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Introduction

Patient satisfaction is more than just an in-
dicator of health care quality. Unsatisfied pa-
tients mean that health care has not achieved 
its goal (1). Patient satisfaction during medi-
cal procedures is the measure of the patient’s 
perception of health care quality, and depends 
on the patient’s expectations, values and ex-
perience (2). Measurement of satisfaction is 
an important tool for research planning and 
management (3). One of the most important 
reasons to measure patient satisfaction is the 
fact that medical diagnoses and outcomes are 
highly dependent on communication and 
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Objective – To investigate parents’ perception of the quality of health 
care in the child- friendly pediatric department and to recognize 
parents’ concern connected with organizational issues during their 
child’s hospital stay. Participants and methods  – In a period of three 
months in spring 2014 an anonymous questionnaire, specially de-
signed for this research, was used on a sample of 190 parents, whose 
children were hospitalized. The questionnaires were delivered during 
the hospital stay of the child and the parents were informed about the 
purpose and instructed on how to fill in the questionnaire. Results – 
Parents gave quite a high average score about overall satisfaction with 
the child-friendly department on the scale from 1 to 5 (Mean=4.38). 
The least positive scores were given for food quality, the possibilities 
for play and involvement in diagnostic and therapeutic procedures. 
Conclusions – The results of this survey confirm that parents of hos-
pitalized children have a generally positive attitude towards the child - 
friendly department. It is important to encourage parents to stay with 
children during hospitalization without any conditions. 
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active patient participation (4). This form 
of research helps patients to choose hospi-
tals, and health care providers to concentrate 
on quality improvement and compare their 
own results with standards of hospital care. 
The results also help health care politicians 
in control and quality improvement, and in-
crease competition between hospitals (5).

In accordance with the United Nations 
Convention on the Rights of the Child, in 
1989 WHO and UNICEF introduced the 
Baby Friendly Hospital Initiative. The BFHI 
was launched in 1991 following the Inno-
centi Declaration of 1990 with the main goal 
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to protect, promote and support breastfeed-
ing. However the concept has much more 
benefits for children, mothers, families and 
societies as a whole than just breastfeeding. 
Following the global success of BFHI, a 
group of interested parties got together with 
the idea of seeing if a similar type of program 
could be initiated to address the many out-
standing needs of children and their families 
treated in hospitals. Twelve standards of care 
were proposed and are being promoted to act 
as the underpinning principles of „the child 
friendly hospital“ (6). 

The hospital or the department need to 
pass external assessment according to the 
accepted criteria to be given the title “child 
friendly”. Healthcare workers all over the 
world generally have the same aspiration, to 
provide the best possible care for the children 
and families they work with. A prominent 
part throughout the process is the involve-
ment of parents and children. By identifying 
and understanding their experiences, ques-
tions, fears and dilemmas, we can improve 
the health care we provide. The path to child 
friendly hospitals was not simple or quick. In 
1959 in the United Kingdom the Ministry 
of Health Report: The Welfare of Children 
in Hospital was launched, more commonly 
referred to as the “Platt Report” after the 
Chairman of its committee, Sir Harry Platt 
(7). At that time parents were intentionally 
excluded from hospitals and only allowed to 
visit their sick child for a few hours a week. 
The almost complete separation from their 
families resulted in emotional disturbances 
varying in degree, which could have a long-
lasting effect. 

As an audit by the Central Health Ser-
vices Council (1953) revealed, only 300 out 
of 1,300 hospitals allowed daily visiting by 
parents, while 150 actually prohibited it. The 
situation was similar all over the world. Re-
search by psychologists and pediatricians in 
the 1950s showed that the emotional stress 

which children experienced during hospital-
ization was detrimental to their emotional 
and psychological wellbeing. As a result, 
major changes began to be made, which pro-
moted the greater involvement of families 
in the care of sick children, changes which 
gradually gained the support of health care 
staff. No wonder the Platt Report created a 
furore in hospitals across United Kingdom by 
advocating that “parents should be allowed to 
visit their sick child whenever they can and to 
help as much as possible in the care of their 
child“. Resistance by doctors and nurses to 
open visiting was strong and their opposition 
led to campaigning, over many years, by the 
National Association for the Welfare of Chil-
dren in Hospital to have the Platt Report’s rec-
ommendations implemented. It took decades. 

