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ABSTRACT

Aim: This study was conducted to improve the attitudes of pediatric
nurses towards family-centered care through education and to evaluate
the effectiveness of this education. Methods: The study was conducted
quasi-experimental with pretest-posttest control group in order to
evaluate the effect of family-centred care training on the care attitudes
of paediatric nurses. The study was conducted between January 15
and April 15, 2018. The population of the study consisted of 63 nurses
(N= 63). The data were collected face-to-face through the Descriptive
Characteristics Form and the Family Centered Care Attitude Scale. The
data were analysed through descriptive statistics, chi-square, t test and z
test. Ethical principles were observed at all stages of the study. Results:
The results of the research indicated that attitudes of the nurses in the
experimental group towards family-centred care, contribution of family-
centred care subscale and family and child participation in care subscale
were significantly higher in the experimental group compared to the
nurses in the control group after family-centred care training (p <.001).
Conclusions: Pediatric nurses play a key role in en-abling hospital care
services to become family-centered. Training of nurses, working in
paediatric clinics, on family-centred care may be effective in improving
their attitudes towards family-centred care.
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INTRODUCTION

Pediatric nurses play an important role in the healthy growth and
development of children, including physical, cognitive, emotional, and
social. Nurses protect children from diseases, maximize their health,
and provide treatment, care, and rehabilitation. Nurses often collaborate
with family members to fulfill their responsibilities and meet the child’s
needs, thus improving healthcare outcomes. Family participation in
child care not only supports the child emotionally but also affects the
treatment positively. In addition, due to aspects of immature physiology
and cognition during early childhood, family members play an important
role in maintaining their child’s health and developing their behavior [1].

Family members influence the physical and emotional health of their
children. Hence, involving them in planning the care and treatment
services and increasing their power and responsibilities in the care
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enhances the effectiveness of the treatment. For this reason,
children with chronic diseases receive care at home rather
than at health institutions. Moreover, since these children
have to live with the disease for life, they and their family
members should have sufficient knowledge regarding the
care and treatment of the disease. Therefore, children and
families should be involved in both the health and disease
processes in family-centered care (FCC) [2,3].

Studies have shown that FCC practices have many
benefits, such as family members could obtain additional
information regarding their child’s medical condition and
care, information-sharing between healthcare professionals
and the families, and decreased parent and patient anxiety
levels [4-6]. Therefore, pediatric nurses’ cooperation with
family members in determining the needs of the child and
establishing communication is important, particularly
during sickness and hospitalization. Normal developmental
crises, which affect the child at different ages, manage
the process and determine the support systems that will
empower the child to cope with the sickness effectively in the
hospital environment. In addition, pediatric nurses should
simultaneously evaluate the child and the family, which is
part of a holistic approach, when caring for a healthy or sick

child [7,8].

According to literature reviews, the FCC model has been
actively implemented in countries such as the United
States, England, and Canada, and this approach has shaped
healthcare policies (9-11). This care model has been
implemented in intensive care units (ICUs) and emergency
clinics, with necessary settings made and conditions created
to enable families to stay with their children for 24 h. [12].
According to Ahmann and Johnson (2001), FCC in hospitals
is important in accelerating the child’s recovery process.
Studies have reported that parents encouraged care based
on FCC practices [13-16].

Dur et al. (2016) found that practices performed by
mothers when caring for their children were mostly aimed
at eliminating the need for nutrition and hygiene. Some
nurses reported that families should not be involved when
performing painful procedures on their children [17-19].
Nonetheless, nurses who work very closely with children
and their families in the hospital have major responsibilities
in improving FCC [19].

Studies conducted in Turkey reported that nurses did not
inform the mothers regarding the care of their children and
that the nurses were unavailable [19,20]. The examination of
FCC in Turkey indicated a lack of regulation regarding family
and children in hospitals and clinical settings, with every
hospital following different practices. In some hospitals,
children were not allowed to see their parents, except during

visiting hours. To our knowledge, in Turkish hospitals where
children are allowed to be with their families throughout
the day, there are no studies conducted regarding parental
involvement in treatment and care decisions, whether
parents are informed about the status of their children, and
whether FCC is at the desired level [20].

