached to co-
ntinue with home care in termi-
nally ill children

. Comparison between parental
participation ina Paediatric In-
tensive Care Unitsetting and a
paediatric unit, as wellas com-
parative studies between paren-
talparticipation inacutely ill
children and terminally ill chil-
dren.

Conclusion

This study has shown that there is a
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demandfor parental participation at
various levels during the hospitalisa-
tion of a paediatric patient. Whilst
some parents experience itpositively,
other parents appear to be resistant
towards it. Regardless o fthis, parents’
participation in the care oftheir hospi-
talised child is becoming an increas-
inglypopularphenomenon andfurther
research needs to be conducted around
this widefield ofstudy ofwhich we, in
South Africa, have limited knowledge.
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