The general aim of this research was to 
explore the parents’ perception of the child- 
friendly department and to identify the prob-
lems parents face during their child’s hospital 
stay, which influence parents’ opinions, in 
order to define priorities for future improve-
ment. Specific aims were to check parents’ 
attitudes regarding the possibility of staying 
with the child in the hospital, breastfeed-
ing, nursing care, physicians’ care, depart-
ment hygiene, food quality, possibilities for 
play, the possibility to take part in decisions 
about diagnostic and therapeutic procedures, 
involvement in care, safety trust in hospital 
stuff, and the department environment.

Participants and methods

The research was conducted at the Depart-
ment of Pediatrics of the Šibenik-Knin Coun-
ty General Hospital in Croatia. Participants 
were the parents of hospitalized children 
aged 0 to 19 years. Data were collected over 
three months (January-April 2014) using a 
questionnaire developed for this research and 
validated in pilot research. During the valida-
tion of the questionnaire, the clarity of the 
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questions was confirmed. Parents took part 
voluntarily, anonymously and individually. 
The questionnaires were delivered during the 
hospital stay of the child and the parents were 
informed about the purpose and instructed 
on how to fill in the questionnaire. The par-
ents completed the questionnaires in the hos-
pital department office, in privacy, before the 
child was discharged from the hospital. The 
time needed for filling in the questionnaire 
was 8 to 10 minutes. The department staff 
were informed about the research and they 
all agreed to it. 

Instrument - the questionnaire

The questionnaire comprised 29 questions 
with offered answers and three open ended 
questions. The questions were divided into 
four sections: The first was about the de-
mographic characteristics of the participant 
(sex, age, relationship to child, education, 
economic status) and the child (age, previ-
ous hospitalization, breastfeeding), the an-
swers could be chosen from the list or writ-
ten in their own words. The second group of 
questions consisted of 7 statements about: 
support for breastfeeding, overall scores for 
nurses, physicians and other department 
staff, department hygiene, quality of food, 
possibilities for play, and an overall score. 
For each statement answers were given on a 5 
point Likert scale (from 1 to 5 where 1 means 
completely dissatisfied and 5 completely sat-
isfied) (8). The third group of 11 statements 
was shaped according to “The questionnaire 
about patients’ satisfaction in hospital” is-
sued in 2012 by the Agency for Quality and 
Accreditation in Health and Social Care (9). 
This set of questions referred to the child’s 
stay in the hospital, the parents’ presence, 
the parents’ participation in diagnostic pro-
cedures, care, safety and trust in hospital 
staff, the wider hospital environment, in-
structions by nurses and discharge. For each 

statement five numerical grades were offered 
(1 to 5), where 1 meant the worst score or 
totally incorrect statement and 5 meant the 
best score or totally correct statement. In the 
fourth part of the questionnaire it was pos-
sible to write in one’s own words about the 
child’s fears during their stay in hospital, how 
to make the hospital stay less stressful for the 
child and general suggestions for improve-
ment of the hospital stay. The questionnaire 
was validated during pretesting on a small 
sample of parents.

Ethics statement

Parents were informed that the research had 
been approved by the Ethical Committee of 
the Zagreb School of Medicine and the Ethi-
cal Committee of the Hospital. The completed 
and returned questionnaires represented the 
parents’ consent to take part in the research.

Statistical analysis

Statistical analysis was performed by statis-
tical software Statistica 12, and Oracle. For 
all variables descriptive statistics were calcu-
lated. For variables with a normal distribu-
tion, mean, standard deviation, and 95% CI 
were calculated. For testing the differences in 
categorical variables, chi-square was used.  A 
level of significance of 0.05 was used.

Results

During the research period 245 children were 
hospitalized in the department, the question-
naire was given to 225 parents (20 children 
were moved to some other hospital depart-
ment or other hospitals), and 190 question-
naires were completed and returned. The re-
sponse rate was 84%. During the research pe-
riod there were 39 hospitalized infants, all of 
them were breastfed and all of their parents 
took the part in the research. Table 1 presents 
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the demographic characteristics of the par-
ticipants. Among the participants 82% were 
mothers and 16% fathers. In 2% cases there 
were some other relatives or persons who 
were taking care of the child. 

Regarding previous experience with hos-
pitalization of a child, we did not find any 
difference in the scores given (p=0.999).