AIM OF THE STUDY

This study aimed to investigate the effect of FCC training on
the attitude of pediatric nurses towards the FCC approach.

RESEARCH HYPOTHESES
The hypotheses of the research were the following:

HO: Training nurses working in pediatric clinics in FCC does
not improve their care attitude. H1: Training nurses working
in pediatric clinics in FCC improves their care attitude.

MATERIALS AND METHODS
Study design and setting

The study employed the pretest-posttest quasi-experimental
and prospective design. A non- randomized trial was
conducted in this research, adhering to the Transparent
Reporting of Evaluations with Nonrandomized Designs
(TREND) Statement Checklist.

The study was conducted at the neonatal ICU (NICU) and
pediatric ICU (PICU) of a training and research hospital in
Erzurum, Turkey between January 15 and April 15, 2018.
The research was conducted face-to-face with nurses.

The pretest and posttest data of the control group were
obtained between January 15 and February 15,2018; the data
of experimental group were collected between February 16
and April 15, 2018. Nurses’ training was conducted between
February and April 2018.

These units were selected because it had a high number
of beds; and these units had similar workloads, included a
mother’s hotel for long-term stays and were places where
family-centered care practices are most needed.

Population and sample of the study

The population of the study comprised nurses who worked
in PICU (N=31) and in NICU (N=35) of the hospital where
the research was conducted. This of the 66 nurses, 33 were
selected for the control group and 33 for the experimental
group by simple random sampling method. Statistical power
analysis using G*Power 3.1 was performed to determine the
sample size. The analysis indicated that at least 54 nurses
were needed at a significance level of 5% and an effect size
of 0.25 to exceed 95% value. (df = 52; F = 4.027).

Of 66 nurses, 63 were included in the data collection process
conducted between January 15 and April 15,2018. One nurse
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was on leave, and two nurses did not agree to participate in
the study. The study was completed with 63 nurses, including
30 in the experimental group and 33 in the control group.
This study had a coverage rate of 95.4%.

Inclusion criteria for nurses were volunteering to participate,
working in pediatric intensive care and neonatal intensive
care units for at least six months and participating in the
FCC training conducted within the scope of the research.

The objectives of the research were explained to the nurses
who met these criteria, and written consent was obtained
from the nurses who volunteered to participate in the
study. Exclusion criteria for nurses were withdrawing from
the research at any time and not attending any of the FCC
training sessions conducted as part of the research. The data
were collected by the researcher (Figure 1).
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Figure 1. Power Analysis Diagram.

Data collection tools

Data were obtained using the descriptive characteristics
form and the Family Centered Care Attitude Scale (FCCAS)
developed by the researchers. An educational booklet and
power point presentations for the education of nurses were
used in the research.

Descriptive Characteristics Form: This form consisted of
10 questions regarding the nurses’ personal and professional
characteristics: gender, age, marital status, family type,
income status, educational status, unit where the nurses
worked, duration of professional experience, number of
patients per nurse, and their knowledge regarding FCC. This
form was filled out during the interview after the nurses had
agreed to participate in the study.

Family Centered Care Attitude Scale: FCCAS is a new
measurement tool which was developed by Kara and
Guddtcii Tiifekeci (2018) to evaluate the attitude of nurses

