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Abstract

Registered nurses and registered practical
nurses working on pediatric units in 35 Ontario gen-
eral hospitals participated in a study that examined their
perceptions and practices of family-centered care
(FCC). The Family-Centered Care Questionnaire-Re-
vised (FCCQ-R) was used to collect the data. The par-
ticipants were asked to rate their level of agreement
regarding necessary elements (perceptions) of family-
centered care and whether these elements are part of
their current work (practice). The participants had a
reasonable knowledge of the necessary elements of
family-centered care, but were not consistently includ-
ing these in their every day work. A number of barriers
to the implementation of family-centered care were also
identified. Perception and practice scores were higher
among those who had participated in continuing edu-
cation on family-centered care than those who had not.
The findings suggest that some nurses may be having
difficulties shifting from a medical helping model of
care to an enabling helping model of care, which is con-
sidered the foundation of family-centered care. Diffi-
culties in implementing family-centered care appear to
be systemic, both at the unit and organizational level.
Based on the findings, implications for practice, edu-
cation and research are suggested.

Introduction

It is widely accepted that hospitalization of a
child is a stressful experience for both the child and fam-
ily. Policies to reduce this stress such as, allowing unre-
stricted parental visiting, providing rooming-in facili-
ties for parents and involving parents in the care of their
child (Ahmann, 1994; Coyne, 1995a; Brown & Ritchie,
1989; 1990) are now well established in paediatric set-
tings. This change in view of the parental role has led to
the development of a philosophy of family-centered care.
Family-centered care is a philosophy of care that recog-
nizes and respects the pivotal role of the family in the
lives of children with health care needs (Johnson,
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Jeppson, & Redmond, 1992; Bruce & Ritchie, 1997). Par-
ents and professionals have struggled to describe what
is meant by family-centered care and great strides were
taken on this matter when the Association of the Care of
Children’s Health (ACCH) defined the key elements of
family-centered care (Shelton, Jeppson, & Johnson,
1987). These principles are now frequently seen in the
mission statements of pediatric hospitals and pediatric
units of general hospitals.

Implementation of family-centered care neces-
sitates a new approach to the delivery of health care ser-
vices to children and families and as noted by Bruce &
Ritchie (1997), this model of care continues to evolve
and expand. The foundational principles of family-cen-
tered care promote self-determination, decision-making
capabilities, control, and self-efficacy and reflect an
enabling model of helping (Dunst, Trivette, Davis, &
Cornwell, 1988). It views parents and professionals as
equals in a collaborative partnership committed to ex-
cellence at all levels of care (Ahmann, 1994; Bruce &
Ritchie, 1997). However, barriers such as the physical
environment, knowledge, skills and attitudes appear to
prevent many health professionals from incorporating
the principles of family-centered care in their practice
(Hylton Rushton, 1990; Bruce & Ritchie, 1997,
Letourneau & Elliott, 1996).

Nurses often experience role ambiguity and
confusion regarding the role of parents in family-
centered care (Brown & Ritchie; 1990; Coyne, 1995b;
Letourneau & Elliott, 1996). Some of these difficulties
are due to a need to shift from a medical helping model
to that of an enabling model of care. Nurses practising
under the medical helping model of care, have tradition-
ally exerted power and control in their interactions and
decisions with children and their families (Brown &
Ritchie, 1989; Thorne & Robinson, 1988). In contrast,
the enabling model of care empowers the family to be
fully involved in the care of the child with health care
needs (Letourneau & Elliott, 1996). Even though there
has been a shift to increase parental involvement in the
care of their children, this has not always been done with-
out problems (Brown & Ritchie, 1990; Coyne, 1995a;
Dunst, Trivette, Davis, & Cornwell, 1988).