115 parents used the possibility of staying 
with the child in the hospital for 24 hours 
(60%), 51 (44%) used apartments (they paid 
for it) and 64 (56%) “the chair” beside the 
child’s bed. 58 parents visited the child on a 
daily basis, 8 occasionally and 6 did not use 
any of the possibilities offered, and 3 parents 
did not answer that question. 

The mean age of the children whose par-
ents used the apartment was 4.3 years. In 
terms of the age of the children among those 
who used the apartments, there were 19 chil-
dren below one year, 21 in the 1 to 4 years 
age group, 8 in the 5 to 9 years age group, 
2 in the 10 to 14 years age group, 1 in the 
15 to 18 years age group. The most frequent 
ages of the children whose parents used “the 
chair” was 1 to 4 years. Daily visits were most 
frequently used by parents of children in the 
10 to14 years age group. Table 2 shows the 
parents’ scores for different statements. 

The average score was 4.38. The scores for 
department hygiene did not depend on the 
mode of the parent’s stay in the hospital. Par-
ents only gave marks below 4 to three ques-
tions. The quality of food was scored below 4 
(M=3.674; SD=1.148) (Fig. 1). 

The least satisfied were the parents of 
children in the 14 to19 years age group. 
The parents of lower economic status gave 
significantly higher marks (p<0.05).We did 
not find any difference regarding the par-
ents’ educational level. Parents who used the 
apartments gave better marks to the quality 
of food (p<0.05). The possibility for play 
was also given a score below 4 (Mean=3.582, 
SD=1.283) (Fig. 2). 

Table 1 Main characteristics of participants

Characteristics n  (%)

Sex

Female 157 (82.7)

Male 33 (17.3)

Total 190 (100)

Age (years; mean±SD) 35.44±6.927

Age of schooling (years; mean±SD) 13.04±2.63

Level of education

Primary school 6 (3.1)

Secondary school 109 (57.3)

High school 75 (39.5)

Family’s economic status*

Much below average 5 (2.7)

Below average 15 (7.9)

Average 138 (72.6)

Above average 26 (13.7)

Much above average 2 (1.0)

Children’s age (years; mean±SD) 6.342±5.826

Children’s age group (years)†

Below one year 39 (20.6)

1 to 4 62 (32.6)

5 to 9 29 (15.2)

10 to14 34 (17.9)

15 to19 24 (12.6)

Hospitalization

First hospitalization 69 (36.3)

Previous hospitalization  min=1;  max=20 121 (63.7)

Parents’ 24 hours stay in hospital (n=115; 60.5%)

Apartment 51 (26.8)

Chair 64 (33.7)

Food of children during hospitalization

Breastfeeding 39 (20.5)

Food adapted to age of child 151 (79.5)

*Four parents did not enter the family’s economic status and 
†two age of child.

The worse marks were given by parents 
of younger children, aged 1 to 4 years and 5 
to 9 years. Parents in the average economical 
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group gave significantly higher scores com-
pared with parents in the higher economical 
group (p<0.05). Parents who belonged to the 
higher educational level group gave a lower 
score (p<0.05). The marks were as follows: 
parents with elementary school, Mean=4; 
parents with secondary school, M=3.714; 
parents with college or university, M=3.392. 
Parents who used apartments mostly gave a 
score of 5, users of “the chair” 3, and daily 
visitors 4. The possibility to be involved in 

the diagnostic and the therapeutic proce-
dures was also scored below 4 (Mean=3.581, 
SD=1.376) (Fig. 3). 

The scores were as follows: parents with 
elementary school, Mean=4.333; parents 
with secondary school, M=3.702; parents 
with college or university, M=3.463. Regard-
ing the child’s age, the most dissatisfied par-
ents were those of children aged 0 and 1 to 4 
years. 39 children were breastfed during their 

