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Chapter 1

INTRODyCTION TO THE STUDY

THE RATIONALE

In the last several decades the effects of hospitalization on

the behavior of children have been studied extensively. As shown in

the review of literature, the possiBle stress relationship with the

child and his hospitalization is related to the child's separation from

his family and his unfamiliarity with new settings and procedures. The

stress from being hospitalized can lead to negative behavioral changes

in a child. Some of the negative behavioral changes that a child may

have after brief hospitalization are (1) general anxiety and regression,

(2) separation anxiety, (3) anxiety about sleep, (4) eating distur

bances , (5) aggression toward authority, and (6) apathy withdrawal

(Vemon et al., 1966).

Results of several studies suggest that a brief hospitalization

may have no effect on the child or even result in a positive effect

(Cassell, 1967;- Davenport, 1970). Therefore, the rationale of this

study is in investigating two types of orientation programs to see

which will help the most in decreasing the negative effects or increas

ing the positive effects of hospitalization of children.

Nursing has helped to institute measures such as extended

visiting hours, rooming-in policies, mother siabstitutes, better play

facilities, and preadmission orientation programs for children. There
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is a need for these measures to be evaluated, improved, and implemented

more widely.

A planned preadmission orientation can be an educative and pre

parative measure that nurses can use to help decrease the traxma of

hospital experience for a child as noted by a decrease in frequency of

negative behaviors. Some of the ways which it can help a child is by

decreasing the unfamiliarity of the hospital setting, helping the child

understand the separation from his parents, clarifying his fantasies of

hospitalization, and building a trust relationship between him and his

parents and between him and the hospital personnel.

In this study pre hospitalization preparation was implemented

and its effects were observed oh post hospital behavior. Vernon found

that unfamiliarity and separation were the two main variables which

were shown to be affecting emotional trauma in the post hospital period;

whereas, separation and age were the two main variables affecting dis

turbances during hospitalization (Vernon et , 1966; Davenport, 1970).

Parents are generally the persons closest to the child; and how

they respond will have an effect oh the child. If the parents are to

help prepare their child for hospitalization and surgery Idiey must be

prepared themselves. Many parents are not prepared and do not know how

to prepare their child. This gives the nurse an opportianity to assist

with a planned preadmission orientation for both the child and his

■ parents. . ' ;

The rationale of this study was seen hot only in its possible

effects of decreasing negative behavior in the immediate post
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hospitalization period but also in helping the child to use the hospital

experience as an opportunity to grow emotionally. It is hoped that the

child may grow in having better parent-child relationships and more

healthful reactions to future hospitalizations.

THE PURPOSE

The purpose of this study was to evaluate the effect of two

planned preadmission orientations. The effect was shown by a decrease

in the immediate post hospital negative behaviors in the children.

^  THE PROBLEM

Hypotheses

1. + ̂ 2 Children receiving preadmission orientation

types I and II before their brief hospitalization for minor surgery will

have less negative post hospital behaviors than children with similar

diagnosis receiving no preadmission orientation.

2. < C. Children receiving preadmission orientation type I

before their brief hospitalization for minor surgery will have less

negative post hospital behaviors than children with similar diagnosis

receiving no preadmission orientation.

3. E2 < C. Children receiving preadmission orientation typell

before their brief hospitalization for minor sAirgery will have less

negative post hospital behaviors than children with similar diagnosis

receiving no preadmission orientation.

4. E2 < Ej,. Children receiving preadmission orientation type



II before their brief hospitalization for minor surgery will have less

negative post hospital behaviors than children ̂ ith similar diagnosis

receiving preadmission orientation type I.

Definitions

Preadmission orientation was a planned program designed to

decrease negative responses of the child to the hospital. It was

conducted in the hospital by a nurse for a child and his parents. In

this study, one subject and his parents (occasionally siblings

attended) were oriented at one time. The program was administered

approximately 2-7 days before the child's hospitalization and lasted

Ik hours. This study used two types of preadmission orientation.

1. Preadmission Orientation Type I included a puppet show and

a hospital tour designed to familiarize the child and his parents to

the hospital setting and routines.

2. Preadmission Orientation Type 11 included the same puppet

show and hospital tour as type I. In addition the nurse discussed with

the parents about preparation of their child for hospitalization. The

parents were given a booklet prepared by Ross Laboratories (1969) called

Your Child Goes to the Hospital.

Post hospital behaviors were those responses and activities of

a child two weeks after hospitalization that were observed by his

parents.

Negative post hospital behavior indicated an increase in fre

quency of the following responses and activities after hospitalization

as cpit^ared with before hospitalization: (1) general anxiety and
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regression, (2) separation anxiety, (3) anxiety about sleep, (4) eating

disturbances, (5) aggression toward authority, and (6) apathy with

drawal (Vemon et , 1966).

Positive post hospital behavior indicated a decrease in fre

quency of the above responses and activities after hospitalization as

comp^ed with pre hospitalization.

General anxiety was a state of apprehension or xmeasiness

due to real or imagined danger such as being afraid of leaving the house

and being afraid of new things.

Regression was a return to a more infantile or less mature mode

of response such as a need for a pacifier, nail biting, and thumb

sucking.

2. Separation anxiety was a state of apprehension or fear of

not being able to be near familiar adults such as being upset when left

alone, following parents more frequently, and trying to get attention.

Anxiety about sleep was a state of apprehension or fear in

relation to going to bed such as making a fuss about going to bed, com

plaining about the dark, or having trouble getting to sleep.

4. Eating disturbance was a state of interference with normal

meal patterns such as making a fuss about eating or having a poor appe

tite. ' ^

5. Aggression toward authority was a feeling or action that

was self asserting. It was manifested by destructive activities

imposed on persons with power over the child such as temper tantriiras

and a tendency to disobey.
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Apathy withdrawal was a state of indifference, listlessness,

and retraction into oneself such as difficulty in obtaining interest in

doing things, needing help doing things, and difficulty of others in

trying to get child to talk.

Assumptions

1. It was assumed that parents would accurately report the

behavior of their child before and after hospitalization.

2. It was also assumed that separation from parents and

unfamiliarity imposed by the hospital experience would cause some change

in the behavior of all the children.



Chapter 2

REVIEW OF LITERATURE

The main emphasis of this chapter was to.show the relationship

of this study to previous investigations. Attention was directed

towards reports in the literature of effects of preparation of a child

for hospitalization on his post hospital behavior and the effects of

short term hospitalization. The literature related to this study was

organized into the following topical sequence; (1) the effect of

hospitalization on a child, (2) the effect that parents and the hos-

pitalization of a child have on each other, arid (3) the effect of

preparation for hospitalization ori a child.

THE effect of hospitalization on A CHILD . '

Historical Perspective

Scientific awareness of the adverse effects of hospitalization

was initiated by studies of institutionalized young children where

there was a lack of maternal stimulation. As early as 1908, Chapin

published his observations on the "atrophic" effects of institution

alized infants. This was where the child's body wasted away due to

lack of maternal and environmental stimulation (Chapin, 1908). But it

was not until the late 1930's that studies on the psychological effects

of illness and hospitalization on a child began to appear in the

literature (Prugh and Harlow, 1962, p. 9).

During the Wctr years of the early 1940' s there were many
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significant studies on the effects of separation of children from their

parents. Spitz (1945) concluded from his studies on institutionalized

young children that there must be a continuous warm loving relationship

with a mother or mother stibstitube in order to have a normal psycho

logical and physical development. Bowlby (1952, p. 11) also came to

the same conclusions from his studies.

Studies in the later 1940's and early 1950's dealt mainly with

brief separations of a child from his mother or family. This usually

included hospitalization for physical illnesses and operations requiring

a short term stay in the hospital.

In 1951 Bowlby made a comprehensive review of world literature

for the World Health Organization on the effects of deprivation on a

child. He showed that separation anxiety may lead to long term after

effects (Bowlby, 1952, p. 12). Bowlby's compilation of findings has

stimulated more focus and better controlled research in this area

(Yarrow, 1964, p. 94).

It is interesting to note that many important concepts came

from these early findings but they were not clinically implemented lantil

the late 1950'sand I960's.

In 1956 the Central Health Service of the Ministry of Health in

England appointed the Platt Committee to make recommendations on the

welfare of children in hospitals. It dealt with children up to 16

years of age. Although these recommendations involved British hospi

tals, it also influenced a change in the care system for children in

America. The two main recommendations that the Platt Report dealt with



were:

(a) that all visiting to children should be unrestricted,
(b) that provision should be made for mothers of children
under 5 yrs^ of age to accompany them to the hospital to
help in their care and prevent the distress of separation
(Robertson, 1962, p. 19).

In America, frequent visiting by mothers of hospitalized

children did not become a common practice until the early 1960's (Roy,

1968; Mason, 1965; Geppert, 1963), The major efforts of research in

the early 1960*s to decrease hospitalization trauma seemed to be one of

creating an environment where the mother and child could stay together

in the hospital situation.

Arneson (1968) poses this question in the rationale of her

study. "But what of the child whose mother is \mable to stay?" An

implication of her study was that a child whose mother cannot stay

should have one or two hospital personnel with whom the child can

develop a relationship to help him work through the hospital experience.

The study by Branstetter (1969) compared groups of young

hospitalized children with the mean frequencies of behavior according

to condition of mothering (mother present, si±>stitute mother, or mother

absent). The results supported the concept of the benefit of having

the mother present and substitute mother groups by manifesting much

less "disturbed behavior". It has been suggested that the emotional

distress of yovmg hospitalized children is not only from the anxiety

due to the loss of the mother as a special irreplaceable love object

but it originates from a deprivation of mothering care.

Many studies around 1970 seemed to focus on measures other than
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providing a mother or mother substitute for the child to decrease the

adverse effects of hospitalization. For exampler Lockwood (1970)

studied the effects of situational doll play upon the preoperative reac

tions of hospitalized children. She found that it did not affect pre

operative level of stress but broke down the anxiety defense of the

children. It helped them to utilize their defense mechanism in coping

with the crisis situation.

Studies were done on parent participation in the hospital

(Seidl, 1969; MacDonald, 1969; Roy, 1968). More recently research

seems more concerned with helping the child work through his feelings

and being prepared for the hospital situation.

The historical perspective seems to have begim with an aware

ness of possible adverse effects of hospitalization, followed by a

period of concept formation. There seemed to be a time lag between

concept formation and the implementation of measures to decrease

hospital trauma in children. Now various aspects of implementation

are being researched.

Separation Anxiety

A major disturbance that a child encounters in hospitalization

is separation. He is separated from his parents and from his familiar

environment of things, activities, and people. Haller (1967, p. 6)

divides the anxiety into separation from parents and separation from

things.

Separation from parents. A young child, especially if he is

Under three years of age, is greatly dependent on the love and care



given by his mother.

Dr. Harlow (1959) studied the development of young monkeys who

were taken awa.y from their real mothers. Two laboratory mothers were

provided, one of wire and the other of wire covered with teriiy cloth.

No matter which mother was the source of food the monkeys preferred

the terry cloth or cuddly mother which served as a source of warmth and

security. This study shows the need of the young to be fondled and be

close to a mother or mother substitute.

Til relating to himian research, Skard (1965) concluded from his

studies On child separation that imprinting in a human infant occurs

at age 5-7 months. During this time it is important for the child to

have one particular adult provide warm continuous care.

Schaffer and Callender (1959) observed 76 infants less than

12 months of age and proposed that "separation upset does not arise

gradually during the early infancy nor is it present from the beginning;

instead it appears relatively suddenly and at full force around 7

months of age." They found that separation for infants under 7 months

did not evoke any significant disturbance. Those above 7 months

exhibited considerable upset over the admission to the hospital and

also after returning home.

The young child is dependent on his parents for warmth, com

fort, and protection. A hospitalization experience causes a separation

from parents, thus taking away his means of support (Blom, 1958). It

is therefore important in the development of the young child's per

sonality to have a relationship with certain love objects such as his
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mother or mother substitute. This emotional security during early

years is a foundation for emotional security in adult years (Bowlby

et al., 1952).

Yarrow (1964, p. 121) states that maternal separation involves

a break in the continuity of relationship with a mother-figure. This

occurs after an established meaningful relationship. He summarizes

the variables that must be considered when evaluating the effect of

separation on a child as the developmental stage of the child, the type

of relationship the child has had with his mother, previous separation

es^eriences, and individual vulnerability to separation.

Faust and others (1952) found from their study that the

children who were most adversely affected were those who had previously

had traiimatic separation esqperiences and those who had a poor relation

ship with their parents before they were hospitalized.

Millar (1970) states: '

Separation anxiety is mastered by experiences of successful
separation--that is, experiences of separation that are long
enough to produce a degree of anxiety in the child, but not so
long as to overwhelm the child's present adaptive capacity.

Prugh et (1953) found from their follow-up studies three

months after discharge that the most common symptoms of those with

disturbed behavior were expressions of anxiety over the separation from

their parents. This was more frequent among the younger children.

Separation from familiar environment. Younger children, 7

months to 3 years, are more affected by the separation anxiety of being

away froni their parents; while older children suffer from the anxiety

of not knowing what to expect from an xmfamiliar environment (Belmont,
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1970)-.

The older age child is more distiirbed by not being able to

control his iristinctual impulses in his new environment. Cooke relates

hospitalization with separation as being complicated with illness. Not

only is anxiety formed by being in a strange and new environment but

where there is limitation to normal movement and activity (Haller,

1967, p. 7). "Separation usually results in significant changes in the

total environment for the child in the kinds and patterns of sensory

and social stimulation, in scheduling, in the sequences of gratifica

tion, and so on" (Yarrow, 1964, p. 98).

Therefore, separation from an unfamiliar situation or environ

ment can be perceived as threatening.

Meaning of Hospitalization to a Child

Illness. As early as 1936, Beverly recognized that the fear of

illness can be greatly increased if it is associated with badness and

punishment. Common means of pxinishing a child at home are: sending

him to bed, confining him to his room, and depriving him of his meals

(Freud, 1952). A child can easily interpret illness and hospitalization

as means of punishment (Prugh, 1953; Blom, 1958,- Langford, 1961; Bel-

mont, 1970).