Two recent studies (Bruce & Ritchie, 1997;
Letourneau & Elliott, 1996) done in pediatric hospitals
examined nurses’ perceptions and practices of family-
centered care. In both studies, statistically significant
differences were noted between the nurses’ perceptions
and practices of family-centered care. Nurses were found
to have a good understanding of the key elements nec-
essary for family-centered care, but these elements were
less evident in their every day practice. Furthermore,
the element “parent/professional collaboration” received
a very low rating on the perception scale suggesting that

10



it was not viewed as important to family-centered care
(Bruce & Ritchie. 1997; Letourncau & Elliott 1996). The
results of these studies provide evidence that nursing
practice continues o reflect inconsistencies in the de-
sired level of family-centered care. Letourncau & Ellott
(1996) conclude that although family-centered care has
been recognized as a satisfying and useful experience
for children and their families, it has not found its right-
ful place among health care providers.

Several studies have identified factors that influ-
ence positively perceptions and practices of family-
centered care. These factors include being married or be-
ing a parent, having a higher level of education (baccalau-
reate or master’s prepared) (Gill, 1987,1993; Letourneau
& Elliot, 1996) and years of experience (Gill 1993). Bruce
& Ritchie (1997) also found that nurses in administrative
or educational positions consistently reported a higher level
of understanding of the key elements of family-centered
care than did staff nurses.

The need for education activities such as skill de-
velopment in interpersonal relationships. negotiation, and
clarifying parental and professional roles have been iden-
tified as essential to the implementation of family-centered
care (Brown, & Ritchie. 1989, 1990: Bruce & Ritchie
1997: DePompei. Whitford. & Hosang Beam, 1994: Gill,
1987: Hylton Rushton, 1990; Letourneau & Elliott, 1996).
Involving families in policy development and orientation
programs have also been suggested as a way to enhance
family-centered care initiatives (Bruce & Ritchie, 1997;
DePompei, Whitford, & Hosang Beam, 1994; Hylton
Rushton, 1990).

In summary. recognition that hospitalization is
a stressful experience for children, and that families have
an important rolc to play in the care of their hospitalized
child, has led to the development of a philosophy of fam-
ily-centered care. The studies that have looked at nurses’
perceptions and practices of family-centered have been
mainly conducted in pediatric hospitals. Little is known
about perceptions and practices of family-centered care
of pediatric nurses working in general hospitals.

Purpose

The purpose of this study was to examine how
nurses working on pediatric units in gencral hospitals
perceive and practice the key elements of family-
centered care.

Research Objectives

I To describe nurses” views of the necessary ele-
ments (perceptions) of family-centered care.

2. To describe nurses’ views of the necessary ele-
ments of family-centered care that are part of
their current work (practice).
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3. To examine the relationship between perceptions
and practices of family-centered care and the fol-
lowing variables: age, education background, po-
sition, professional designation, experience and
having children.

Methodology

This descriptive study was designed to meas-
ure nurses’ reported perceptions and practices of fam-
ily-centered care by means of a multi-site survey. Ethi-
cal approval for the study was obtained from the Ethics
Committee at Laurentian University.

Setting

All Ontario general hospitals having a designated
pediatric unit with a minimum of ten beds were considered
eligible to participate in the study. The list of hospitals
eligible for participation was generated from the 1995
Guide to Canadian Health Care Facilities directory. Forty-
nine hospitals were found to meet the inclusion criteria.
In the spring of 1997, a letter explaining the study was sent
to the Director of Nursing or their equivalent inviting the
hospital to participate. Hospitals interested in participat-
ing returned a short questionnaire indicating their intent to
participate, the name of a contact person for the research-
ers, the number of pediatric beds and the number of regis-
tered nurses and registered practical nurses working on the
unit.

Following the initial invitation to participate, 12
hospitals indicated that one or both inclusion criteria
were not satisfied. Four ol these hospitals were retained
for the final sample as they expressed a strong desire to
participate in the study. Six hospitals declined the invi-
tation (o participate. Therefore, 35 hospitals were in-
cluded in the final sample and thesc hospitals were lo-
cated in the northern, southern, eastern and western re-
gions of the province. The number of pediatric beds in
these hospitals ranged from § to 50.

Sample

All registered nurses and registered practical
nurses working on the pediatric units of the participat-
ing hospitals were eligible to participate in the study.
Based on information obtained from the hospitals at the

time they agreed to participate, the number of potential

respondents was estimated at 1035.