Table 2 Parents’ scores

Scores n Mean SD CI

Scores for nurses 180 4.50 0.80 0.72-0.89

Scores for physicians 179 4.49 0.80 0.72-0.89

Scores for other stuff 180 4.43 0.87 0.79-0.97

Scores for department hygiene 182 4.31 0.88 0.80-0.98

Scores for food quality 178 3.67 1.14 1.03-1.28

Possibility for play 165 3.58 1.28 1.15-1.43

Overall scores 180 4.38 0.76 0.69-0.85

Rooming in helps the child 188 4.89 0.34 0.31-0.38

Rooming in helps the parents 184 4.78 0.63 0.57-0.70

Participation* 172 3.58 1.37 1.24-1.53

Presence with child† 180 4.50 0.92 0.83-1.03

Safety and trust in health professionals 185 4.38 0.82 0.74-0.91

Warm and friendly environment 185 4.53 0.79 0.72-0.88

Clear information from nurses 184 4.48 0.84 0.76-0.93

Clear information from physicians 185 4.42 0.86 0.78-0.96

Instructions before discharge§ 169 4.61 0.67 0.60-0.75

Instructions before discharge about further steps 167 4.61 0.69 0.62-0.77

*In diagnostic and therapeutic procedures; †During diagnostic and therapeutic procedures; §From whom and when to seek help.

Fig. 1 Quality of food. Fig. 2 Possibilities for play.
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hospital stay, the average score for breastfeed-
ing support was 4 (Mean=4.368; SD=1.148).

In the last three questions parents ex-
pressed their opinion and gave advice (Fig. 
4 and 5). 

52 parents praised the work of the physi-
cians and nurses, 44 advised better commu-
nication, 6 noticed the lack of staff. Other 
comments were about the price parents pay 
to stay 24 hours with the child, the need for 
more colorful uniforms, improvement of 

Fig. 3 Involvement in diagnostic and therapeutic 
procedures.

Fig. 4 What made the stay in hospital easier for the child? 

Fig. 5 What made child the most afraid during the stay in hospital?

V. Bušac et al. ■ Parents and child friendly department
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the quality of food, education about disease 
prevention, the need for more time given by 
nurses and physicians for information about 
the health of the child and more time spent 
with the child. The average value on the Lik-
ert scale was 4.356.

Discussion 

This research was focused upon care given to 
children, hospitalized at the General Hospital 
in Šibenik, Croatia, in the pediatrics depart-
ment, which has the title „Child- friendly de-
partment“. The Department was in the pro-
cess of obtaining the prestigious title “child-
friendly” for ten years and was granted it in 
2009. Regarding the whole child-friendly 
concept, it is interesting to mention, which 
is not very well known even among profes-
sionals, the example of the very progressive 
approach in the General Hospital in Tuzla, 
Bosnia and Herzegovina (at that time part of 
Yugoslavia), where the children’s department 
had 150 beds for children and 60 beds for 
attendant mothers. Since its establishment 
in 1952 this department has admitted the 
mother of every child under 3 years of age 
and even as old as 14 years in the case of a 
serious disease, with the main aim to decrease 
the psychological stress of the hospitalized 
child and mother. An article about the prac-
tice in Tuzla hospital, where an important 
figure was the physician Žarko Mičić, was 
published in the International Nursing Re-
view in 1962 (10). 

In our research, the total percentage of 
questions answered was high, 87.1%. Parents 
expressed their motivation to take part in the 
research, which indirectly demonstrates how 
motivated they were to improve hospital con-
ditions for their child. Generally, parents ex-
pressed very positive attitudes regarding their 
hospital experience, on the 1 to 5 scale the 
overall average mark was 4.356. Nursing care 
was given a score of 4.50 and of physicians 

4.49. Most participants were mothers, which 
reflects the still traditional relationships in 
families where mothers are those who domi-
nantly take care of the children in health and 
sickness. The great majority of participants 
declared their economic status as average. 

According to the children’s age, the largest 
group, one-third of the children was aged 1 
to 4 years. In Neill’s research from 1996 they 
found that parents of the same age group, 
hospitalized even once for a short period, 
mentioned difficulties in caring for them 
(11). Over two-thirds of parents in this re-
search had the experience of a previous hos-
pitalization of their child but we did not find 
any difference between them and the parents 
for whom this hospitalization was the first. 
The possibility to stay with the child for 24 
hours was used by 60% of parents, mainly 
for younger children. A possible limitation 
on the higher usage of that possibility could 
be the additional costs for staying 24 hours 
with their child. When they stay with a child 
in the hospital, parents need to reorganize 
their whole professional and family life (12). 
All children under the age of one year were 
breastfed during the hospital stay and the 
parents gave a high score (above 4) for breast-
feeding support. 