https://doi.org/10.30654/M]P.10033

working in pediatric clinics or nurses providing care to
pediatric patients regarding FCC. The scale consisted of
58 five-point Likert-type items. Nurses explained their
agreement or disagreements related to FCC attitudes and
were rated from 1 to 5 (5 = Strongly Agree, 4 = Agree, 3 =
Undecided, 2 = Disagree, 1 = Strongly Disagree). The scale
has no reverse item, and it has two subscales: Contribution
of Family-Centered Care (covers 1-28 items) and Family
and Child Participation in Care (covers 29-58 items). Three
scores were calculated: two subscales and overall attitude
towards FCC. When determining the factors and measuring
the general attitude scores, the value of the items was added
and divided by the number of items (arithmetic mean). The
subscales and total attitude score ranged from 1 to 5. An
increase in the total score of the scale and the scores obtained
from the subscales indicated a positive attitude of the nurses
towards the contribution and necessity of FCC. The 4-point
width of the scale score was divided into 5 equal parts (4/5
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= 0.8): 1.00-1.79 points = very low level, 1.80-2.59 points =
low level, 2.60-3.39 points = medium level, 3.40-4.19 points
= high level, and 4.20-5.00 points = very high level.

The alpha coefficient of FCCAS, Contribution of the Family-
Centered Care, and Family and Child Participation in Care
was .982,.967, and .972, respectively [21].

Data collection process
The data collection process consists of two stages.
First stage: Collection of data of the control group

The study began with the control group; however, during the
data collection process, nurses in the experimental group
received the training, whereas nurses in the control group
did not receive the training. Group studies were conducted
at different time intervals to avoid any ethical issues, as there
was a possible interaction between the nurses of both groups
that could reveal the educational intervention.

Pre-test data of the control group started to be collected on
January 15, and post-test data was completed on February
15. Descriptive characteristics form and family centered care
attitude scale were used to collect the pretest data of control
group. The posttest data was collected with only family
centered care attitude scale.

Second stage: Collection of data of the experimental
group and FCC training

Pretest data of the experimental group was collected on
February 16, 2018. The pretest data of experimental group
was obtained with descriptive characteristics form and
family centered care attitude scale.

The nurses in the experimental group were divided into
three groups of 10 people and each nurse was provided
with an educational booklet to use during practice. Each
group of nurses received two hours of training. The training
segmented into three sessions of roughly 40 min each.
The first session introduced the definition, fundamental
principles, and underlying concepts of FCC. The second
session scrutinized the impacts of FCC on families, children,
and healthcare professionals. In the third session, nurses
were informed about family-centered care practices. Nurses’
questions were answered during the trainings. The first
FCC training of the experimental group was completed in
February, 2018. Following the completion of the first FCC
training, the evaluation of the experimental group was
conducted using the FCCAS.

The two reinforcement training sessions were conducted to
the experimental group in March and April. At the end of two
reinforcement trainings, nurses’ attitudes towards to family
centered care with family centered care attitude scala were
re-examined; the posttest data of the experimental group
was completed on April 15, 2018 (Figure 2).
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Figure 2. Data Collection and FCC trainings.
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Content of family-centered care education

The aim of training was improving nurses knowledge, skills,
and attitudes in order to increase parental involvement in
care. The training content was created within the framework
of the basic components current literature [22-26]. The
training content, booklet and PowerPoint presentation
used in the training were submitted to the expert opinion
of five faculty members who have conducted studies on FCC.
The training content and presentations were revised based
on the feedback received. The FCC training focused on the
definition of FCC and its basic concepts, goals, principles, and
effects on the family, child, and healthcare team members.

Analysis and evaluation of the data

Descriptive characteristics form and family centered care
attitude scale were used to collect the pretest data, and only
family centered care attitude scale was used to collect the
posttest data of both groups. There were no similarities
between the nurses in both groups in terms of age group,
gender, family type, and knowledge regarding FCC; thus, a
similarity test could not be performed for these variables.

Statistical Package for Social Sciences for Windows 22.0
program and AMOS 21 program were used to analyze the
data. Percentage and mean were used for determining the
characteristics of the nurses. Chi-square analysis was used
for evaluating intergroup similarities. Analysis of variance

was used for determining levels of FCC according to its
characteristics.