Anna Freud (1952) describes the ill child who is being nursed

as having to become passive in allowing his body to be cared for. He

has to give up his independent functions of washing, eliminating,

dressing, and feeding himself. This loss of abilities is a loss of ego

control and a regression in his development.
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A child is \inable to distinguish between suffering caused by

being ill and suffering imposed on him for treatment to cure (Freud,

1952; Blom, 1958).

meaning of illness and hospitalization to a child varies :

with age. Vflien a child is under 3 years old he cannot communicate or

comprehend adequately what is going on around him. Up to this age he ,

is primarily concerned with fears of separation and loss of love. He

tends to focus on his physical integrity. The child from 3-6 years is

Qccupied w^ith comparing his body with that of his parents. Illness

mea.ns a punishment of forbidden activities punishable by physical

mutilation, body damage, and castration. School age children take

illness to iiieah a threat of losing the feeling of control imposed by

the conditions of entering the hospital (Belmontf 1970).

Children in late preschool and pubescent periods are more prone

to fears of mutilation or disfigurement. School age children are

threatened by any disease process which may inhibit their capacity to

compete with other children (Langford, 1961).

The organs of the body that may be most significant in repre

senting threats of death and loss of integrity to the child are his

heart, brain, genitals, and eyes (Langford, 1961; Blom, 1958).

Robinson states that parents who often are the only ones who

prepare children for hospitalization should know what it means to a

child to be hospitalized to better prepare him (Stacey et al. , 1970) .

Surgery. Whether it is a minor or major surgery a child may

interpret the operation according to his own fantasies (Belmont, 1970;
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Freud, 1952) .

Surgery means an injury to the child and this is the worst

time for a child to relate to new things (Haller, 1967, p. 19). There

fore sttrgery should not be contemplated when a child is going through a

period of peirticular stress, such as an addition of a new sibling into

the family, recent death of family or friend, or disruption in family

relationship (Pillsbury, 1951; Jackson et al., 1953).

In contrast, surgery may be a benefiting experience if the

child receives warm continuous care and is well prepared.

Responses of a Child to Hospitalization

The responses of a child to hospitalization maybe as many and

varied as its meaning. There is more likely a chance of increased

distress for a hospitalized child who is going to have surgery than one

who is not (Skipper, 1966).

The distress of having a tonsillectoir^ can cause feelings of

loneliness, abandonment, grief, imprisonment, threat of physical

injury, and loss of love (Jessner, 1952).

"Some stress is essential to normal psychological growth: the

right amount at the right time stimulates the maturation of the child"

(Millar, 1970). Stress can be minimized or utilized for maturation.

If it is not, it may become distress. The meaning of hospitalization

will manifest itself in the responses of a child during and after

hospitalization.

During hospitalization. "The amount of a child's crying cannot

be regarded as the only indication of his distress. A child who cries
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when distressed may make a better adjustment than one who reacts by

withdrawal" (Stacey, 1970 , p. 76) •

Plank (1959) studied dhildren in a tuberculosis ward with a

mean hospital stay of 6. 3-^8 months and found that the children reacted

to their hospitalization with despair and withdrawal. A child who

responds to hospitalization this way is not necessarily lacking in

anxiety. Instead, he may be absorbed with the frightening fantasies

of the hospitalization (Belmont, 1970).

Bowlby et al. (1952) observed responses of a two-year-old girl

going for a short term hospitalization. This study showed the sequences

of behavior commonly occuring in toddlers and preschool children when

separated from their mothers and care given to them by strangers. The

first phase is protest. The child reacts by clinging intensely to his

mother. When his mother leaves he calls for her constantly. He may

reject the nurse taking care of him. The second phase is despair. The

child is depressed and is quieter and withdrawn. He mourns deeply for

his mother. He becomes greatly upset when his mother comes to visit.

The third phase is detachment. The child seems to show interest in his

surroiondings and represses feelings of his mother. He may barely notice

her when she comes to visit.

Bowlby (1960) examines these three phases further and discusses

theoretical probleins associated with each of the phases. "Protest

raises the problem especially of separation anxiety; despair that of

grief and mourning; and detachment that of defense."

Tisza et al. (1970) observed hospitalized children in a play
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program. Children 4-6 year$ old suffer from heightened anxiety. They

were much more controlled, responsible, and outwardly oriented than the

younger children. They were able to cope with separation and hospital-

ization by using inanimate objects and people. In the 6-8 year old

children, the anxieties of hospitalization and illness brought about

regression of the adaptive functions of the ego. Frequent general

neuromuscular regression was a syitptom observed in this group. They

needed to play actively to master their anxiety and interact with their

peer group.

Burling and Collip (1969) conducted a pulse monitor study on

thirteen children 15 months to 10 years of age. The results revealed

that procedures with ndedles were the most coinmQn cuase for increased

heart rate. But scheduled procedures were the least. It was interest

ing to note that doctorsV. and nurses• rounds caused no significant rise

in pulse rate. ^

After hospitalization. Millar (1970) feels that symptoms of

emotional traxima from hospitalization often do not appear until after

hospitalization when the child returns home* Vaughn (1957) found in

his study that some of the children with mild disturbance in the

hospital ward became severely disturbed at home. Some of the very

disturbed in the ward were the least disturbed at home. Similar

findings were found by Prugh (1953).

Children hospitalized for severe illness who showed deviant

reaction patterns manifested psychic trauma with regression, aggres

sion, and negativism. There were mood swings, lack of self confidence.
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bedwetting, problems in sleeping and eating, and problems at school.

Yet there were those who seemed to be matured from being hospitalized

(Haller, 1961, p. 15; Freud, 1952; Dimock, 1960, p. 8).

In looking at nonacute short-term illness, Sipowicz and Vemon

(1965) studied 24 pairs of twins. One of each pair was subjected to

hospitalization. The results supported that hospitalization and illness

was psychologically upsetting to children with brief hospitalization.

Davenport et al. (1970) studied 145 children in the U.S. and

Canada, 1-15 years old, who were hospitalized fdt tonsillectony. It

was found that the status of the child at the time of induction not

only affected the responses to hospitalization but also reflected the

child's level of adjustmehifc. A majority of these patients did not

appear to suffer any residual behavior effects after this brief hos

pitalization. Similar findings were reported by Cassell (1967) on

patients with cardiac catheterizations who showed a trend of less

emotional disturbance following hospitalization.

Brain and Maclay (1968) made a study on 197 children who were

admitted for tonsillectomy and/or adenoidectomy. This study indicated

not only a much lower incidence of emotional trauma but also a lower

incidence of ifective conplications in the eajperimental group of 101

who were admitted with their mothers thcin the control group of 97

unaccompanied children,

Jessner et al. (1952) found in their study that the majority

of the children exhibited mild reactions for 7-10 days after the

operation (demanding, irritable, depressed, had OGCasional nightmares.
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or other sleep disturbances) . These were regarded as a normal process

of assimilating the experience (Levy, 1945; Jessner, 1952).

The children who had severe post op reactions were chiefly those

with neurotic trends and evidences of a disturbed emotional adjustment

prior to operation (Blom, 1958; Jessner et al., 1952). "Emotional

response is the product of the interpersonal relationship and experience

to which the child has been exposed during his lifetime prior to

hospitalization" (Lee and Green, 1969).

James (1960) studied 60 normal children under 10 years old who

were admitted for common operations. He followed them for six months

and assessed their behavior reactions. Seventy percent showed no

abnomal behavior reactions and three percent showed severe reactions.

Prugh (1953) studied 200 children 2-12 years old requiring

medical care in a hospital. Ninety-two percent of the control group

who were unsupported showed immediate reactions that indicated diffi

culties in adaptation. The figure for the supported group was 68 per

cent. After three months 58 percent of the control group still showed

disturbance while 42 percent of the supported group showed disturbance.

Prugh also found that the incidence of severe reactions was not sig

nificantly different from other age groups. There was little difference

between sexes. Somewhat contrary to this Mechanic (1964) found that

the health attitudes of children were dependent on their age and sex

status. -

Hospitalized children under three years of age generally show

the highest incidence of severe reaction and tend to regress more
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quickly. The severity of reaction of a child after hospitalization

appears to depend on the age of the child and the duration of the

illness (Langford, 1961; Levy, 1945; Vernon et al. , 1966; Vemon and

Schulman, 1964.

THE EFFECT THAT PARENTS AND THE HOSPITALIZATION

OF A CHILD HAVE ON EACH OTHER

Effect of Parents on the Hospitalization of a Child

If a mother is anxious about the hospitalization, a child may

sense and reflect her anxiety (Pillsbury, 1951). Roy (1968) conducted

a study on 30 mothers. The purpose of this study was one of restoring

the child's source of security by providing cues the mother needs to

fianction adequately. To provide role cues, the nurse simply pays atten

tion, informs, and pemits participation by the mother. The security

and adequacy were reflected from parent to child.

The mother acts as her child's ego until he is able to control

his instinctual desires. If the mother is honest in telling the child

about anticipated separation experiences such as hospitalization, this

will give ego support and maintain the dtiild's relationship with his

mother. It fosters a trust relationship (Smith, 1963).

The way a child sees himself and how he copes with the

hospitalization experience is strongly influenced by how his family

handles their anxiety (Plank, 1965). One of the resources utilized

by children who were able to cope with the hospital eaqperience as

studied by Blom (1958) was the ability to transfer positive feelings
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to the hospital personnel. "Responses of fear tp specific situations

may be learned from a parent without the child having any upsetting

es^eriences personally. . . . a child is a mirror in which his parents

can see themselves" (Dimock, 1960, p. 20).

Mechanic studied the influence of 350 mothers on their chil

dren's health attitudes and behavior. It was found that a mother plays

an influential role in helping her child acquire health attitude beha

vior patterns expected of him. But it was suggested from the data

that Other variables in the child's life experiences had more bearing

in influencing the child's pattern of health and illness than his

mother's attentiyeness to his illness. "The pverprotective, hypo-

chondriacal mother does not necessarily beget a child with similar

(or opposite) traits" (Mechanic, 1954, p. 453).

Roseberg'(1971) found that the general attitudes of parents in

hospitals were favorable, 91.2 percent. There was also a correlation

between overprptectiveness and psychological factors in the family.

Those in the higher income group seemed to be more overprotective and

those in the lowest income group had more negative attitudes.

In another study there was no correlation between the mother's

anxiety and the child's maladaptive behavior after hospitalization.

Half of the children of anxious mothers appeared to be normal after

hospitalization^ Those who showed anxiety and ambivalence were mostly

mothers of normal children. The anxiety of the mothers in this study

did not transfer to the child (Stacey et al., 1970, p. 82). ". . .

the srtotiety of childhpod learning is dependent more on what the
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parents do and how they react than the attitudes they manifest"

(Mechanic, 1964)•

Fagin (1966) compared the effects of maternal attendance during

hospitalization on post hospital behavior of 60 children 1^-3 years.

This study showed that children who were attended by their mothers did

not show significant regressive behaviors either one week or one month

post hospitalization. Those who were not attended showed significant

regression.

MacDonald (1969) conducted a study in Toronto by interviewing

and observing 76 parents of hospitalized children. The results showed"

that most parents seemed unaware of the effect of their participation

in their child's hospital care. The amount of care that parents were

willing to give depended on the age of the child and the nurse's

attitude towards the parents helping.

Effect of Hospitalization of a Child on the Parents

The type of reaction of parents depends on many factors such as

their feelings and relationship to their child and their character

structure. Well adjusted parents usually participate in the ward care

of their child. It Was observed in some of the parents who were less

adequately adjusted that they used their child's illness as a punish

ment of their own guilt. This was observed to be combined with isola

tion and denial in the parents. When there was behavioral regression

in the child either during or after hospitalization, both ill and

adequately adjusted parents displayed marked ambivalence (Prugh, 1953).

Kennell and Bergen (1966) observed reactions of young children
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to ordinary separation in 21 families. They found that a mother is

often h\irt by the child ignoring her after the separation experience.

The mother may retaliate y?ith anger but this only increases the child's

fear of loss.

Lidz et al. (1958) found that the parents' internal family

relations, attitude to parental roles, and social and religious back-

grovind were factors in relating to their child whether he was physi

cally ill or healthy.

It was found that if'the mother's level of fear of being

hospitalized herself was high her concern was oh her child's emotional

reaction to the hospitalization instead of on her child's illness

(Stacey et al., 1970, p. 46). This supports Feshback and Singer's

(1957) ej^eriment that people who are aroused of fear have a tendency

to see others as fearful and anxious. Mechanic (1964) found that

mothers under more stress tended to report morp personal illness and

to recognize more illness in their children.

Freiberg (1972) studied 25 mothers' reactions of their child

during the first few days after discharge. Parents who stayed with

their child often had feelings of fear and anxiety. According to the

interview with the mothers it was found that the hospitalization of

one child disrupted the family life considerably, especially when there

were other children in the family. Lack of information was the reason

that most mothers gave for their anxiety.

The hospitalization of a child can be stressful for many

mothers. If mothers are given information in advance about their
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children's hospita11zations they will adapt more easily to the situa

tion and be less distressed than mothers who have little or no infor

mation (Skipper, 1966).

By reducing the. mother's distress and anxiety the stress of

the child can then be indirectly reduced.

THEJEFFECT OF PREPARATION FOR HOSPITALIZATION

ON A CHILD

Intellectual Preparation

One important means of reducing distress from potentially
threatening events is through the communication of accurate
information about the event in advance. When an individual
faces a distressful event, he often becomes anxious, fearful,
and tense. Perception narrows, and behavior becomes more
rigid and flexible. When this occurs, ability to act
rationally is seriously hampered. Thoughts become disorga
nized, and actions lack structure and purpose. This makes
the event even more distressful. Supplying advance infor
mation allows the individual time to organize his thoughts,
actions, and relationship to the event (Skipper, 1966).

Jessner et al. (1952) observed the emotional implications of

143 children imdergoing tonsillectomies and adenoidectomies. In this

study the parents were urged to prepare their children and given a

pamphlet to help them. It was found that preparation was not a deci

sive factor for the post operative reactions. In a number of these

cases the preparation was misleading when parents deliberately mis

informed the child and inadequate when no or incomplete information

was given. This usually occurred where the parents were anxiouis

and ambivalent about the child and his operation.

Based partially on the Platt Report, a pilot study was
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conducted in London. The 95 subjects wete four-year-olds who had

never been hospitalized. Parents were asked about the preparation

for hospitalization that children had had, such as watching TV pro

grams, reading books, and playing hospital games. Many of the mothers

considered their children to be too young for this kind of preparation.