Instrument

The Family-Centered Care Questionnaire —
Revised (FCCQ-R) developed by Bruce (1995) was used
for the survey. The FCCQ-R is designed to measure
health care professionals’ perceptions and practices of
family-centered care. It consists of 45 items distributed
over nine sub-scales. The sub-scales represent the eight
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clements of family-centered care defined by the ACCH
and operationalized by Bruce (sce Bruce & Ritchie,
1997). A ninth clement was added by Bruce to reflect
the importance of having a supportive work environment
in order to fully implement family-centered care. The
sub-scales and a representative item are presented in
Table 1 found immediately below.

determined by calculating Cronbach’s alpha for the to-
tal scale and the nine subscales. The alpha for the nec-
cssary clements (perceptions) scale was 0.84 and 0.85
for the current work (practice) scale. The reliability
cocefficients ranged from 0.53 to 0.80 for the necessary
clements (perceptions) sub-scales and 0.50 o0 0.76 (or
the current work (practice) sub-scales. The first sub-

Table 1, The FCCQ-R Sub-Scales and Representative ltems

FCC Sub-Scales I[\'umber of Representative [tem
tems

Family as a constant 3 Slal‘f.cncouragc parents gnd.sik‘)lings o come and go
any time that meets the family’s needs.

Parent & professional collaboration 6 Pzn’cr.]ls conl}nlhmc o lhc.dcvclopmcnl and review of

B i 7 hospital policics & practices. , ]

Family individuality 5 Slal‘l‘discuss' with the chilq and l‘ar_nil)./ whul helps
them deal with cvents during hospitalization.

Stalf promote pre-admission programs which

Sharing information 5 famitiarize children & familics with hospital staff,
routines, & cquipment prior to a scheduled admission.
Stalf encourage parents to discuss concerns with other

Parcnt- to- parent support 4 | parents with similar experiences in formal or informal

| parent groups.
Direct care managers have an adcquate knowledge in

Developmental needs 5 child development to support hospital staff in the
practice of family-centered care.

During procedures, a staff member is designated to

Emotional support for families 4 explain to the child and family exactly what is

| happening.

Design of the health care delivery system 7 The physical layout of the uni{ is designcq to meet the
developmental and psychosocial needs of the child
and family.

Staff support 6 Q)ntinu‘ing cducation programs providc opportunitics
for staff to learn to deal effectively.

Respondents indicated on a 5-point Likert scale
{strongly disagree o strongly agree) the extent to which
cach item is necessary to provide family-centered care
(perceptions) and is included in their everyday work
(practice). A sixth catcgory, not applicable, was added
cnabling participants (o respond to all items. The total
possible score for the perceptions and practice scales
was 225. The FCCQ-R also included eight questions re-
lating to socio-demographic information and onc open-
ended question inviting the respondents to make sug-
gestions on whal was needed to enhance family-centered
care in their workplace.

scale consists of only 3 items, which may partially ac-
count for the low alpha for this sub-scale.

Procedure and Data Collection

After finalizing the list of participating hospi-
tals. cach contact person was called by onc of the re-
searchers in order to review the study and their role. In
September 1997 cach contact person was mailed a packet
containing the following: information letters for the po-
tential respondents, FCCQ-R questionnaires, pre-ad-
dressed envelopes and a pre-addressed large envelope

to be used to return the completed questionnaires to the
rescarchers.  Also included in the packet was an infor-
mation letter for the contact person describing their role
and responsibilities and a copy of the cthics approval

Internal consistency of the FCCQ-R
The internal consistency of the FCCQ-R was
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Table 2, Characteristics of the Respondents

Characteristic Number Percentage
Professional status: Registered nurse 258 92.8
Registered practical nurse 20 7.2
Age group: 21-30 years 26 10.8
31-40 ycars 90 35.5
41-50 years 106 417
51-60 years 32 12.6
Primary position: Administration/management 24 8.7
Direct paticnt care 253 91.3
Parental status: Parent 227 82.8
Not a parcnt 47 17.2
Nursing experience: 0-9 years 39 14.9
10-19 years 81 309
20-29 years 110 42.0
> 29 years 32 12.2
Pediatric experience: 0-9 years 92 36.4
10-19 years 80 316
20-29 years 72 28.5
>29 years 9 3.5
Education background: Collcge/hospital dipioma 230 83.3
University degree 32 11.6

Note:
The percentages are based on actual responses

letter. The contact person was responsible for explain-
ing the study to the nurses, distributing the information
letters and questionnaires to all potential subjects, and
setting up a place where the respondents could deposit
the completed questionnaires and returning the question-
naires to the researchers at the end of the data collection
period.