Ethical matters

The study protocol was approved by the ethics committee
of Erzurum Atatirk University Faculty of Health Sciences
(date: 09/01/2017 and number: 2016/12/06). Written
approvals were obtained from the institutions where the
study was conducted. Nurses were informed regarding the
purpose and application method of the study, and verbal and
written consent was obtained. Ethical principles including
“Protection of Privacy and Confidentiality” were fulfilled by
stating that the information obtained for this research would
be kept confidential and not be used anywhere else. “Respect
for Autonomy” principle was fulfilled by taking those who
voluntarily participated in the study. Nurses were informed
that they could withdraw from the study at any time.

RESULTS

In the experimental group, the average age of the nurses
was 25.03 * 4.45 years, 76.7% were female, 66.7% were
single, 80% had equal income and expense, all lived in a
nuclear family, 20% held an associate’s degree, 76.7% had
6-10 years of professional experience, 50% worked in NICU,
56.7% provided care to <3 patients, and all had limited
knowledge regarding FCC (Table 1).

Table 1. Descriptive characteristics of the nurses (N = 63)

Experimental Group Control Group Total
Characteristics Test and Score
N % N % N %
Marital Status*
Married 10 33.3 12 36.4 22 34.9 ¥2=.063
ingl 2 .7 21 . 41 1
Single 0 66 63.6 65 p=1.00
Income Status**
Income less than expense 6 20.0 16 48.5 22 349 x?*=5.610
I 1t 24 80.0 17 51.5 41 65.1
ncome equal to expense p=.033
Graduation Degree **
Vocational School of Health 12 40.0 4 12.1 16 253 X2 =7.966
Associate Degree 6 20.0 5 15.2 11 17.4
Bachelor Degree 12 40.0 24 72.7 36 57.1 p=.019
Professional Experience*
1-5 Years 23 76.7 28 54.9 51 84.8 x?=.682
6-10 Y 7 23.3 5 41.7 12 15.2
ears p=.525
Unit *
. X2 =.130
Neonatal Intensive Care 15 50.0 18 54.5 33 52.3
Pediatric Intensive Care 15 50.0 15 45.5 30 47.6 p=.803
Number of Patients per Nurse **
3 patients or less 17 56.7 14 42.4 31 49.2 x*=1.275
4-6 13 43.3 19 57.6 32 50.8
p=.317
t=.071
Age Average (X £ SD) 25.03 £ 4.45 2496 + 2.51 25.00 £ 3.54
p=.944

*Fisher’s Exact Test, **Pearson’s Chi-Square Test, + There was no participant who had an income more than the expense.
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In the control group, the average age of the nurses was 24.96
+ 2.51 years, all were female, 63.6% were single, 65.1%
had equal income and expense, all lived in a nuclear family,
57.1% held a bachelor’s degree, 84.8% had 1-5 years of
professional experience, 52.3% worked in NICU, 50.8%
provided care to 4-6 patients, and 39.4% had knowledge
regarding FCC. Table 1 shows that the average age, marital
status, family type, professional experience of the nurses,

units where the nurses work, and number of patients per
nurse were similar between both groups (p >.05).

The mean score of the pretest FCCAS of all the nurses
participating in the experimental stage was 4.13 * .44, the
mean score of the Contribution of Family-Centered Care
subscale was 4.15 * .48, and the mean score of Family and
Child Participation in Care subscale was 4.11 + .48 (Table 2).

Table 2. Family-centered care attitude scale scores of the nurses (N = 63)

Scale Received Received
Scale Items Number of Items
Min-Max Min-Max X+SD
Contribution of Family-Centered Care 1-28 28 1-5 3.18-5 415+ .48
Family and Child Participation in Care =~ 29-58 30 1-5 3.00-5 411+ .48
Family-Centered Care Attitude Total 1-58 58 1-5 3.09-5 4.13 + .44

In the intergroup comparison, we found a significant
difference between the mean scores of the nurses in
pretest FCCAS. The control group had higher scores (p
< .05) than the experimental group; however, the mean
scores of the posttest FCCAS increased significantly in the
experimental group (p < .001) (Table 3). Furthermore, we
found a significant difference between the mean scores of
the nurses in the pretest Contribution of Family-Centered
Care subscale. The control group had higher scores (p <.05)
than the experimental group; however, the mean scores of
the posttest Contribution of Family-Centered Care subscale
increased significantly in the experimental group (p <.001)

(Table 3). In addition, there was a significant difference
between the mean scores of the nurses in the pretest Family
and Child Participation in Care subscale. The control group
had higher scores (p < .05) than the experimental group;
however, the mean scores of the posttest Family and Child
Participation in Care subscale increased significantly in the
experimental group (p <.001) (Table 3).