Fifty-eight of the 95 children received some form of preparation before

hospitalization. A comparison was made between the preparation of

emergency and nonemergency cases. The study showed that parents

prepare their children more if they know definitely that their children

are going to be hospitalized. It was also found that there was no cor

relation between the amount of preparation and distress exhibited in

the ward. Verbal preparation appeared to be unrelated to the ability

■  ■ ■ . ^ ' . . . . . . . .
to adapt to hospitalization (Stacey, 1970, pp. 11, 12, 17, 18, 76, 77).

Levy (1945) studied the effect of operation in 124 children

2-20 years of age. He found that the children who did not have emo

tional difficulties after the operation were those who had been told

the reason for their surgery and how it was to be performed.

McCaffery (1971) studied children's responses to rectal tempera

tures after cognitively specific preparation. Those without preparation

had a slightly higher mean negative behavior while those with prepara

tion had moderately higher positive behavior.

Sauer (1968) conducted a study on the effects of preadmission

orientation on 100 patients. He showed that those with preparation

were significantly more manageable on the ward than those without the

orientation.
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Emotional Preparation

Preparation involves more than simply imparting information
to the child. The parent's own feelings can color the presenta
tion of the facts so that the child's apprehensiveness might be
heightened rather than diminished. While intellectual prepared
ness helps maintain a proper reality orientation, it is inner
preparedness, i.e., the extent to which the child has been able

to master his anxiety and marshall his defenses to cope with the
impending danger that affects the final outcome. ,

The manner in which this inner preparedness is achieved varies
from one child to the next, with some maintaining their own mis
conceptions and fantasies about the operation, despite their
having accurate information (Jessner et al., 1952).

Vaughn (1957) compared the responses of two groups of children

admitted for eye surgery in a British hospital for five days. The

experimental group was given a systematic e2q)lanation of their surgery

and an opportxmity to express their feelings by special interviews

with a psychiatrist- The control group was dealt routinely and 40

percent showed ward disturbariee, 65 percent showed disturbance a week

later, and 55 percent six months later. Whereas in the experimental

group, 55 percent showed ward disturbance, 30 percent showed distur

bances a week after discharge^ and 15 percent six months later. It

is interesting to observe that the 15 percent included all the children

in the group under four. Vaughn concludes that preparation for the

very young child may have no value, but those over four years bene-

fitted consideraly.

Children under four years have limited memory span and verbali

zation skills. Preparation can have an adverse effect if made too

specific. There needs to be a proper balance between general and

specific preparation for each child (Mason, 1965).
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It is more likely that ah older child can be prepared for

a younger child {Robertson^ 1958, p. 102) •

(1952) studied 140 children who were hospitalized

for tonsillectoiriies • A variety of prophylactic measures such as

preparation for hospitalization by discussion with parents about how to

prepare their children, careful timing of elective hospitalization,

arrahgements for mother to stay with child in hospital, and minimizing

potentially traumatic procedures. The study revealed that the changes

in behavior immediately and three months post operatively were either

benefitted or scarcely affected. Only a small number of children

showed emotional trauma and these were younger children. v

Schwartz's (1972) study supports the theory that children

should be informed of the nafure and purpose of a planned hospitaliza

tion. It allows the child an opportunity to work through his hospital

experience which results in manageable levels of anxiety enabling the

child to cope with the event.

Preparation for surgery may have va2fying degrees of success
and may produce different results with different children. We
must not think that any child who has been properly prepared
will go into surgery like a lamb, while an unprepared child will
not. The very opposite may be true; the unprepared child not
knowing what to expect, in fact, not expecting anything--may
show little outward excitement or may be frozen into obedience.
But this later reaction may be severe. The value of good pre
paration for an operation appears afterwards^ in the speed of
recuperation and in freedom from neurotic symptoms (Plank, 1971,
p. 24).

Use of Puppets

Cassell (1965) used puppets as therapy to help children work

through their emotional probleras before and following cardiac
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catheterization. The results showed that those given puppet therapy

showed less emotional disturbance during the cardiac catheterization.

They did not show benefit following this or the hospitalization but

expressed significantly more willingness to return to the hospital for

further treatment.

The use of puppets has many advantages in helping prepare the

child for hospitalization. It is often easier for a child to express

his feelings through a third person thari to deal with the situation

directly. The child may then dispel some of his fears and fantasies

through the puppets. The mobility that the puppets have makes them

more realistic to a child than the use of dolls. Also older boys are

more apt to consider dolls to be "sissy" v/hereas they are more willing

to use puppets (Cassell, 1967).



Chapter 3

METHOD OF STUDY AND COLLECTION OF DATA

METHOD OF STUDY

Setting

Only one hospital was used in order that the surroundings/

routine/ and staff would be similar for the children and their parents

who comprised the sample. The children were admitted to Loma Linda

University Medical Center which is located in Southern California near

San Bernardino. It is a inoderh hospital operating as a private insti

tution for purposes of service/ teaching/ and research.

The pediabric unit with approximately thirty beds has both

medical and surgical patients. It is circular in structure so that

the patient rooms are equally distant from the nurses' station. There

are no overnight accommodations for parents to stay with their child.

Visiting is encouraged during visiting hours (il;00 a.m. to 8:00 p.m.).

Criteria for Patient Selection

The study sample was selected using the following criteria from

the information contained in the patients' Gharts. Parents were ques

tioned to adequately answer the criteria if necessary.

Criteria Rationale

1. Age: Children -under the age of 3 yrs. would
3-^11 years probably benefit little from a formal

preparation due to limited ineraory and
,  attention span. '■

29
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Criteria Rationale

Gofmann et al, (1957) concluded from

their study that most children from the
ages of 3 or 4 years can gain an under

standing of their illness and treatment
if simple explanations and terms are used.

School-age children are affected by the
hospital experience as well as the younger
age children.

2. Sex:

Both ̂inale and female

were used.

The study by Mechanic (1964) supported

that boys up to 4 years are more adversely
affected by hospitalization than young
girls, but the opposite is true for older
children. Other studies have shown that

the behavior difference for sex during
and after hospitalization did not have
statistical significance (Vernon et al.,
1966; Lee and Greene, 1969; Jessner et

al., 1952).

Diagnosis:
Scheduled minor

s ur ge ry requir in g

general anesthesia

as: tonsillectomy,
adendidectomy,
myringotomy,

heruia repair,
and removal of

external scar.

Since it was difficult to orient chil

dren with emergency admissidns, the study
was restricted to patients undergoing
planned minor surgery. Having general

anesthesia was one unifying experience
that would be similar for all siibjects.
The study excluded those surgeries

involving the eyes or genitals since
these have been found to represent a

greater threat of death and loss of

integrity to the child (Langford, 1961;
Blom, 1958).

Length of hospital
stay:

3 days or less

The focus of this study was on brief
hospitalizatipns• Children hospitalized
for long durations (2-3 weeks or longer)

showed more changes toward negative

behavior than those hospitalized for a
shorter period (Vernon et al., 1966).

5. Previous hospitaliza-
tions:

Limited to less than

3 hospitalizations
with no hospital-
ization within the

last six months.

It would have been ideal if the study

would have omitted all those children who

had had previous hospitalizations. Since
this was not pdssible due to the small

sample it was decided that the study
include children with minimal and brief

(less than 10 days) hospitalizations.
Prior hospitalizations have no
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Criteria Rationale

Language:

English spoken and

understood by

parents and child.

consistent effe on change in children's
behayior following hospitalization (Vernon

"Fear is not necessarily diminished if
a child has already previously experienced
surgery or anesthesia" (Plank, 1971, p.
'14),. /

Racial or ethnic

group:

not controlled.

8. Physical, mental,

and emotional state

of child:

No obvious handicaps
as noted in records

such as:

1. physical -

diabetes, cerebral

palsy, and debili
tating heart

disease.

2. mental - mental

retardation or un

controlled convul

sive disorders/

3. emotional -

severe asthma,

ulcerative colitis,

hyperactivity, and
Other emotional

and behavioral

disorders.

No effort was made to control the racial

or ethnic group in this study. The sample
was classified according to appearance.

If there was a question, the parents indi
cated the classification (see Appendix G) .

Having a preexisting physical, mental,
or emotional problem could influence the

outcome of behavior after hospitalization.

Findings show that children who were
emotionally maladjusted before admission
were more likely to show further dis

turbance as a result (Jessner ̂  al.,
1952;. Brain and Maclay, 1968) .

9. Social class:

not controlled.

Although no attempt was made to control

social class, a record was kept of both

parents' occupation and the highest grade
attended in school (see Appendix G). A
majority of tbe families were expected to
belong to the middle class.
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10. Residence:

not more than 30

miles from the

hospital.
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Rationale

It was felt that if the siibject lived

too far away the parents might not want
to come for an orientation program.

A convenience sample of 15 children who met the above criteria

were chosen during the months of April through July of 1973. The

children were then randomly assigned to control or experimental groups.

They were assigned in intervals of three. Every first child was

placed in the control group. Every second child was placed in experi

mental group I. Every third child was placed in experimental group II.

Limitations

1. Data on amount and type of behavior that the children

exhibited was limited to a questionnaire completed by the parents

before and after hospitalization.

2. The children were only followed for two weeks after

hospitalization.

3. The sample size was limited to fifteen subjects.

4. The amount and type of preparation given by parents to

their child at home in the control and experimental groups was not

controlled.

5. The study included more than one type of surgery.

There were forty-seven children during the four months of the

study that met the criteria of age, diagnosis, and length of hospital

stay. Fifteen children met the rest of the criteria/
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Type and Etesign of Study

This was an ejqperimental study with a randomized group design.

C  El E2

Pre test x x x

Stimulus - 1 2

Post test X X X

The control group (C) consisted of five children and their

parents who did not have any formal preadmission orientation at the

hospital.

Experimental group one (Ei) consisted of five children and

their parents. Both received stimulus 1 which included a puppet show

(see Appendix A) and a tour of the hospital (see Appendix B). This

preadmission orientation was designed to familiarize them with the

hospital setting and routines.

Experimental group two (E2) consisted of five children and

their parents* Stimulus 2 included the same puppet show and hospital

tour as stimulus 1. It also included a session where the nurse dis

cussed with the parents how they could prepare their child for

hospitalization (see Appendix G).

In all three groups the parents were asked to answer a

questionnaire about their child's behavior before and two weeks after

hospitalization.

Preadmission Orientation Program «

The preadmission orientation was given by the nurse researcher

two to seven days before hospitalization. Each child and his parents
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Time

5 minutes

10 minutes

30 minutes

15 minutes

10-15 minutes
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The format of the program was as follows:

Activity

Introduction and welcome. Cookies

and punch were served.

Questionnaires filled out by par

ents .

Puppet show (see Appendix A).

Children allowed to play with

puppets and us^e hospital equipment

(stethoscope and anesthesia mask)

and clothing (green surgical gown,

mask, cap, O R shoes, and patient

gown).

(for E2 only) While the children

were playing, the nurse discussed

with the parents on the preparation

of the child for hospitalization

(see Appendix C).

The Ross booklet Your Child Goes

to the Hospital was given to the

parents.

Tour of hospital (see Appendix B).

The booklet on hospital routines was

given to the parents (see Appendix

•  . D>.^



■  „ 35

Objectives for Preadmission Orientation

A. Central Objective:

After attending the planned preadmission orientation the child

and parents will become more familiar with and accepting of the child's

hospitalization as demonstrated by the child having less frequency of

negative post hospital behavioral changes.

B. Puppet Show: (see Appendix A)

Objectives for Working with Child:

1. To present the orientation in a manner that will attract

the attention of the child by using simple concrete terms.

2. To help prepare the child for the hospital experiences by

presenting relevant things that the child will see, hear, or feel

pre or post operatively.

3. To present the orientation in a nonthreatening manner by

vising puppets, toys, and picture slides.

4. To foster a trusting relationship between child and

hospital personnel by being truthful in explanations suc^ as telling

the child it hurts when it does and giving him support at the same time.

5. To assess the child's understanding before and during

orientation by allowing the child to tell why he is going to the

hospital, what kind of operation he is going to have, or what is going

to happen to him.

6. To help dispel some of the fears and fantasies of hospital

ization that the child may have by allowing the child to ask questions

and giving him clarification.
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7. To present the hospital experience in a sequential form

by showing that the child will (a) leave home to go to hospital,

(b) stay in the hospital, and (c) go back home.

Objectives for Working with Parents:

1. To help parents become more familiar with the hospital

setting and routines.

2. To help parents respond to their child therapeutically

during hospitalization.

C. Tour Objective: (see Appendix B)

To familiarize parents and child to the hospital setting by

touring different departments of the hospital and answering questions

or offering explanation about hospital routines.

D. Discussion—Objectives for Helping Parents Prepare their Child

for Hospitalization; (see Appendix C)

1. To help parents deal with their fears:

a. by allowing parents to express feelings and ask

questions.

b. by telling them what to expect.

c. by referring them to soiorces where further help can

be obtained.

2. To help parents know how to relate to prepare the child

by discussing with the parents the importance of:

a. listening to their child. ^

b. being brief.

c. using simple terms at the child's lev^.
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d. explaining only relevant'experiences

e. being truthful,

f. being positive

3. To help parents deal with fears that their child may have

by discussing feelings of the child in the following areas

that apply;

a. fear of death

b. fear of bodily harm

c. fear of abandonment

d. fear of punishment

e. fear of the vinknown

COLLECTION,OP DATA

Selection and Consent of Sample

The subjects were selected from the surgical log in the operat

ing suite. Patients* records were obtained from the medical records

department in the hospital and from the outpatient departments of

general surgery and ENT (ear, nose, and throat). The subjects who

were finally accepted were those who met the criteria of this study.

A consent form (Appendix E) was provided for the attending

physician to sign if he would permit the patient to participate in this

Study. A consent form was signed by all parents who participated in

the study (see Appendix F).

The parents of the children in the es^erimental groups were

contacted by telephone to gain verbal consent and to schedule the pre
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test and the preadmission orientation progr^ which was usually two

to seven days before the child's hospitalization. The pre test for the

control group was administered after the child was admitted but before

surgery. With the experimental groups, the pre test was given at the

beginning of the preadmission orientation program in the hospital.

Pre Test

The pre test consisted of two parts, an assessment sheet and

a behavioral questionnaire.