Because of a postal strike and that some of the
hospitals were dealing with ongoing restructuring and
mergers the data collection period lasted until the end
of November. In December, a reminder phone call was
made to the contact persons who had not returned their
packet of completed questionnaires. A final follow up
phonc call was made in April 1998 to the three hospitals
that had not returned the completed questionnaires.
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Some respondents did not provide all requested information

These were received and included in the final sample.
Questionnaires were received from all of the participat-
ing hospitals. A total of 338 questionnaires were returned
for overall response rate of 33%.

Data analysis

In preparation for analysis, 27 questionnaires
with eight or more FCCQ-R items left unanswered were
removed. As well another 25 were removed because the
demographic information section was not completed and
seven were removed because the respondents were not
registered nurses or registered practical nurses. A total
of 279 questionnaires were retained for analysis. Data
from the FCCQ-R were analysed according to the sub-
scales representing the nine elements of family-centered
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care and the total scale scores. Rating scores were coded
as 1 strongly disagrec, 2 disagree, 3 ncutral, 4 agree and
5 strongly agrec. Descriptive and inferential statistics
were used.  Quantitative analyses involved SPSS soft-
ware on a VAX/VMS 4000 computer. Content analysis
was conducted on the open-ended question and recur-
rent themes were identified.

Findings
Profile of the Respondents

The major characteristics of the respondents are
listed in Table 2 on the previous page. Nearly all were
registered nurses (92.8%) and most were employed in
positions involving direct patient care (91.3%). The av-
erage age was 41 years (SD = 7.97) with a range of 22 to
58 years. The average years of nursing experience was
19.15 years (SD =8.79) with a range of under one year
o 40 ycars. Stightly more than one half (54.2%). had
more than 20years of nursing cxperience. The average
years of pediatric nursing experience was 13.99 (SD
=8.90), with a range from under one ycar to 37 years.
Almost one third (32%) had 20 years or more of pediat-
ric experience. Most participants were diploma prepared
(83.3%) and some (10.5%) were currently pursuing uni-
versity studies. While only a third (33.2%) reported hav-
ing participated in family-centered care continuing edu-
cation sessions, the majority (87.3%) expressed interest
in attending such sessions.

FCCQ-R Rating Scores

The mean scores of the nine elements of the
perception and practice scales are presented in Table 3.
All but one of the mean scores of the perception sub-
scales was above 4.0 indicating that the respondents
agreed on the necessity of these elements for the prac-
tice of family-centered care. However, the mean scores
of the practice sub-scales ranged from a low of 3.14 to a
high of 4.06 with only two elements rated above four,
suggesting that they were not included consistently in
every day practice. In order to determine if statistically
significant differences existed between perceptions and
practice, t-tests for paired samples were conducted on
the total scale and sub-scale scores for reported percep-
tions and practices of family-centered care. All were
found to be statistically different at the p<.001 level (sce
Table 3). Total score on the perception scale (M=189.34,
SD = 18.52), was higher than that of the total practice
scale score (M=159.41, SD =23.86), (t=14.56, df 129,
p<.001).

Congruency between Perceptions and Practices of
Family-Centered Care

The element “family individuality” received the
highest mean score on both the perception and practice
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scales. Respondents agreed that respect for privacy dur-
ing interviews, assessments and teaching based on indi-
vidual needs and [earning styles, and discussion with
child and family of what helps to enhance coping with
events during hospitalization were important elements
of family-centered care and were generally part of their
practice. The smallest difference between the mecan
scores was found on the perception and practice sub-
scale “family as a constant” with a mean score of over
4.0 on both scales. The nurses agreed that in their prac-
tice the family is the key decision maker in the care of
the child, they work with families to determine the fevel
of participation in dircet care, and encourage parents and
sibling to come and go as they need.