In the intragroup comparison, we found that the mean
scores of the nurses in the experimental group increased
significantly in posttest FCCAS, Contribution of Family-
Centered Care subscale, and Family and Child Participation
in Care subscale (p <.001) (Table 3).

Table 3. Comparison of intergroup and intragroup pretest-posttest mean scores of the nurses in terms of

family-centered care attitude scale and its subscales (N = 63)

Experimental Group

Control Group

Family-Centered care (N=30) (N=33) t/p*
Attitude Scale — — P
X +sp Min-Max X +sp Min-Max.
o < Pretest 3.98 + .42 3.21-4.81 4.26 £ .42 3.09-5.00 t=2.627p=.011
|
5 &  Posttest 4.78 + .26 4.24-5.00 4.29+.31 3.52-5.00 t=6.644p=.000
-
Testand s z=-4.783 p =.000 z=-.657p=.511
Contribution of Family-Centered Care
Pretest 4.01+ .49 3.32-4.93 4.27 + 44 3.18-5.00 t=2.184p=.033
Posttest 4.76 +.28 4.04-5.00 4.32+.38 3.50-5.00 t=5.150 p =.000
2 Testands 2=-4.762p =.000 2=-353p=.724
<
&
g Family and Child Participation in Care
w
Pretest 3.95+ .47 3.10-4.90 4.26 £ .46 3.00-5.00 t=2.582p=.012
Posttest 4.80 +.28 3.97-5.00 426 +.34 3.23-5.00 t=6.601p=.000
Testand s z=-4.704p =.000 z=-112p=.911
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DISCUSSION

Studies have reported the necessity of maintaining the
mother-child relationship when a child is hospitalized. FCC
has become one of the basic principles of pediatric nursing,
based on which care practices have been developed [27-29].

In this study, we discussed the outcomes of FCC training
provided to nurses working in pediatric clinics to improve
their attitude towards FCC and we confirmed hypothesis H1,
along with the results of the survey studies since no study
result included the scale evaluations. In addition, since there
were no similarities in age group, gender, family type, and
knowledge regarding FCC between the nurses in both groups,
a similarity test could not be performed for these variables.
There were no similarities in income level and graduation
degree (p <.05) between both groups. We considered these
situations as the limitations of the study. At this stage, we only
considered nurses whose average age, marital status, family
type, professional experience, unit worked, and number of
patients per nurse were similar (p >.05) (Table 1).

The participants’ FCCAS mean score before the intervention
was 4.13 * .44, mean score for Contribution of Family-
Centered Care subscale was 4.15 * .48, and mean score of
Family and Child Participation in Care subscale was 4.11 *
.48 (Table 2). According to the literature on assessment and
evaluation, the 4-point width of the scale score was divided
into 5 equal parts (4/5 = .8): scores 1.00-1.79 = very low
level, 1.80-2.59 = low level, 2.60-3.39 = medium level, 3.40-
4.19 = high level, and 4.20-5.00 = very high level [30]. In line
with this literature, we concluded that nurses included in
this study had knowledge regarding FCC, and their attitudes
regarding FCC, Contribution of Family-Centered Care
subscale, and Family and Child Participation in Care subscale
were at a high level.

Studies conducted on FCC practices in Turkey reported
that nurses did not perceive these practices correctly, the
practices were not at the desired level, and giving most of
the child’s care and treatment practices to the mother’s
responsibility was not FCC [25,31]. FCC is the integration
of family into delivering care to a sick child [28]. It is a
care approach that best meets the needs and expectations
of children and parents in the hospital [32]. Therefore, to
ensure that the child received the best level and quality of
care [33], nurses should partner with family members (15)
to formulate a treatment plan and evaluate and implement
them accordingly [34].