Analysis of the statements generally con-
firmed the parents’ positive attitude, with 
scores above 4. Only three sections were giv-
en a score below 4: the quality of food, pos-
sibilities for play, and parents’ involvement 
in diagnostic and therapeutic procedures. 
Despite the fact that quality of food, as well 
as the possibility to play probably depend 
more on financial resources, these fields are 
evidently in need of improvement. The worst 
scores for food quality were given by the 
parents of children in the 15 to 19 years age 
group, which could be connected with the 
fact that teenagers are generally more chal-
lenging regarding nutrition. Parents of lower 
economic status gave better marks, probably 
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their expectations are lower. It is interesting 
that we did not find any connection between 
educational status and scores for food quality. 

Regarding the possibility for play, the 
worse scores were given by the parents of the 
youngest children. Parents with above aver-
age economic status and with a higher educa-
tional level gave worse scores. Probably they 
have higher expectations and have better in-
sight into the different possibilities for play, 
so they are more critical. Parents who used 
apartments mostly gave a score of 5, which 
is connected with the fact that mainly par-
ents of younger children used apartments, 
and infants and small children could be satis-
fied with simpler and readily available toys. 
Despite the very well-known and recognized 
benefits of playing for children, the hospital 
setting has some specificities regarding the 
possibility to play and sometimes because of 
health reasons the possibilities for play are 
quite restricted (infectious disease, the need 
to rest, tiredness of the child, sterile condi-
tions). The lowest score was given to partici-
pation in diagnostic and therapeutic proce-
dures. The best marks were given by parents 
with elementary school education and a be-
low average economic status. The lowest score 
was given by the parents of children aged be-
low one year and 1 to 4 years, and with above 
average economic status. Beside the Child 
Friendly Hospital Initiative, the European 
Association for Children in Hospital Char-
ter (EACH Charter) from 1988 (originally 
called the “Leiden Charter”) also says: “Chil-
dren and parents have the right to informed 
participation in all decisions involving their 
health care. Every child shall be protected 
from unnecessary medical treatment and in-
vestigation (13). 3% of our parents said that 
they did not have any possibility to take care 
of their child. The percentage could seem low 
but it is a warning sign to pay more attention 
to this issue. 

The presence of a parent in the hospital 
with the child could significantly decrease the 
child’s stress, and many positive outcomes 
have been recorded, such as lower usage of 
painkillers, antibiotics, shorter hospitaliza-
tion and so on. However, the situation is not 
simple because parents on the one hand want 
to be involved, but also they express their lack 
of information and some insecurity and fear 
(14). They also mentioned the professional 
“power” of health professionals who some-
times do not want to share information with 
parents, or if they recognize that the parents 
are more competent, they place too heavy a 
burden of responsibility on the parents (15). 
Sometimes parents have the feeling that their 
role in care is not taken seriously into consid-
eration (16).

Health professionals need to understand 
that more information about the child given 
to the parents means greater trust in the phy-
sicians (17). Beside the relationship with the 
child and parents, the relationships between 
the department members are also important. 
Good interpersonal relationships mean bet-
ter quality of health care (18). Good orga-
nization is important for both the staff and 
patients (19). 

In our research, the parents expressed a 
positive impression regarding the interper-
sonal relationships among the department 
staff. Health professionals should be involved 
in psychological interventions for reducing 
pain and distress (20). The quality of com-
munication is always mentioned as a sig-
nificant part of health care as a whole (21). 
Our research confirmed this and the parents 
stressed the importance of improving com-
munication. Sufficient information as part 
of good communication is crucial for the 
partnership between the children, parents 
and staff (22, 23). Good communication is 
also connected with patient compliance to 
health professionals’ advice (24). The insuf-
ficient number of health professionals is a 

V. Bušac et al. ■ Parents and child friendly department
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serious obstacle to providing high quality 
health care, and this problem is increasingly 
present in Croatia. Some parents noticed this 
and commented on this in the last part of the 
questionnaire, when they had the possibility 
to write their own free text. 

Limitations of the study

The limitations of the study are the small 
number of participants from only one child- 
friendly department. Also, the participants’ 
educational status was above average so the 
results could not be generalized to the general 
population of parents.

Conclusion

Our research confirmed very clearly that par-
ents want and need child friendly hospitals/
departments and that they are willing to take 
an active part in the hospitalization of their 
children. We need to make more effort to 
make this possibility available for all children 
without any limitations. 
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