Differences between Perceptions and Practices of
Family-Centered Care

The greatest difference between the perceptions
and practice mean scores was found in the sub-scale “staff
support”. While the respondents agreed that issues such
as practice guidelines. continuing education programs, and
recognition of staff knowledge and skills are needed to care
for children and families from a family-centered care ap-
proach, these were frequently lacking in their actual work
situation. The lowest mean score (3.96) on the perception
sub-scale was “parent and professional collaboration™. The
nurses only somewhat agreed that activities such as parent
participation in policy making, parental involvement in iden-
tifying their child’s needs, and educational programs that
convey a sense of trust that families are key participants in
care, are necessary for parent/professional collaboration.
Furthermore, “parent and professional collaboration™ mean
score (3.98) on the practice scale supports that activities
included in this element were not a priority in their every
day practice. The element “design of the health care
delivery system” received the lowest mean score (3.14)
on the practice scale, suggesting that factors such as the
lay out of the paediatric unit, and the lack of resources
(material and personnel) impeded their ability to practice
family-centered care. However, the mean score (4.05) on
the perception scale suggest that they agreed that the ele-
ment was necessary to family-centered care.

Factors Influencing Perceptions and Practices of FCC

One-way analysis of variance tests were conducted
in order to determine if reported perceptions and practices
varied with education level, professional designation, po-
sition, whether they had children, participation in family-
centered care continuing education, and interest in partici-
pating in a family-centered care workshop. Perceptions o
family-centered care were higher for those who had com-
pleted university studies [F(1;170) = 9.99, p = .002] than
those who had not, however, everyday work scores were
not significantly different [F(1;143) = 1.88, p = 0.17]
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Respondents who had participated in continuing education
had significantly higher scores on the perceptions scale.
[F 1171y = 12.38, p= 0.0006]. and practices. [F (1:144)
= 6.61. p = 0.01] than those who had not participated.
Scores were not significantly different for the percep-
tions [F (1:170) = 2.59, p =0.11] and practices. [F (1:143)
= 0.68, p= 0.41] scales between those who had interest
in participating in a workshop and those who did not.
No other statistical sigaifcant differences were found.
Multiple regression analyses revealed no statistical evi-
dence to support any lincar cffect of age or nursing cx-
perience on the difference between perception of neces-
sary clements and current practice of family-centred
care.

Barriers to Family-Centred Care

Many nurses provided comments that reflected
their concerns and difficulties in implementing the prin-
ciples of lfamily-centered care in their everyday prac-
tice. Barriers frequently noted included the lack of stalf
education on how to work with families, a need for addi-
tional resources for health teaching and a need for more
nursing staff. The physical environment of the paediat-
ric unit was often described as being detrimental to fam-
ily-centrered care. Examples of this included the lack
of privacy arcas and facilitics such as telephones and
kitchens for famitics. The lack of administrative sup-
port for family-centered care was also noted by many.

Discussion

The findings suggest that the nurses who par-
ticipated in the study gencrally believed that the ele-
ments included on the FCCQ-R were necessary to prac-
tice family-centered care. This finding was also found
in (wo recent studies that examined nurses and other
health care professionals’ perceptions and practices of
family-centered care (Bruce & Rilchie, 1997; Lelourneau
& Elhott, 1996). Earlier studies concluded that nurses’
lack some of the knowledge needed o practice family-
centered care (Hayes & Knox, 1984; Knafl, Cavelleri &
Dixon, 1988, Brown & Rilchie, 1989). The nurses who
participated in this study indicated an understanding of
the complexities of caring for children and their fami-
lies. These differences may reflect an improvement in
knowledge of family-centered care and suggest that
strides have occurred in the understanding of the ben-
efits of family-centered care for children and familics.