A study suggested that parents encouraged care for their
children based on these principles [35]. Studies have shown
that children with parents involved in care had fewer
behavior problems [36], reduced need for analgesics in the

ICU, and faster recovery time (32). In addition, infants had a
positive pain experience and fewer stress findings [33]. This
form of care also had positive effects on infants receiving
phototherapy (39). Despite some of the benefits, the FCC
model is still not implemented due to the lack of knowledge,
which is a critical deficiency (34). Providing FCC training to
all nurses involved in providing care to pediatric patients is
imperative [20].

In the pretest intergroup comparison, nurses in the control
group had significantly higher FCC attitudes (p <.05) than the
experimental group. In the posttest intergroup comparison,
a significant improvement in nurses’ attitude was observed
in the experimental group (p < .001). In addition, attitudes
of the nurses in the control group were significantly higher
in the Contribution of Family-Centered Care and Family and
Child Participation in the Care subscales of FCCAS (p < .05).
In the posttest intergroup comparison, a significant increase
was determined in nurses’ attitudes in the experimental
group (p < .001). Likewise, in the intragroup comparison,
a significant increase was observed in nurses’ attitudes in
the experimental group regarding FCC, its contribution, and
family and child participation in care in the post-test (p <.001,
Table 3). Our finding that the attitude of the control group in
pretest and attitude of the experimental group in posttest
were significantly high was important, as this indicates that
FCC training is highly effective in developing attitudes. The
significantly high level of attitudes of the control in pre-test
reinforced the research results.

In similar experimental studies conducted without scale
evaluation, it was observed that FCC training resulted
in nurses and physicians developing positive attitudes
towards the child and family [40], increased knowledge and
understanding regarding FCC among nurses, cooperation
and effective communication between parents and nurses,
reduced anxiety among children and parents, and nurses
gaining autonomy [39,40]. In addition, nurses had more
empathic communication with the family and the child,
physicians devoted more time to their patients, and provided
more information to them [40]. These results support
the findings of the present study regarding changes in the
attitude of healthcare professionals who underwent FCC
training, particularly pediatric nurses. The results of the
intergroup and intragroup comparisons of the experimental
group supported hypothesis H1.

PRACTICAL IMPLICATIONS

Family-centered care is a care approach that meets the best
the requirements and expectations of the child and family in
an hospital environment. Pediatric nurses play a key role in
enabling hospital care services to become family-centered.
Therefore, pediatric nurses need to embrace and extend the
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family-centered care approach to increase the quality of care
and enhance the patient satisfaction.

For the improvement of family centered care practices, it
is necessary to eliminate the lack of information about the
practices and support and conduct high-quality research that
can provide guidance.Nurses working in pediatric clinics
can be educated about care in developing family-centered
care attitude. it is essential that nurses are supported by
all related managers and multidisciplinary team members
during FCC implementations.

LIMITATIONS OF THE RESEARCH

The limitations of the study were that the nurses in the
experimental and control groups could not form similar
groups in terms of age group, gender and family type
characteristics, and they were not similar in terms of income
status and graduation degree. Conducting this study within
one hospital may be a limitation. The sample size of the
current study had been small. Research of this kind, it does
require caution when generalizing the results. The results at
this stage can be generalized to nurses with similar average
age, marital status, and professional experience. The impact
of FCC trainings may vary according to the differences in
each country and hospital conditions.

CONCLUSIONS

In this study, in the experimental group, FCC training
significantly increased the nurses’ attitude towards FCC,
Contribution of Family-Centered Care, and Family and Child
Participation in Care as compared to nurses in the control
group. In order to maintain positive attitudes toward family-
centred care and practise FCC at an optimal level, pediatric
nurses should receive continued training. Therefore, we
recommend providing FCC training to nurses working in
pediatric clinics to improve their attitude towards FCC.
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