1. The assessment sheet briefly asked the parents about their

child's grade in school, previous hospitalization, recent stressful

experiences, speciaT fears about the hospital, and birth order in

family. It also asked the number of siblings, what the child had been

told of his hospitalization, who planned to be with the child when

admitted and discharged, who planned to care for the child after

hospitalization, and who would answer the post hospital questionnaire.

It asked about the parent's occupation and the level of education of

the most highly educated parent. The researcher assessed from the

parents by indirect questioning whether if both parents were in the

home. The racial or ethnic group was assessed by the researcher

according to appearance and when in doubt the parents were questioned

as to how they were classified.

This information gained was not only used fox data analysis

but to help the researcher to know the child and parents better and

to help present the program at their level.

2. The behavioral questionnaire was developed by D. T.
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Vemon (1964) . It asks the parents about the frequency of 23 behavioral

symptoms occurring most frequently in children after hospitalization.

Vernon al. (1966) factor analyzed the questions and found

that they fell in six categories. See Appendix H for the form of

questionnaire used in this study. Factor I—general anxiety and

regression included questions 4/ 5, 6, 10, 11, and 23; factor II—

separation anxiety included questions 7, 13^14 / and 16; factor III—^

anxiety about sleep included questions 1, 15/ and 18; factor IV-—eating

disturbances included questions 2, 3, and 20; factor V--aggression

toward authority included questions 11 and 21; and factor VI—apathy

withdrawal included questions 8, 9, 12, 19, and 22.

Others using this questionnaire in their research have been

Cassell (1967) and Davenport (1970).

Post Test

The post test used the same behavioral questionnaire that was

used for the pre test and an evaluation sheet (see Appendix I). The

parents were informed at the time the pre test was given that a

questionniare was to be given about two weeks (14-16 days) after

hospitalization by telephone.

Pilot Study

A pilot Study was performed on four subjects and their parents

to test if the questionnaires gave adequate information and to refine

the orientation program. Several problems were identified and minor

chmges were made. Three of the subjects in the pilot group were not
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included in the final study due to the chahges.

Statistical Treatment

The data obtained from the pre and post behavioral question

naires was analyzed in two ways. First, the f-ratio (Spence, 1968,

p. 166) was used to see if there was any significant difference in

scores among the three groups (C, and £3). The .05 level of sig

nificance was used. Second, the general linear model (Dixon, 1969)

was used to analyze the data accounting for the variables of age, sex,

number of previous hospitalizations, and the highest level of education

of the child's parents. More variables were discouraged from being

used since they would lower the degrees of freedom in this study.

The data was analyzed at the Scientific Computation Facility

at Loma Linda University.



Chapter 4

ANALYSIS AND INTERPRETATION OF DATA

This chapter contains the analysis and interpretation of the

oil the sample of fifteen children who were admitted to Loma Linda

University Medical Center for minor elective surgery. The first section

of this chapter describes the ,fjUb]ects in their respective groups.

The second section analyzes the data according to the f-ratio and the

general linear model to see if there is any significant difference

among the groups at .05 level of significance. Finally, the third sec

tion discusses the interpretation of the findings.

1. DESCRIPTION OF DATA

The following descriptive data was obtained from the patient's

hospital chart and from the assessment questionnaire given as part of

the pre test (see Appendix G).

Sex

There were seven males (47 percent) and eight females (53 per

cent) . Groups and E2 were similar in proportion; both had three

males (60 percent) and two females (40 percent). The control groups

had more females (80 percent) than males (20 percent) (see Table 1).

'Age ■ ■

The age range for the total sample was 3.8 years to 10.6 years,

or 6.8 years. Ihe mean age for the control group was 5.5 years; for

41



42

Table 1

Description of Groups by Sex

Sex Group C

No. %

Group

No. %

Group E2 Total
No. % No. %

Male 1  20 3  60 3  60 7 47

Female 4  80 2  40 2  40 8 53

Total 5  100 5  100 5  100 15 100

it was 6.0 years; and for E2 it was 6.2 years. The analysis of the

variance using the f-ratio: showed that there was no significant dif

ference in age among the three groups (see Tables 2 and 3).

Table 2
'  . ■ ■ ■ ■ ■

Description of Groups by Age

Group C

Years

Group Ej^
Years

Group E2
Years

6.8 5.7 5.0

7.3 4.6 7.0

5.3 4.4 6.4

4.3 10.6 ■  8.2

3.8 4.8 4.3 ,

Total Age 27.5 30.1 30.9

Mean Age 5.5 6.0 6.2
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Table 3

Analysis of Variance for Age
Among Groups

Source of

Variation

Sxim of

Squares

Degrees of

Freedom

Mean

Square

F

Between groups . 26 2 .13 .03

Within groups 45.94 12 3.83

Total 46.20 14 3.96

p > .05

School Experiences

The groups were classified according to previous school experi

ences, It was found that 26.7 percent of the total sample had not been

admitted to school. Forty percent of group C and group had no school

experience. All of group E2 had some school experience. Twenty percent

of groups Ej_ and E2 had up to grade 2 or more; while none in group C

had more than the first grade (see Table 4).

Number of Siblings

All children in the sample had one or more siblings. There were

66.7 percent that had one sibling and 26.6 percent that had two siblings.

Group E2 was the only group with a subject who had four siblings. It

was interesting to note that the five children were all boys and the

whole family attended the preadmission orientation (see Table V).

Birth Order of Child

There were 73.3 percent of the total sample that were the
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Table 4

Description of Groups by School Experience

School

Experience
Group C

No. %

Group Ej
No. %

Group ̂ 2
No. %

Total

No. %

None

Nursery school

Kindergarten

First grade

Second grade

or more

Total

2  40

1  20

0  0

2  40

_0 a

5  100

2  40

1  2Q

1  20

0  0

_1 20

5  100

0  0

2  40

1  20

1  20

1  20

5  100

4

4

2

3

26.7

26.7

13.3

20.0

_2 13.3

15 100.0

Table 5

Description of Groups by Number
of Siblings

Number of

Siblings
Group C

No. %

Group Ej^
No. %

Group E2
NO. %

Total

No. %

One

Two

Four

Total

3  60

2  40

_0 __0

5  100

4  80

1  20

_0 __0

5  100

3  60

1  20

1  20

5  100

10 66.7

4  26.6

_1 6.7

15 100.0
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oldest child in the family. Twenty percent of each of the threq

groups were second to the oldest in families with more than two

children. ■ There was only one child that was the youngest in the

family. This child was in group (see Table 6).

Table 6

Description of Groups by Birth Order of Child

Birth Order Group C Group Group Total
'  No. % NO. % No. % No. %

Oldest 4 80 4 80 3 60 11 73.3

Second to the

oldest if more

than two

children 1 20 1 20 1 20 3 20.0

Youngest 0 0 0 0 1 20 1 6.7

Total 5 100 5 100 5 100 15 100.0

Highest Level of Education of Parents

All of the parents in the sairple had completed at least the

twelfth grade in school. Forty percent of each of the groups coupleted

up to the twelfth grade. Sixty percent of group C had some college or

business school but none completed college. Group Ej^ had 20 percent

who coirpleted college or more and group Eo had 40 percent who completed

college or more (see Table 7).

Social Position

The social position of the family was determined in this study

by two essential items: (1) the occupation of the major wage earner in
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Table 7

Description of Groups by the Highest
Level of Education of Parents

Highest Level
of Education

of Parents

Group C Group E^^ Group E2

No. % No. % No. %

Total

No. %

Completed

grade 12

Some college
or business

school

Completed

college or

more

Total

2  40

3  60

0  0

5  100

2  40

2  40

1  20

5  100

2  40

1  20

2  40

5  100

_3

15

40

40

20

100

the family, and (2) the highest level of education of the parents

(Hodges, 1964, p. 100). The classification of positions was derived

from Hollingshead's (1958) economic orientation in class status.

The social position of the sample was found in classes II, III,

and IV; 53.5 percent were in class III. All of group C was in class III

or above. Whereas, 40 percent of group and 20 percent of group E2

were in class IV. Forty percent of group E2 was in class II (see

Table 8).

Previous Hospitalization

All of group E2 and 73.3 percent of the total sample had no

previous hospitalization. Twenty percent of group C and group E^ had

one previous hospitalization. Forty percent of groups Ej^ had two

previoxos hospitalizations (see Table 9).
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Description of Groups by Social Position
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Social

Position

Group C

No. %

Group

No. %

Group E2
No. %

Total

No. ^

Class II 1 20 1 20 2 40 4 26.7

Class III 4 80 2 40 2 40 8 53.3

Class IV _0 0 _2 40 JL 20 _3 20.0

Total 5 100 5 100 5 100 15 100.0

Table 9

Description of Groups by Niainber of
Previous Hospitalizatibns

Number of Pre

vious Hospital-
Group C Group Group E2 Total

izations No. % No. % No. % No. %

None 4 80 2 40 5 100 11 73.4

One 1 20 1 20 0 0 2 13.3

Two _0 0 _2 40 _a 0 _2_ 13.3

Total 5 100 5 100 5 100 15 100.0

Length of Hospital Stay

All of group C and 80 percent of the total sample stayed in the

hospital for two days. Twenty percent of groups Ej^ and E2 stayed for

one day. These subjects were admitted in the morning of surgery and

discharged the next morning. One subject on group E2 stayed for three
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days; she had a left inguinal hernia repair (see Table 10).

Table 10

Description of Groups by Length of Hospital Stay

Length of

Hospital

Stay

Group C

No. %

Group Ej^

No. %

Group E2

No. %

Total

No. %

One day 0 0 1 20 1 20 2 13.3

Two days 5 100 4 80 '  3: '. 60 12 80.0

Three days 0 0 _a 0 20 _1 6.7

Total 5 100 6 100 5 106 15 100.0

Fear of Hospital or Hospital Personnel

Eighty percent of each of the groups did not appear to have any

special fears of the hospital or hospital personnel as evaluated by

their parents. Of those who expressed fears, needles, shots, and draw

ing blood were mentioned.

Stressful Experiences

The patents of group E2 reported that their children had no

stressful experiences during the last six months. Twenty percent of

group C and 40 percent of Group Ej|^ were reported to have had stressful

experiences in the last six months. The following are stressful

experiences as expressed by parents:

Group G. "Grandfather died four months ago and she was a

little upset."

Group E|. "We had a favorite horse she loved but she was
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allergic to it^ So we had to get rid of it."

"We recently moved into a new home. Also his father was just

promoted to be regional manager for a sporting goods store and has to

go away on business for several days at a time."

Racial or Ethnic Group

All of groups C and were in the White group. Three (60

percent) of the children in Group E2 were White, one was Black and

one was Mexican-American.

Both Parents in the Home

All of the subjects in the sample had both parents in the home

except for bne subject in group E^^ where the parents were separated

and the child was living with the mother.

Type of Preparation Before Pre Test

The following table is a list of what parents stated they had

told their children in preparation for hospitalization before the pre

test was" given. This information does not neGessarily reflect what

the children knew but it is an indication of what parents thought was

important (see Table 11).

Group C received more explanation about the hpspital and hos-^

pital personnel than the other two groups. Subject #4 age 4 years

(group G) called the hospital a castle. Subject #13 age 3.8 years

(groupC) associated the hospital with a motel because this was staying

away from home.

Groups and E2 received more preparation for staying
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Table 11

Preparation Before Pre Test

Number of Responses

E, E, Total

Type of Preparation

1

2

1

1

6

1

3

1

5

1

1

1

2  4

2

4  5

2

5

1

4

3

5

_2
10

2

1

2

1

1

1

2

_1
11

2

10

2

14

6

13

_3
22

A. Explanation about the hospital and
hospital personnel.

1. Will be treated good.

2. Rules of hospital explained.

3. Not to be afraid.

4. Be with other children.

5. Has a playroom.

6. Will be fun.

7. Read a book about going to the

doctor or the hospital.

8. May have blood tests.

Totals

B. Ejgjlanation about staying in the
hospital.

1. Will have own bed.

2. May be staying overnight for

one or two nights.

3. Mother and/or Father will visit

as often as possible.

Totals

C. E^lanation about the operation.

1. Site of operation.

2. Kind of operation.

3. Why the operation was heeded.
Totals
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Table 11 (continued)

Number of Responses

C  E2 Total
Type of Preparation

a

8

10

3  1 2 6

1  1

1  1

8  7 4 19

Di Anesthesia

1. Asleep during operation.

2. Mask for anesthesia.

Totals

E. After the operation

1. May have discomfort after the

operation.

2. Will have something to help ease
the discomfort.

3. Cannot eat for a while after

surgery.

4. Will get ice cream or jello.

5. Will get gifts.

6. Need to be quiet after getting
home.

Totals

overnight in the hospital than group C. But group C had more reas

surance from their parents that they would visit them.

Almost all of the children knew where and what kind of siirgery

they were going to have. An interesting e^qiression from a 3.8 year-old

scheduled for tonsillectomy and adnoidectomy (subject #13 group C) was

the association of sore throats with "bugs." She eiq)lained that the

doctor was going to "take the bugs out" of her throat and she was

going to "step on tiiem" so she would not to have sore throats anymore.
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A 6-4 year-old admitted for left inguinal hernia repaid (svibject #9

group E2) was told, "The doctor will cut a little bit and take the

ball out and sew you back up again."

About half of the children in each of the three groups werp

told by their parents that they were going to be asleep during the

operation. None were familiar with an anesthetic mask. Three parents

stated that they did not explain anything about anesthesia to their

child because they did not know very much about it themselves.

Eighty percent of groups C and E^ were told that they might

have some discomfort after surgery; while 60 percent of group E2 was

not told anything about discomforts. Six of the thirteen tonsiliectomy

and adnoidectomy subjects were told that they would probably get ice

cream and jello to eat after surgery.

Type of Surgery

There were 86.7 percent of the sainple that had some form of

tonsillectomy and adnoidecton^. One subject from each group had this

type of surgery plus a myringotomy. Only two siobjects had a different

type of surgery. Subject #9 group E2 had a left inguinal hernia

repair and subject #11 group E^^ had a revision of a right forearm scar

(see Table 12).
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pescription of Groups by Type of Surgery
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Type of
Surgery

Group C

No. %

Group

No. %

Group E2
No. %

Total

No. n

TonsiIlecton^
and

adnoidecton^

Tonsillectomy
and

adnoidectomy

with

Ktyringotomy

Other

Total

80

1  20

_0 0

5  100

3  60

1  20

JL 20

5  100

3  60

1  20

i _22.