The results revealed that nurses who had com-
pleted university studics or who participated in continu-
ing cducation sessions had more positive perceptions of
family-centered care. These findings are similar (o other
studies done in children’s hospitals (Bruce & Ritchie,
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1997 Gill. 1987, 1993; Letourneau & Elliott, 1996). As
noted by Bailey, Simeonsson. Yoder. & Huntington
(1990), the need for additional specific knowledge and
skills in working with familics in basic health profes-
sional programs is essential to the successful implemen-
tation of family-centered carc. The recent decision by
the College of Nurses of Ontario (Risk, 1999) (o make
the baccalaurcate in nursing a requirement for new reg-
istered nurses should help address the need 1o increase
the knowledge and skills in working with famitlies in
nursing education programs.

While agreement with the necessary clements
of family-centered care was evident, the respondents re-
ported that these clements were not consistently incor-
porated into their everyday work with families. These
findings arc remarkedly similar to those found in two
studies done in children’s hospitals (Bruce & Ritchic,
1997 Letourncau & Elliott, 1996). This suggests that
whilc advances have been made in recognizing the key
clements of family-centered care. difficultics remain in
implementing these clements in practice.  Difficulties
identified by the respondents included. the lack of con-
tinuing education opportunities on how to work with
families, a need for additional resources for health teach-
ing, paediatric units that were not designed to support
the principles of family-centered care and a lack of ad-
ministrative support. Others (Bruce & Ritchie. 1997;
Coyne, 1995b; Hylton-Rusthon, 1990) have reported
similar barriers. These difficultics can be linked to hos-
pital policies and prioritics and suggest that unless the
decision-makers. including nursc teaders. understand the
special needs of children and families and the staff car-
ing for them, barriers to the implementation of family-
centered care will continue.

It has been suggested that one of (he reasons
why nurses have difficulty incorporating the principles
of family-centered care in their practice is because they
have been cducaled in a medical helping model of care,
rather than in an cnabling model of carc (Bruce &
Ritchie. 1997: Letourncau & Elliott, 1996). The results
of this study lend credence to this assumption. The fam-
ily-centered care element most agreed upon on both sub-
scales was “family individuality”, while the smallest dif-
ference between sub-scales was for the element ““family
as a constant”. These findings suggest that the nurses
cognitively understand the place of families in the life
of children and recognize that families are all different
with their own strengths and weakness. Nurses have in-
corporated these ideas in their practice. These clements
fit well with the medical helping model of care. While
they may cncourage families to participate in some as-
pect of the care of their children, it is done under the
guidance and control of the nurses (Brown & Rilchie,
1989: Coyne, 1995a).
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Perceptions Practice .
- d* Correlatio - df
FCC Sub Mean scores Mean S clation va:ue

Scales Scores e
Family 4.55 4.06 0.54 0.48 14.63 271
individuality
Emotional 441 3.85 0.69 042 13.28 266
support for
families
Sharing 4.37 3.68 0.68 042 15.63 239
information with
families
Developmental 4.32 3.82 0.58 0.45 13.66 247
needs
Staff support 4.25 3.20 0.88 0.31 18.32 231
Family as a 423 4.03 0.49 0.71 6.60 271
constant
Design of health 4.05 3.14 0.76 0.33 17.36 209
care delivery
system
Parent-to-parent 4.03 3.33 0.75 0.46 14.19 233
support
Parent— 3.96 3.48 .59 0.48 12.34 223
professional
collaboration
Total 189.34 159.41 234 0.41 14.56 129
Note: Rangc -5 A higher mean scorc indicates a higher level of agreement

* The estimated standard deviation of the difference between current practice and nccessary elements

** All statistically significant at p<.001

The element “parent and professional collabo-
ration™ received the lowest rating on the perception scale
and was ranked low on the practice scale, suggesting
that the respondents did not see the principles and ac-
tivities mcluded in this elemcnt as essential to family-
centered care. This finding was also noted in the Bruce
and Ritche, (1997), and Letourneau & Elliott, (1996)
studics. Working collaboratively with parents requires
trust, risk taking and rclinquishing of control. As noted
in other studies (Brown & Ritchie, 1989; Callery & Smith,
1991: Knafl, Calvalleri & Dixon, 1988), nurses in this
study may not have been prepared for a shift in role, one
in which parents are their true partners in care. Collabo-
ration between parents and professional is at the core of
the enabling model of care (Dunst, Trivette & Deal, 1988)
and the acquisition of knowledge and skills needed to
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practicc within this model appears cvident.