5  100

10 66.7

3  20.0

2  13.3

15 100.0
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ANALYSIS OF HYPOTHESES

The behavioral questionnaires answered by the parents before

and after hospitalization, provided the data for testing the hypotheses.

Each question was stated in a negative form and had a scale of selec

tion from always to never. An increase in frequency of a behavior would

indicate a more negative outcome (always = 0, often = 1, sometimes =2,

seldom = 3, never =4). See Appendix H for questionnaire. The larger

the siom of scores the more positive the behavior.

Summary of Hypotheses

1. Groups Ej^ and E2 will have less negative post hospital

behaviors than group C.

2. Group E^ will have less negative post hospital behaviors

than group C.

3. Group E2 will have less negative post hospital behaviors

than group C.

4. Group E2 will have less negative post hospital behaviors

than group

Testing the Hypotheses

The amount of behavioral score change was determined by taking

the difference between the pre and post test scores (see Table 13).

Using the f-ratio, there was no statistical significance in

the differences of behavioral score change among the three groups.

Thereforef none of the hypotheses were supported statistically (see

Table 14).
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Table 13

Behavioral Score Change in Three Groups

Group Svibject Pre test Post test Behavioral

No. Score Score Score Change

Control 1 65 70 5

4 69 71 2

7 55 61 6

10 73 64 -9

13 75 75 0

Total 337 341 4

Mean 67.4 68.2 .8

^1 2 61 45 -16

5 69 68 - 1

8 64 68 4

11 76 74 - 2

14 69 68 - 1

Total 339 323 -16

Mean 67.8 64.6 - 3.2

E2 3 68 66 - 2

6 85 87 2"-

9 73 80 \  . .7 ■;
12 75 78 3
15 66 70 4

Total 366 381 14
Mean 73.2 76.2 2.8
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Table 14

One-way Analysis of Variance of Behavioral

Score Change Among Groups

Source of

Variation

Sum of

Squares

Degrees of

Freedom

Mean

Squares

F-ratio

(p-value)

Between

groups 93.3 12 46.7 1.4

Within

groups 412.4 . 34.4

Total 505.7 14 p > .05

Having a small sample size, which lowered the degrees of free

dom, contributed to the lack of statistical significance of this study.

Also, there was a large variability in scores within the groups (see

Table 13). Group had the largest variability. Its most positive

behavioral score change was 4 and the most negative was -16; thus making

a variability of 20. The control group and E2 had variabilities of 14

and 9 respectively.

It is interesting to note that group had the largest amount

of negative mean behavioral score change of -3.2; whereas, group E2

had the largest amount of positive change of 2.8, a difference of 6.

Although this difference was not statistically significant, the children,

whose parents were most involved with preparing their child for hos-

pitalization, tended to show^more positive behavior after hospitaliza-

tion.

There were four subjects in group Ej with a negative behavioral

score change. In the control group there was one subject with a
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negative behavioral score change and one with no change. Finally, in

group E2 there was only one subject with a negative change.

The results of this study suggested that those with type I

preparation, where the responsibility of orienting the child for hos-

pitalization was by the hospital and little from parents, showed the

most negative score. This was even more than the control group whete

there was no formal orientation to the hospital.

The data was fxirther analyzed using the general linear model

(Dixon, 1969) to compare the groups which took into account the effect

of sex, age, ntunber of previous hospitalizations, and education of

parents. It also analyzed the data according to the six behavioral

factors. There were no significant statistical differences among the

groups when looking at separate factors or the whole test (see Table

: 15),.. V,.-

Analysis of Behavibral Factors

Factor I - general anxiety and regression. The effect of

previous hospitalization on general anxiety and regression was sta

tistically significant at .05 level (f = 6.48)., Those who had previous

hospitalization tended to show mOre general anxiety and regression after

hospitalization than those who had not. Although not statistically

significant, it is interesting to note that group G improved most in

general anxiety and regression behavior than the two ejcperimental

groups (see Table 16). A question may be raised, does a preadmission

orientation tend to contribute to the child's anxiety? See Figure I

for a comparison.
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Factor II - separation anxiety. The data did not reveal any
1  . ' . ■ ■ . - • ■ ■

significant differences. Group had the most separation anxiety post

hospitalization (-8) ; group C had some (-4) ; and group E2 had no change.

Factor III - sleep anxiety. Also not statistically significant,

the sum of behavioral score change for group E2 showed the least sleep

anxiety (+6) while the control group, without a planned orientation,

had the most (-2).

Factor IV - eating disturbances. Group C showed no change while

group E2 had (+4) the least eating disturbances and group E^ had (-3)

■^e most. It was not statistically significant.

Factor V - aggression to authority. Groups E2 and C showed

little or no change in aggression to authority. Group Ej showed more

aggression, but this was not statistically significant.

Factor VI - apathy withdrawal. All groups showed a positive

change in^sum of scores. Group had (+1) the least change and was not

statistically significant. The f value for the variable age was almost

statistically significant (f = 5.32). Those who were younger tended to

show more apathy and withdrawal after hospitalization.

Analysis of Variables Among Factors

Sex. Although there was a close proximity of scores between

males and females within groups, the females in all groups scored

slightly higher than males in all factors except factor III - sleep

anxiety. This was not statistically significant.

Age. There were no statistically significant f values in any

of the factors of age. The highest f value was in factor VI - apathy
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withdrawal (f = 5.317) and the least in factor III - eating disturbances

(f = .095), Older children tended to score higher.

Previous hospitalizations. Having had one or more previous

hospitalizations significantly increased the general anxiety and regres

sion after hospitalization. It did not affect the other factors sig

nificantly. Apathy withdrawal was affected the least (f = .067).

Education of parents. This did not significantly affect any of

the factors. Separation anxiety was affected the most (f = 1.862) and

apathy withdrawal (f = .002) the least.

Evaluation by Parents

None of the stibjeets had any postoperative complications which

affected the parents' evaluation of their child's hospital stay (see

Appendix I and Table 17).

Treatment in hospital. Parents who attended a preadmission
r

orientation program tended to rate the hospital experience higher than

those without an orientation.

Benefit of orientation. Parents in group gave higher ratings

than group E2 on the benefit of the orientation program for them and

for their child. This was possibly due to the orientation for group E2

being a little longer and thus tiresome for the child.

It is interesting to note that parents whose children had most

negative behavior on the questionnaires rated the benefit of the orien

tation program the highest.



Table 17

Parents' Evaluation of Hospitalization
and Orientation
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Group Rating Treatment

in

Hospital

Benefit of

Orientation

to Parents

Benefit of

Orientation

to Child

C excellent

good

average

poor

3

1

1

®i excellent

good

average

poor

4

1

5 5

^2 excellent

good

average

poor

5 4

1

3

2
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DISCUSSION-

The hypotheses were not supported statistically but the results

may have some implications for nurses in preparing children for hos-

pitalization.

One of the factors influencing the lack of statistical sig

nificance of this study was the very small sample size. Another factor

may be that a brief hospitalization of this type did not cause suffi

cient behavioral change. Also, the preparation for hospitalization

given to the child by the parents before the pre test was not controlled,

and may have been adequate. The subjects were from the middle class

and did not have obvious physical, mental, or emotional handicaps. How

this may have influenced the behavioral outcome is not known.

Group Ep

Group E2 had the most positive behavioral score change. They

were slighly older than the other two groups. Age differences in the

study was not statistically significant but there was a tendency for

older children to score better, especially in the area of apathy with

drawal. Older children (7-11 yrs.) may be better able to cope with

separation and hospitalization. l^is group had no children who had

experienced a previous hospitalization. Having previous hospitalization

was found to be statistically significant in increasing general anxiety

and regression after hospitalization. It is interesting to note that

group E2 scored better than the other groups in all factors except in

general anxiety and regression.
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Control Group

The children in the control group who had no orientation tended

to have more sleep anxiety after hospitalization. This group had a high

percentage of girls and girls tended to score slightly better than boys

in all factors except sleep anxiety. The control group showed little or

no change in eating disturbances or aggression to authority. They

showed some separation anxiety but had less apathy withdrawal and less

general anxiety and regression than the other groups. The orientation

program may have contributed to the development of general anxiety.

The parents in the experimental groups may have been more aware of the

child's needs and more solicitous, thus encouraging regression after

hospitalization.

Group E;|

Group scored the lov/est in four out of six factors (separa

tion anxiety, eating disturbances, aggression to authority, and apathy

withdrawal). Sleep anxiety was slightly improved and general anxiety

and regression was unchanged. This group had more previous hospital-

izations than the other groups which may have been a contributing

factor.

The major difference between this group's orientation program

with grbup E2 was that it did not include measures of helping the

parents prepare their child for hospitalization. This appeared to be

an important factor in helping the child to cope with the stress

imposed by hospitalization. A child may relate, better with the person

closer to him than with a stranger about fears and concerns he may have.
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Intellectual preparation of the child by familiarization with the

hospital may not be adequate.

The high risk group identified in this study were those who

were younger with previous hospitalization and inadequate preparation.



chapter 5

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

SUMMARY

In reviewing the literature, it was assessed that hospitaliza-

tion can affect the child's behavior. Earlier studies revealed more

negative behavior changes after hospitalization than later studies

with briefer hospital stays. The problem of stress imposed by hos

pitalization and its effects still exists. More measures to lessen the

stress need to be investigated and implemented. In this study, pre

hospital preparation was identified as an intervention which could

decrease negative post hospital behavior. Because parents have an

important role in preparing the child for hospitalization and because

the parents' reaction to the hospitalization may affect the child's

attitude toward his hospitalization, parents were included in the

preparation.

Therefore, the purpose of this study was to evaluate the effect

of a planned preadmission orientation or post hospital behavior. It

was hypothesized that an orientation which included measures to

familiarize both child and his parents to the hospital and to help

parents prepare their child for hospitalization would be more helpful

than a program which did not include measures to help prepare the

parents. The hypotheses compared the effect of the two types of

orientation with a group who received no orientation.

67
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The sample consisted of fifteen siibjects ages 3.8 to 10.6 years

who had a planned admission to Loma Linda University Medical Center for

a minor surgery and brief hospital stay. They were randomly assigned

to groups control, and E2. The phrents of all subjects answered

a questionnaire before hospitalization asking about the child's current

behavior. The experimental groups were given the specified type of

preadmission orientation a few days before admission. Two weeks after

hospitalization the parents in all groups were asked to complete the

same questionnaire reporting behavior after discharge from the hospital.

Group E2, where the parents were helped to prepare their child

for hospitalization, showed less negative behavior than the other two

groups. Statistical analysis using a f-ratio and general linear model

revealed no significant change in behavior among the three groups.

However, having had one or moire previous hospitalizations sigriificantly

increased the general anxiety and regression of the children after

hospitalization.

CONCLUSIONS

The following conclusions drawn from this study were tentative

and cannot be generalized to a larger population due to the small size

of the sairple.

1. The preadmission orientations did not significantly decrease

negative behavior in children after a brief hospitalization. It could

.  • ' • ' '

be concluded that children who do not have obvious physical, mental,

or emotional handicaps from middle class families may not require



by- ■ ;

additional preparation for hospitalization. The preparation that

parents are giving may be adequate. This type of hospitalization may

not be causing sufficient amount of stress to influence significant

behavioral change.

2. Although not statistically significant, the children in

group had less negative behavioral changes than the other two groups.

It could be concluded that having a preadmission orientation which just

includes familiarization of hospital setting and routines is not as

beneficial as one which also includes helping parents to prepare their

child.

3. Group Ej^ had more negative behavioral changes than the

other two groups. It could be cpnciuded that intellectual preparation

of the child by familiarization is not alxv^ays adequate. If parents are

given more adequate preparation they could give the needed emotional

preparation* An inadequate orientation may lead to more negative

behavioral changes.

4. Having had one or more previous hospitalizations was sta

tistically significant in increasing general anxiety and regression

after hospitalization in children.

5* Parents in the groups which received the preadmission

orientations tended to feel more positively toward the hospital

experience. This suggests that an prientation program could be

influencial in improving the parents' relationship with the hospital

staff. ; , , ^

6. Even though the changes in behavioral scores were not



70

significant the responses that parents gave on how the program helped

their child during the hospitalization seemed to indicate a need for

such a program.

RECOMMENDATIONS

As a result of this study the following recommendations were

made.

1. A similar study be conducted utilizing a larger sample

with the following changes;

a. using type II preadmission orientation

b. having a follow-up time of more than

two weeks post hospitalization

c. orienting a group of children to save

professional time

d. having a study with only children who

had previous hospitalization

2. A similar study be done using a questionnaire asking

questions stated in a positive form. For example^ instead of asking

"Does your child tend to disobey you?", it could ask "Does your child

tend to obey you?"

3. A similar study be done comparing children from families

in varied social classes.

4. A similar study be done on the effect on parents receiving

help to prepare the child for hospitalization.

5. With further study, a preadmission orientation preparing
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both child and parents to be a part of the routine admission program

in pediatric hosptial units particularly for children who have had

previoxis hospital experiences, - ■
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:
 
a
t
 
h
o
m
e

t
o
 
g
e
t
 r
e
a
d
y
 
t
o
 
s
t
a
y
 
o
v
e
r
n
i
g
h
t

i
n
 
t
h
e
 
h
o
s
p
i
t
a
l
 
an

.d
 
t
o
 
c
o
m
e
 
b
a
c
k

h
o
m
e
.

O
D
o



P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

P
a
c
k
i
n
g
 t
o
 
g
o
 
t
o
 
t
h
e

h
o
s
p
i
t
a
l
 
c
a
n
 
b
e
 
u
s
e
f
u
l

i
n
 
l
e
t
t
i
n
g
 t
h
e
 
c
h
i
l
d

k
n
o
w
 
t
h
a
t
 
h
e
 
w
i
l
l
 
b
e

c
o
m
i
n
g
 
h
o
m
e
 
a
g
a
i
n
 
b
y

m
a
k
i
n
g
 p
r
e
p
a
r
a
t
i
o
n
s

f
o
r
 
h
i
s
 
r
e
t
u
r
n
 
h
o
m
e

(
R
o
b
e
r
t
s
o
n
,
 1
9
5
8
,
 p
.
 1
1
)
 •

F
i
n
d
 
o
u
t
 
f
r
o
m
 
a
s
s
e
s
s

m
e
n
t
 s
h
e
e
t
 
w
h
i
c
h
 
p
a
r
e
n
t

i
s
 
g
o
i
n
g
 
t
o
 
a
d
m
i
t
 t
h
e

c
h
i
l
d
 
t
o
 
p
e
r
s
o
n
a
l
i
z
e
 
t
h
e

s
t
o
r
y
.

A
s
k
 
q
u
e
s
t
i
o
n
s
 
t
o

a
s
s
e
s
s
 
u
n
d
e
r
s
t
a
n
d
i
n
g

a
n
d
 
g
i
v
e
 
c
l
a
r
i
f
i
c
a
t
i
o
n

o
f
 
d
i
s
t
o
r
t
e
d
 
i
n
f
o
r
m
a

t
i
o
n
 
o
r
 
g
i
v
e
 
s
i
m
p
l
e

e
:
q
>
l
a
n
a
t
i
o
n
 
t
o
 
r
e
i
n
-
 

-

f
o
r
c
e
 
c
h
i
I
d
'
s
 
k
n
o
w
l
e
d
g
e

(
P
e
t
r
i
l
l
o
,
 1
9
7
2
,
 p
.
 
1
5
9
)
.

M
o
m
m
y
:

D
o
 
w
e
 
h
a
v
e
 
e
v
e
r
y
t
h
i
n
g
 
w
e
 
n
e
e
d
?

C
h
i
l
d
:

L
e
t
 
m
e
 
c
h
e
c
k
.

N
a
r
r
a
t
o
r
:

S
o
 

° 
w
e
n
t
 
t
o
 
t
h
e

h
o
s
p
i
t
a
l
 
w
i
t
h
 
h
i
s
/
h
e
r
 
M
o
m
m
y

a
n
d
/
o
r
 
D
a
d
d
y
.

A
l
l
o
w
 
c
h
i
l
d
 
t
o
 
l
o
o
k
 
i
n
 
t
o
y

s
u
i
t
c
a
s
e
 
a
n
d
 
n
a
m
e
 
t
h
e
 
a
r
t
i
c
l
e
s

c
o
n
t
a
i
n
e
d
 
s
u
c
h
 
a
s
:
 
P
J
'
s
,

s
l
i
p
p
e
r
s
,
 f
a
v
o
r
i
t
e
 
t
o
y
,
 h
a
i
r

b
r
u
s
h
,
 
a
n
d
 
co
ir
ib
.

A
s
k
:
 
W
h
a
t
 
a
r
e
 
y
o
u
 
g
o
i
n
g
 
t
o
 
t
a
k
e

t
o
 
t
h
e
 
h
o
s
p
i
t
a
l
?

S
h
o
w
:
 
s
l
i
d
e
s
 
o
f
 
e
n
t
r
a
n
c
e
 
t
o

h
o
s
p
i
t
a
l
.

A
s
k
:
 
W
h
y
 
d
i
d

n
e
e
d
 
t
o

g
o
 
t
o
 
t
h
e
 
h
o
s
p
i
t
a
l
?

W
h
y
 
a
r
e
 
y
o
u
 
g
o
i
n
g
 
t
o
 
t
h
e

h
o
s
p
i
t
a
l
?

T
h
e
 
f
i
r
s
t
 p
l
a
c
e
 
t
h
e
y
 
w
e
n
t
 t
o

w
a
s
 
t
h
e
 
a
d
m
i
t
t
i
n
g
 
d
e
p
a
r
t
m
e
n
t

w
h
e
r
e
 
M
o
m
m
y
 
a
n
d
/
o
r
 
D
a
d
d
y
 
h
a
d
 
t
o

f
i
l
l
 
o
u
t
 
s
o
m
e
 
f
o
r
m
s
.

S
h
o
w
:
 
s
l
i
d
e
s
 
o
f
 
a
d
m
i
t
t
i
n
g
.

A
d
m
i
s
s
i
o
n
 
L
a
d
y
:

W
h
a
t
 i
s
 
y
o
u
r
 
n
a
m
e
?

A
l
l
o
w
 
c
h
i
l
d
 
t
o
 
r
e
s
p
o
n
d
 
w
i
t
h

p
u
p
p
e
t
.

0
0



P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

A
l
l
o
w
 
c
h
i
l
d
 
t
o
 
a
s
k

q
u
e
s
t
i
o
n
s
.

I
 h
a
v
e
 
a
 
b
r
a
c
e
l
e
t
 f
o
r
 
y
o
u
 w
i
t
h

y
o
u
r
 n
a
m
e
 
o
n
 i
t
.
 
L
e
t
'
s
 
p
u
t
 i
t
 o
n

y
o
u
r
 
r
i
g
h
t
 w
r
i
s
t
.

C
h
i
l
d
:

W
h
a
t
 
i
s
 
i
t
 
f
o
r
?

P
l
a
c
e
:
 
p
a
p
e
r
 
b
r
a
c
e
l
e
t
 w
i
t
h

n
a
m
e
 
o
n
 
p
u
p
p
e
t
.

A
d
m
i
s
s
i
o
n
 
L
a
d
y
:

S
o
 
t
h
e
 
p
e
o
p
l
e
 
i
n
 t
h
e
 
h
o
s
p
i
t
a
l

w
i
l
l
 k
n
o
w
 
w
h
o
 
y
o
u
 
a
r
e
.

P
r
e
s
e
n
t
 i
n
 
n
o
n
 
f
r
i
g
h
t
e
n
i
n
g

m
a
n
n
e
r
.

N
a
r
r
a
t
o
r
:

T
h
e
 
n
e
x
t
 
p
l
a
c
e

a
n
d
 
h
i
s
/
h
e
r

M
o
m
m
y
/
D
a
d
d
y
 
w
e
n
t
 
w
a
s
 
t
o
 
t
h
e
 
l
a
b
 
o
n

s
e
c
o
n
d
 
f
l
o
o
r
.

A
 
l
a
d
y
 
d
r
e
s
s
e
d
 i
n
 
p
i
n
k
 
s
h
o
w
e
d
 
t
h
e
m

t
o
 
t
h
e
 
e
l
e
v
a
t
o
r
 
a
n
d
 
t
o
o
k
 
t
h
e
m
 
t
o
 
t
h
e

l
a
b
.
 

S
h
o
w
:

A
t
 
t
h
e
 
l
a
b
,

d
r
e
s
s
e
d
 
i
n
 
w
h
i
t
e
,

s
a
w
 
s
o
m
e
o
n
e
 

S
h
o
w
:

s
l
i
d
e
 
o
f
 p
i
n
k
 
l
a
d
y

s
l
i
d
e
 
o
f
 
l
a
b

H
e
 
t
o
l
d

t
o
 
r
o
l
l
 
u
p
 
h
i
s
/
h
e
r
 
s
l
e
e
v
e
 
s
o
 
h
e

c
o
u
l
d
 
g
e
t
 s
o
m
e
 
b
l
o
o
d
 
f
o
r
 
s
o
m
e
 
t
e
s
t
s
.

L
a
b
 
m
a
n
:

I
t
 w
i
l
l
 o
n
l
y
 
b
e
 
a
 l
i
t
t
l
e
 
p
r
i
c
k

a
n
d
 
s
o
o
n
 
i
t
 
w
i
l
l
 
b
e
 
d
o
n
e
.
 
Y
o
u
 
c
a
n

h
e
l
p
 
b
y
 
b
e
i
n
g
 
s
t
i
l
l
.

C
h
i
l
d
:

I
'
l
l
 
t
r
y
!

O
u
c
h
 I

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 
b
l
o
o
d
 
b
e
i
n
g

d
r
a
w
n
 
f
r
o
m
 
a
r
m
.

0
0
N
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P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

L
a
b
 
m
a
n
 :

N
o
w
 
t
h
a
t
 t
h
i
s
 
i
s
 
d
o
n
e
,
 l
o
o
k
 
w
h
a
t

I
 h
a
v
e
 
f
o
r
 
y
o
u
l

B
l
o
w
 
u
p
 
b
a
l
l
o
o
n
.

N
a
r
r
a
t
o
r
:

P
r
e
t
t
y
 
s
o
o
n
 
t
h
e
 
o
u
c
h
 
w
e
n
t
 
a
w
a
y

a
n
d
 
h
i
s
/
h
e
r
 
m
o
m
m
y
/

d
a
d
d
y
 
w
e
n
t
 t
o
 
u
n
i
t
 5
3
0
0
 
w
h
e
r
e
 
t
h
e

c
h
i
l
d
r
e
n
 s
t
a
y
e
d
 i
n
 t
h
e
 
h
o
s
p
i
t
a
l
.

N
u
r
s
e
:

H
e
l
l
o
,
 
m
y
 
n
a
m
e
 
i
s
 
M
i
s
s
 
J
o
n
e
s
.

W
h
a
t
 i
s
 
y
o
u
r
 
n
a
m
e
?

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 5
3
0
0

n
u
r
s
e
s
'
 
s
t
a
t
i
o
n

C
h
i
l
d
:

M
y
 
n
a
m
e
 
i
s

N
u
r
s
e
:

I
 w
a
n
t
 t
o
 w
e
l
c
o
m
e
 
y
o
u
 t
o
 
y
o
u
r

r
o
o
m
 
t
h
a
t
 
y
o
u
 
w
i
l
l
 
b
e
 
s
t
a
y
i
n
g
 
i
n
.

T
h
e
r
e
 
w
i
l
l
 
b
e
 
a
n
o
t
h
e
r
 
c
h
i
l
d
 
t
h
a
t

w
i
l
l
 b
e
 
s
t
a
y
i
n
g
 
i
n
 
t
h
e
 
s
a
m
e
 
r
o
o
m

t
o
o
.

I
 h
a
v
e
 
a
 s
u
r
p
r
i
s
e
 
f
o
r
 
y
o
u
 
t
h
a
t

w
e
 
g
i
v
e
 
t
o
 
c
h
i
l
d
r
e
n
 
w
h
e
n
 
t
h
e
y
 
c
o
m
e

t
o
 
t
h
e
 
h
o
s
p
i
t
a
l
.

L
e
t
 
c
h
i
l
d
 
r
e
s
p
o
n
d
 
w
i
t
h

p
u
p
p
e
t
.

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 p
a
t
i
e
n
t
'
s

r
o
o
m
.

H
a
v
e
 
c
h
i
l
d
 
o
p
e
n
 
a
n
 
a
d
m
i
s
s
i
o
n

p
a
c
k
.

C
h
i
l
d
:

T
h
a
n
k
 
y
o
u
!

T
h
e
r
e
'
s
 
a
 
t
o
o
t
h

b
r
u
s
h
,
 t
o
o
t
h
p
a
s
t
e
,
 c
o
l
o
r
i
n
g
 
b
o
o
k
,

c
r
a
y
o
n
s
,
 p
u
z
z
l
e
,
 
a
n
d
 
h
a
n
d
 
l
o
t
i
o
n
.

0
0

C
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P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

N
u
r
s
e
:

W
h
a
t
 
d
o
 
y
o
u
 s
e
e
 
i
n
 
t
h
e
 
r
o
o
m
?

C
h
i
l
d
:

A
 
t
e
l
e
p
h
o
n
e
 .
 .
 •
 
a
n
d
 
a
 \

p
o
r
t
a
b
l
e
 
T
V
 
s
e
t
!

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 
b
e
d
 
w
i
t
h

t
e
l
e
p
h
o
n
e

s
l
i
d
e
 
o
f
 
t
e
l
e
p
h
o
n
e

s
l
i
d
e
 
o
f
 
T
V
 
s
e
t
.

E
j
^
l
a
n
a
t
i
o
n
 
f
o
r

p
a
r
e
n
t
s
 
r
e
:
 
T
V
.

N
u
r
s
e
:

Y
e
s
,
 a
 
T
V
 
c
a
n
 
b
e
 
r
e
n
t
e
d
 i
f
 
y
o
u

l
i
k
e
 
b
u
t
 t
h
e
r
e
 i
s
 o
n
e
 
i
n
 
t
h
e
 
p
l
a
y

r
o
o
m
 
t
h
a
t
 
i
s
 
f
r
e
e
.

T
o
 
d
i
s
p
e
l
 
t
h
e
 
c
h
i
l
d
'
s

n
o
t
i
o
n
 
t
h
a
t
 
s
i
d
e
 
r
a
i
l
s

a
r
e
 
f
o
r
 b
a
b
y
 
b
e
d
s

(
A
b
b
o
t
,
 1
9
7
0
)
.

G
i
v
e
 
p
o
s
i
t
i
v
e
 
e
x
p
l
a
n
a

t
i
o
n
 
f
o
r
 
w
h
y
 
t
h
i
n
g
s
 
a
r
e

d
o
n
e
.

C
h
i
l
d
:

O
h
,
 l
o
o
k
 
a
t
 t
h
e
 
b
e
d
.
 
I
t
 h
a
s

r
a
i
l
s
 
o
n
 
i
t
.
 
D
o
 
I
 
g
e
t
 t
o
 s
t
a
y
 
i
n

o
n
e
 
l
i
k
e
 
t
h
a
t
?

N
u
r
s
e
:

Y
e
s
,
 w
e
 
p
u
t
 
t
h
e
 
r
a
i
l
s
 
u
p
 
w
h
e
n

y
o
u
 
g
o
 
t
o
 s
l
e
e
p
 
t
o
 
h
e
l
p
 
k
e
e
p
 
y
o
u

f
r
o
m
 
f
a
l
l
i
n
g
 
o
u
t
 o
f
 b
e
d
.
 
E
v
e
n

g
r
o
w
n
-
u
p
s
 
l
i
k
e
 
M
o
m
m
y
 
a
n
d
 
D
a
d
d
y
 
h
a
v
e

t
h
e
m
 
o
n
 
t
h
e
i
r
 
b
e
d
s
 
i
n
 
t
h
e
 
h
o
s
p
i
t
a
l
.

N
o
w
 
I
 
w
a
n
t
 
y
o
u
 
t
o
 
c
h
a
n
g
e
 
i
n
t
o

s
o
m
e
 
p
a
j
a
m
a
s
.
 