The respondents also reported that administre
tive support for family-centered care must be reflecte
in policies and programs, but this was not always ev’
dent in their work place. The restructuring and budge
cuts that occurred in the Ontario hospital scctor over tt
last few years has had a major impact on nursing and ¢
noted in the Report of the Nursing Task Force (1999
opportunities for continuing education and mentorin
have been greatly cut back (see p.16). This most prot
ably had a negative impact on programs that werc in plac
to enhance the development of family-centered care.

While the staff reported that the design of th
health care delivery system needs to facilitate the in
plementation of family-centered care, this was not a
ways so in their hospital. This finding has also bee
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reported in the literature (Coyne, 1995b: Hylton Ruston,
1990). Caring for children in gencral hospitals poses
special challenges, as the needs of children and families
arc frequently not understood and must compete with
the needs of adults and high profile programs. A phe-
nomenon now seen in some of the Ontario general hos-
pitals is the merging of pacdiatric units with obstetrical
units or cven adult medical-surgical units. This is fre-
guently done under the guise of restructuring and budget
demands and poses new challenges for those who es-
pouse a family-centered care model of care delivery.

Study Limitations

The responsc rate was low (33%) and affects
the ability o generalize the findings. Little is known
about what steps the contact persons ook to publicize
the study, how they distributed the questionnaire to the
potential participants and encouraged their participation.
Stafl absence during the data collection period due to
work scheduling, sick leave. holidays or other reasons
may have also affected the response rate.

The estimated number of potential participants
was identified during the initial contact with the hospi-
tals. During the study period significant hospital restrue-
turing was occurring across the province with some pac-
diatric units being downsized or merged. It is thercfore
possible that the number of potential participants for
cach unit was in fact lower at the time of data collection.
It is also possible. that the massive hospital restructur-
ing occurring across the province was stressful for the
nurses and completing the questionnaire added to their
stress and was nol scen as a priovity for them.

A substantial number of questionnaires were
returned incomplete and were not usable for data analy-
sis. This shortcoming raised the question about whether
the nurses understood the directions. their professional
responsibilities to the research process and the conse-
guences of not completing all aspects of the question-
naire as requested.

Implications for Practice, Education and Research

A number of implications emerge from the re-
sults of this study. The need for continuing education
sessions that focus on skill development that facilitate
parent/professional collaboration is warranted for nurscs
working with children and lamilies in general hospitals.
Basic nursing education programs need to incorporate,
in a more systematic way, the concepts of lamily-
centered care and give students opportunities to develop
the necessary skills in clinical expericnees.  Adminis-
trators and nurse leaders in key positions in general hos-
pitals with paediatric beds nced to recognize the special
nceds of children and families and these must be trans-
lated into policies and programs that facilitate and re-
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ward nurses as they shift towards an enabling model of
family-centered care. This is especially important at a
time when mergers and restructuring of the hospital sys-
tem continues. Advocates of a family-centered model
of care delivery need to be vigilant. so that the needs of
children and families are not forgotten. Future rescarch
in the field of family-centered care should include fami-
ly’s experiences with family-centered care. a more in-
depth examination of organizational support for fam-
ily-centered care, and an evaluation of the influence of
continuing cducation sessions and a family-centered
delivery model of care on patient outcomes.

Conclusion

The findings suggest that the pediatric nurses
had a rcasonable understanding of the elements neces-
sary o practice family-centered care. However, the ele-
ments were not consistently included in their actual prac-
tice. The results provide important information regard-
ing the perceptions and practice of family-centered care
of nurses working on paediatric units in generat hospi-
tals and add to a growing body of knowledge regarding
family-centered care. Difficulties in implementing fam-
ily-centered care appear to be systemic, both at the unit
and organizational level. At a time of massive restruc-
turing of the hospital system, advocates of a family-
centered model of delivery of health care for children
and families will need to be vigilant so that this approach
to care 1s not sacrificed.
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