I
f
 
y
o
u
 
w
a
n
t
 
y
o
u
 c
a
n

w
e
a
r
 
t
h
e
 
o
n
e
s
 
y
o
u
 
b
r
o
u
g
h
t
 
f
r
o
m
 
h
o
m
e

o
r
 
y
o
u
 
c
a
n
 
w
e
a
r
 
t
h
e
 
o
n
e
s
 
w
e
 
h
a
v
e
 
i
n

t
h
e
 
h
o
s
p
i
t
a
l
.

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 
b
e
d
 
w
i
t
h

r
a
i
l
s
.

A
l
l
o
w
 
c
h
i
l
d
 
t
o
 
p
u
t
 
t
h
e
 
r
a
i
l
s

d
o
w
n
 
o
n
 
t
o
y
 
b
e
d
.

S
h
o
w
:
 
b
l
a
n
k
 
s
l
i
d
e

C
h
i
l
d
:

I
 w
o
u
l
d
 
l
i
k
e
 
t
o
 t
r
y
 
o
n
 
t
h
e

h
o
s
p
i
t
a
l
 p
a
j
a
m
a
s
.

L
e
t
 
c
h
i
l
d
 
c
h
o
o
s
e
 
w
h
i
c
h
 
k
i
n
d

o
f
 p
a
j
a
m
a
s
 
h
e
 
w
o
u
l
d
 
l
i
k
e
 
t
o

w
e
a
r
.

0
0



P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

T
o
 
h
e
l
p
 
t
h
e
 
c
h
i
l
d
 
t
o

b
e
c
o
m
e
 
m
o
r
e
 
f
a
m
i
l
i
a
r
 
w
i
t
h

s
o
m
e
 
o
f
 t
h
e
 
h
o
s
p
i
t
a
l

e
q
u
i
p
m
e
n
t
.

N
u
r
s
e
;

O
K
I
 

H
e
r
e
 
w
e
 
a
r
e
.

C
h
i
l
d
;

L
o
o
k
,
 i
t
 o
p
e
n
s
 
i
n
 
t
h
e
 
b
a
c
k
l

N
u
r
s
e
;

Y
e
s
,
 t
h
i
s
 i
s
 
t
h
e
 
k
i
n
d
 o
f
 
g
o
w
n

y
o
u
 w
i
l
l
 w
e
a
r
 
w
h
e
n
 
y
o
u
 g
o
 
t
o
 h
a
v
e

y
o
u
r
 
o
p
e
r
a
t
i
o
n
 
i
n
 
t
h
e
 
m
o
r
n
i
n
g
.

N
o
w
 
I
 a
m
 /
g
o
i
n
g
 
t
o
 t
a
k
e
 
y
o
u
r

t
e
m
p
e
r
a
t
u
r
e
 
b
y
 
p
u
t
t
i
n
g
 
t
h
i
s
 
i
n
 
y
o
u
r

m
o
u
t
h
.
 
T
h
i
s
 
i
s
 
t
h
e
 
m
a
c
h
i
n
e
 
t
h
a
t

s
e
e
s
 
h
o
w
 
w
a
r
m
 
y
o
u
 
a
r
e
.
 
W
a
t
c
h
 
t
h
e

n
u
m
b
e
r
s
 
c
h
a
n
g
e
 
i
n
 
t
h
e
 
b
o
x
.
 
I
t
 
d
o
e
s

i
t
 
v
e
r
y
 q
u
i
c
k
l
y
.

C
h
i
l
d
:

T
h
a
t
 
w
a
s

y
o
u
 
h
a
v
e
?

f
\
i
n
.
 
W
h
a
t
 
e
l
s
e
 
d
o

N
u
r
s
e
:

I
 
h
a
v
e
 
t
h
i
s
 
t
h
i
n
g
 
c
a
l
l
e
d
 
a

s
t
e
t
h
o
s
c
o
p
e
.
 
I
t
 i
s
 
t
o
 
l
i
s
t
e
n
 
t
o

y
o
u
r
 
c
h
e
s
t
 
w
i
t
h
.

C
h
i
l
d
:

C
a
n
 
I
 t
r
y
 
i
t
?

N
u
r
s
e
:

W
h
a
t
 d
o
 
y
o
u
 
h
e
a
r
?

A
l
l
o
w
 
c
h
i
l
d
 
t
o
 
d
r
e
s
s
 
p
u
p
p
e
t
-

A
s
k
:
 
W
h
e
n
 
w
i
l
l
 
y
o
u
 h
a
v
e

y
o
u
r
 
o
p
e
r
a
t
i
o
n
?

P
l
a
c
e
 
t
o
y
 
t
h
e
r
m
o
m
e
t
e
r
 
i
n

p
u
p
p
e
t
'
s
 
m
o
u
t
h
.

S
h
o
w
:
 
t
o
y
 
I
V
A
C

(
A
n
 
I
V
A
C
 i
s
 
a
 b
a
t
t
e
r
y
 
o
p
e
r
a
t
e
d

d
e
v
i
c
e
 
u
s
e
d
 
t
o
 
m
e
a
s
u
r
e
 
b
o
d
y

t
e
m
p
e
r
a
t
u
r
e
 
u
s
i
n
g
 
a
 
p
r
o
b
e
 
i
n

t
h
e
 
m
o
u
t
h
 
o
r
 
r
e
c
t
i
a
m
.
 
I
t

r
e
c
o
r
d
s
 
t
h
e
 
t
e
m
p
e
r
a
t
u
r
e
 
a
u
t
o

m
a
t
i
c
a
l
l
y
 
i
n
 
t
h
e
 
b
o
x
-
l
i
k
e

d
e
v
i
c
e
.
)

A
s
k
:
 
H
a
v
e
 
y
o
u
 s
e
e
n
 
t
h
i
s

b
e
f
o
r
e
?

C
O
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n



P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

C
h
i
l
d
:

I
 
h
e
a
r
 
a
 
l
u
b
 
d
u
b
 
l
u
b
 
d
u
b
,

m
y
 
h
e
a
r
t
!

W
h
a
t
 i
s
 t
h
a
t
 
g
r
a
y
 
t
h
i
n
g
?

T
h
a
t
'
s
 

l
i
C
t
 
c
h
i
l
d
 
u
s
e
 
a
 
r
e
a
l

s
t
e
t
h
o
s
c
o
p
e
 
o
n
 
s
e
l
f
.

T
o
 h
e
l
p
 
c
h
i
l
d
 
a
n
t
i
c
i
p
a
t
e

w
h
a
t
 i
s
 
g
o
i
n
g
 t
o
 h
a
p
p
e
n
^
—

s
l
i
g
h
t
 d
i
s
c
o
m
f
o
r
t
 o
f
 c
u
f
f
.

N
u
r
s
e
:

T
h
a
t
'
s
 
a
 b
l
o
o
d
 
p
r
e
s
s
u
r
e
 
c
u
f
f
.

I
t
 
g
o
e
s
 
a
r
o
u
n
d
 
y
o
u
r
 
a
r
m
 
l
i
k
e
 
t
h
i
s

a
n
d
 
I
 p
u
m
p
 
i
t
 
u
p
 
t
o
 
f
i
n
d
 
o
u
t
 h
o
w

h
a
r
d
 
y
o
u
r
 
h
e
a
r
t
 i
s
 
p
u
m
p
i
n
g
.

C
h
i
l
d
:

I
t
 f
e
e
l
s
 
a
 
l
i
t
t
l
e
 
t
i
g
h
t
 
b
u
t

t
h
a
t
 
d
i
d
n
'
t
 
h
u
r
t
 a
t
 
a
l
l
.

N
u
r
s
e
:

L
e
t
'
s
 
s
e
e
 
h
o
w
 
m
u
c
h
 
y
o
u
 
w
e
i
g
h
.

M
o
m
m
y
:

W
h
a
t
 i
s
 
t
h
a
t
 
b
o
x
 
o
n
 
t
h
e
 
b
e
d

w
i
t
h
 
a
 
c
o
r
d
?

P
l
a
c
e
 
c
u
f
f
 
a
r
o
u
n
d
 
a
r
m
 
o
f

p
u
p
p
e
t
 
a
n
d
 
p
r
e
t
e
n
d
 
t
o

p
u
m
p
 
u
p
 
c
u
f
f
.

H
a
v
e
 
p
u
p
p
e
t
 
g
e
t
 
o
n
 
t
o
y

s
c
a
l
e
.

A
l
l
o
w
 
f
o
r
 
o
p
p
o
r
t
u
n
i
t
y

f
o
r
 
c
l
a
r
i
f
i
c
a
t
i
o
n
.

N
u
r
s
e
:

O
h
/
 
t
h
a
t
'
s
 
a
 
c
a
l
l
 
l
i
g
h
t
.
 
I
f

■
 . 
c
a
n
n
o
t
 
g
e
t
 o
u
t
 
o
f
 
b
e
d
 
a
n
d

w
o
u
l
d
 
l
i
k
e
 
t
h
e
 
n
u
r
s
e
 
t
o
 
h
e
l
p
 
h
i
m
/
h
e
r

t
h
e
n
 
a
l
l
 h
e
/
s
h
e
 
h
a
s
 
t
o
 
d
o
 i
s
 
t
o
 
p
r
e
s
s

t
h
e
 
b
u
t
t
o
n
.
 
Y
o
u
 o
n
l
y
 
n
e
e
d
 
t
o
 
p
r
e
s
s

i
t
 o
n
c
e
 
b
e
c
a
u
s
e
 
i
t
 m
a
k
e
s
 
a
 l
i
g
h
t
 
g
o

o
n
 
a
t
 t
h
e
 
t
o
p
 
o
f
 t
h
e
 
d
o
o
r
 
t
o
 
y
o
u
r

r
o
o
m
 
u
n
t
i
l
 s
o
m
e
o
n
e
 
c
o
m
e
s
 i
n
 
t
o
 
h
e
l
p
 -

y
o
u
 
a
n
d
 
t
u
r
n
 
t
h
e
 
l
i
g
h
t
 
o
f
f
.
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P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

N
o
w
 
l
e
t
'
s
 
g
o
 o
v
e
r
 
t
o
 
t
h
e
 
p
l
a
y
r
o
o
m
.

T
h
i
s
 i
s
 T
h
e
l
m
a
,
 t
h
e
 
p
l
a
y
r
o
o
m
 
l
a
d
y
.

C
h
i
l
d
:

O
h
 
b
o
y
i
 

M
a
y
 
I
 p
l
a
y
 
h
e
r
e
 
n
o
w
?

N
u
r
s
e
:

Y
e
s
.
 
W
h
a
t
 
d
o
 
y
o
u
 
s
e
e
?

C
h
i
l
d
:

A
l
l
 k
i
n
d
s
 
o
f
 t
o
y
s
—
c
l
o
w
n
,
 d
o
l
l
s
,

t
r
i
c
y
c
l
e
,
 
a
n
d
 b
o
o
k
s
.
 
L
o
o
k
 
a
t
 t
h
e
 
f
i
s
h

s
w
i
m
m
i
n
g
 
i
n
 
t
h
e
 
f
i
s
h
 
t
a
n
k
!

I
 s
e
e
 
s
o
m
e
 
c
h
i
l
d
r
e
n
 
p
a
i
n
t
i
n
g
 
w
i
t
h

s
o
m
e
 
w
a
t
e
r
 
c
o
l
o
r
s
.

N
u
r
s
e
:

T
h
e
l
m
a
 
h
e
l
p
s
 
c
h
i
l
d
r
e
n
 
w
i
t
h
 
g
a
m
e
s

a
n
d
 
m
a
k
i
n
g
 t
h
i
n
g
s
.
 
I
 t
h
i
n
k
 
y
o
u
'
1
1

l
i
k
e
 
T
h
e
l
m
a
.
 
L
e
t
'
s
 
h
e
l
p
 
h
e
r
 
b
y

p
i
c
k
i
n
g
 
u
p
 
t
h
e
 
t
o
y
s
 
a
f
t
e
r
 
w
e
 
f
i
n
i
s
h

p
l
a
y
i
n
g
 w
i
t
h
 
t
h
e
m
.

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 
T
h
e
l
m
a
 
i
n

p
l
a
y
r
o
o
m
.

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 p
l
a
y
r
o
o
m

w
i
t
h
 
t
o
y
s

s
l
i
d
e
 
o
f
 
f
i
s
h
 
t
a
n
k

s
l
i
d
e
 
o
f
 
c
h
i
l
d
r
e
n

p
a
i
n
t
i
n
g
.

N
a
r
r
a
t
o
r
:

W
h
i
l
e

s
a
w
 
m
a
n
y
 
p
e
o
p
l
e
.

w
a
s
 
o
n
 
5
3
0
0
 
h
e
/
s
h
e

S
h
o
w
:
 
s
l
i
d
e
s
 
o
f
 
d
o
c
t
o
r
 
o
n

p
h
o
n
e
,
 
n
u
r
s
e
 
o
n
 
p
h
o
n
e
,

n
u
r
s
e
s
 
w
i
t
h
 
c
o
l
o
r
e
d

U
n
i
f
o
r
m
s
,
 s
t
u
d
e
n
t

n
u
r
s
e
,
 
p
e
o
p
l
e
 
w
h
o

c
l
e
a
n
 
t
h
e
 
h
o
s
p
i
t
a
l
,

c
h
i
l
d
 
i
n
 
c
r
i
b
,
 n
u
r
s
e

t
a
k
i
n
g
 
c
h
i
l
d
 
o
u
t
 
o
f

c
r
i
b
.
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r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

S
o
m
e
 
o
f
 t
h
e
 
t
h
i
n
g
s
 
t
h
a
t

s
a
w
 
o
n
 
5
3
0
0
 
w
e
r
e
:

C
h
i
l
d
:

W
h
a
t
 
i
s
 
t
h
a
t
 
m
a
c
h
i
n
e
 
f
o
r
?

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 p
o
r
t
a
b
l
e

x
-
r
a
y
 
m
a
c
h
i
n
e

G
e
a
r
 t
o
 c
h
i
l
d
'
s
 
a
g
e

l
e
v
e
l
 i
n
 
e
j
^
l
a
n
a
t
i
o
n
s
,

N
u
r
s
e
:

T
h
i
s
 
m
a
c
h
i
n
e
 i
s
 
t
o
 
t
a
k
e
 
p
i
c
t
u
r
e
s

a
n
d
 i
t
 c
a
n
 
g
o
 
i
n
t
o
 
t
h
e
 
r
o
o
m
.
 
Y
o
u

p
r
o
b
a
b
l
y
 
w
o
n
'
t
 h
a
v
e
 
y
o
u
r
 
p
i
c
t
u
r
e

t
a
k
e
n
 
w
h
i
l
e
 
y
o
u
 a
r
e
 
i
n
 
t
h
e
 
h
o
s
p
i
t
a
l

b
u
t
 
y
o
u
 
m
a
y
 
s
e
e
 
a
 
m
a
c
h
i
n
e
 
l
i
k
e
 
t
h
i
s
.

C
h
i
l
d
:

D
o
e
s
 
i
t
 h
u
r
t
 t
o
 h
a
v
e
 
y
o
u
r

p
i
c
t
u
r
e
 
t
a
k
e
n
?

N
u
r
s
e
:

N
o
,
 t
h
e
 
m
a
c
h
i
n
e
 
o
n
l
y
 
m
a
k
e
s
 
a

b
u
z
z
 
c
l
i
c
k
 
s
o
u
n
d
 
a
n
d
^
 m
a
k
e
s
 
p
i
c
t
u
r
e
s

t
h
a
t
 
l
o
o
k
 
l
i
k
e
 
t
h
i
s
.

A
l
l
o
w
 
c
h
i
l
d
 
t
o
 
f
e
e
l
 
a
 
r
e
a
l

x
-
^
r
a
y
 f
i
l
m
.

C
h
i
l
d
:

W
h
a
t
 i
s
 
t
h
a
t
 t
h
i
n
g
 
o
v
e
r
 
t
h
e
 
b
e
d
?

N
u
r
s
e
:

I
t
'
s
 
t
o
 h
e
l
p
 
t
h
e
 
l
i
t
t
l
e
 
b
o
y

b
r
e
a
t
h
e
 
e
a
s
i
e
r
*
 

W
h
e
n
 
h
e
 
f
e
e
l
s

b
e
t
t
e
r
 
h
e
 
c
a
n
 
c
o
m
e
 
o
u
t
.
 
Y
o
u
 p
r
o

b
a
b
l
y
 
w
i
l
l
 
n
o
t
 
u
s
e
 
o
n
e
 
o
f
 
t
h
e
s
e

w
h
e
n
 
y
o
u
 
a
r
e
 
i
n
 
t
h
e
 
h
o
s
p
i
t
a
l
 
b
u
t

y
o
u
 
m
a
y
 
s
e
e
 
o
n
e
.

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 c
r
o
u
p
 
t
e
n
t

o
n
 
b
e
d
.

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 
c
r
o
u
p
 
t
e
n
t

a
n
d
 
I
V
 
p
o
l
e
.
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n
c
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l
e
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r
 
O
b
j
e
c
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v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

C
h
i
l
d
:

W
h
y
 
d
o
e
s
 
t
h
a
t
 
g
i
r
l
 h
a
v
e
 
t
o

h
a
v
e
 
a
 b
o
t
t
l
e
 
h
a
n
g
i
n
g
 
b
y
 
h
e
r
?

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 
a
 
c
h
i
l
d

w
i
t
h
 
a
n
 
I
V
,

G
e
a
r
 
t
o
 
c
h
i
l
d
'
s
 
l
e
v
e
l
 
o
f

t
a
n
d
e
r
s
t
 a
i
i
d
i
n
g
,

N
u
r
s
e
:

i
t
 
i
s
 
c
a
l
l
e
d
 
a
n
 
I
V
,

T
h
a
t
'
s
 
h
o
w

s
h
e
 
g
e
t
s
 
w
a
t
e
r
 
a
n
d
 
m
e
d
i
c
i
n
e
s
 
i
n
t
o

h
e
r
 
b
o
d
y
.
 
S
h
e
 
w
o
n
'
t
 
n
e
e
d
 
i
t
 
w
h
e
n

s
h
e
 
f
e
e
l
s
 
b
e
t
t
e
r
.

T
h
e
 
w
a
t
e
r
 
g
o
e
s
 
d
o
w
n
 
f
r
o
m
 
t
h
e

b
o
t
t
l
e
 t
h
r
o
u
g
h
 
a
 
t
i
±
>
i
n
g
 
a
n
d
 
p
a
s
s
e
s

a
 
m
a
c
h
i
n
e
 
w
h
i
c
h
 
t
e
l
l
s
 
h
o
w
 
f
a
s
t
 i
t

i
s
 
t
o
 
g
o
.
 
T
h
e
n
 i
t
 g
o
e
s
 
i
n
t
o
 
t
h
e

c
h
i
l
d
'
s
 
a
r
m
 
a
n
d
 i
n
t
o
 
t
h
e
 
b
o
d
y
.

C
h
i
l
d
:

I
'
m
 
g
e
t
t
i
n
g
 
h
i
m
g
r
y
.

s
l
i
d
e
 
o
f
 
I
V
 
b
o
t
t
l
e
.

s
l
i
d
e
 
o
f
 
I
V
 
b
o
t
t
l
e

m
e
t
r
i
s
e
t
 (
c
h
a
m
b
e
r
)
,

s
l
i
d
e
 
o
f
 
I
V
 
I
V
A
C
,

s
l
i
d
e
 
o
f
 
h
a
n
d
 
w
i
t
h

a
n
 
I
V
.

D
a
d
d
y
:

H
e
r
e
 
c
o
m
e
s
 
y
o
u
r
 
f
o
o
d
 
o
n
 
a
 
t
r
a
y
.

C
h
i
l
d
:

Y
u
m
m
y
 I

B
r
i
n
g
 
o
u
t
 t
o
y
 
t
r
a
y
 
o
f
 f
o
o
d
.

N
a
r
r
a
t
o
r
:

T
h
e
n
 
a
 
n
e
w
 
d
o
c
t
o
r
 
c
a
m
e
 
t
o
 
s
e
e

.
 H
e
 
l
o
o
k
e
d
 
i
n
 

.
m
o
u
t
h
 
a
n
d
 
l
i
s
t
e
n
e
d
 
t
o
 
h
i
s
/
h
e
r

c
h
e
s
t
.

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 
a
 
d
o
c
t
o
r

s
t
a
n
d
i
n
g
.

A
n
e
s
t
h
e
s
i
o
l
o
g
i
s
t
:

I
'
m
 
t
h
e
 
o
n
e
 
t
o
 
g
i
v
e
 
y
o
u
 
t
h
e

s
l
e
e
p
y
 
a
i
r
 
d
u
r
i
n
g
 
y
o
u
r
 o
p
e
r
a
t
i
o
n
.
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r
i
n
c
i
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l
e
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r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

T
o
 
r
e
a
s
s
u
r
e
 
t
h
e
 
c
h
i
l
d

t
h
a
t
 h
e
 
w
i
l
l
 w
a
k
e
 
u
p
.

P
r
e
p
a
r
a
t
i
o
n
 
f
o
r

s
e
p
a
r
a
t
i
o
n
 
f
r
o
m
 
p
a
r
e
n
t
s
^

T
e
l
l
 
t
h
e
 
t
r
u
t
h
 
a
n
d

g
i
v
e
 
p
r
o
m
i
s
e
s
 
o
n
l
y
 
i
f

y
o
u
 
k
n
o
w
 
y
o
u
 
c
a
n
 
k
e
e
p

t
h
e
m
.

I
 a
l
s
o
 
m
a
k
e
 
s
u
r
e
 
y
o
u
 
w
a
k
e
 
u
p
 
a
l
l

r
i
g
h
t
 a
f
t
e
r
 
y
o
u
r
 o
p
e
r
a
t
i
o
n
.

N
a
r
r
a
t
o
r
:

P
r
e
t
t
y
 
s
o
o
n
 
i
t
 w
a
s
 
t
i
m
e
 
f
o
r

M
o
m
m
y
 
a
n
d
 
D
a
d
d
y
 
t
o
 
g
o
 
h
o
m
e
.

C
h
i
l
d
:

C
a
n
'
t
 
y
o
u
 
s
t
a
y
 a
 
l
i
t
t
l
e
 
l
o
n
g
e
r
?

M
o
m
m
y
:

W
e
 
w
i
l
l
 
h
a
v
e
 
t
o
 
l
e
a
v
e
 
n
o
w
 
b
u
t
 
w
e

w
i
l
l
 b
e
 
b
a
c
k
 i
n
 
t
h
e
 
m
o
r
n
i
n
g
.

N
a
r
r
a
t
o
r
:

^
 "t
ri
ed
 t
o
 b
e
 
b
r
a
v
e
 
a
s

h
e
/
s
h
e
 
s
a
i
d
 
g
o
o
d
b
y
e
 
t
o
 
h
i
s
/
h
e
r

p
a
r
e
n
t
s
,
 b
u
t
 h
e
/
s
h
e
 k
n
e
w
 
t
h
a
t
 t
h
e
y

w
o
u
l
d
 
b
e
 
b
a
c
k
 
i
n
 
t
h
e
 
m
o
r
n
i
n
g
.

H
a
v
e
 
p
u
p
p
e
t
s
 
w
a
v
e
 
g
o
o
d
b
y
e
.

E
l
i
c
i
t
 
t
h
e
 
c
h
i
l
d
'
s

u
n
d
e
r
s
t
a
n
d
i
n
g
 o
f
 h
i
s

o
p
e
r
a
t
i
o
n
 
a
n
d
 
g
i
v
e

c
l
a
r
i
f
i
c
a
t
i
o
n
 
i
f
 
n
e
e
d
e
d
.

R
e
a
s
s
u
r
e
 
t
h
a
t
 
n
o
 
o
t
h
e
r

p
a
r
t
 o
f
 h
i
s
 
b
o
d
y
 w
i
l
l
 b
e

o
p
e
r
a
t
e
d
 
o
n
 
(
P
e
t
r
i
l
l
o
,

1
9
7
2
,
 p
.
 
1
6
0
)
.

E
x
p
l
a
i
n
 
n
o
t
h
i
n
g
 
b
y

m
o
u
t
h
 
o
n
l
y
 
i
f
 t
h
e
y
 
a
s
k
*

N
u
r
s
e
:

G
o
o
d
 
m
o
r
n
i
n
g

I
t
'
s

a
l
m
o
s
t
 
t
i
m
e
 
f
o
r
 
y
o
u
r
 
o
p
e
r
a
t
i
o
n
.

C
h
i
l
d
:

A
n
d
 
I
 
r
e
m
e
m
b
e
r
e
d
 
n
o
t
 
t
o
 
e
a
t

o
r
 
d
r
i
n
k
 
a
n
y
t
h
i
n
g
 
a
l
l
 
m
o
r
n
i
n
g
.

N
u
r
s
e
:

Y
e
s
,
 t
h
i
s
 i
s
 
t
o
 
h
e
l
p
 
y
o
u
r

s
t
o
m
a
c
h
 
n
o
t
 
t
o
 
g
e
t
 
u
p
s
e
t
 
d
u
r
i
n
g

t
h
e
 
o
p
e
r
a
t
i
o
n
.

D
o
 
y
o
u
 
h
a
v
e
 
t
h
e
 
g
o
w
n
 
o
n
 
t
h
a
t

o
p
e
n
s
 
i
n
 
t
h
e
 
b
a
c
k
.

A
s
k
:
 
W
h
a
t
 k
i
n
d
 
o
f
 
o
p
e
r
a
t
i
o
n

a
r
e
 
y
o
u
 
g
o
i
n
g
 
t
o
 
h
a
v
e
?

H
a
v
e
 
c
h
i
l
d
 
c
h
a
n
g
e
 
t
h
e
 
p
u
p
p
e
t
'
s

g
o
w
n
 
i
f
 
n
o
t
 
a
l
r
e
a
d
y
 
o
n
.

K
O
o



P
r
i
n
c
i
p
l
e
 
o
r
 O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

T
e
l
l
i
n
g
 t
h
e
 t
ru
ti
i 
t
h
a
t

i
t
 w
i
l
l
 
h
i
x
r
t
.

O
f
f
e
r
 
a
 
m
e
a
n
s
 w
h
e
r
e
b
y
 
t
h
e

c
h
i
l
d
 
c
a
n
 
h
e
l
p
 
l
e
s
s
e
n
 
t
h
e

h
u
r
t
.

C
h
i
l
d
:

Y
e
s
!

N
u
r
s
e
:

N
o
w
 i
t
 i
s
 
t
i
m
e
 
t
o
 
h
a
v
e
 a
 s
h
o
t
 t
o

h
e
l
p
 
y
o
u
 d
u
r
i
n
g
 
y
o
u
r
 
o
p
e
r
a
t
i
o
n
.

C
h
i
l
d
:

I
'
m
 
s
c
a
r
e
d
.
 
W
i
l
l
 
i
t
 
h
u
r
t
?

N
u
r
s
e
:

I
t
 
w
i
l
l
 h
u
r
t
 
o
n
l
y
 
f
o
r
 
a
 
l
i
t
t
l
e

w
h
i
l
e
.
 
I
f
 
y
o
u
 
a
r
e
 
s
t
i
l
l
 
i
t
 w
i
l
l
 
h
u
r
t

l
e
s
s
.

C
h
i
l
d
:

O
u
c
h
 1

N
u
r
s
e
:

T
h
a
n
k
 
y
o
u
 
f
o
r
 k
e
e
p
i
n
g
 s
t
i
l
l
.

C
h
i
l
d
:

I
t
 d
o
e
s
n
'
t
 h
u
r
t
 
v
e
r
y
 
m
u
c
h
 
a
n
y

m
o
r
e
.

A
l
l
o
w
 
t
h
e
 
c
h
i
l
d
 
t
o
 
g
i
v
e
 
p
u
p
p
e
t

a
 
s
h
o
t
.

N
a
r
r
a
t
o
r
:

I
n
 
a
 
l
i
t
t
l
e
 
w
h
i
l
e
 
s
o
m
e
o
n
e
 
d
r
e
s
s
e
d

i
n
 g
r
e
e
n
 
c
a
m
e
 t
o
 t
a
k
e
 _
_
_
_
_
_
 t
o
 t
h
e

o
p
e
r
a
t
i
n
g
 r
o
o
m
.
 
H
e
 
c
a
m
e
 
w
i
t
h
 
a
 
c
a
r
t

t
h
a
t
 
l
o
o
k
e
d
 
l
i
k
e
 
a
 
b
e
d
 
o
n
 
w
h
e
e
l
s
.

E
m
p
h
a
s
i
z
e
 
s
a
f
e
t
y
.

G
r
e
e
n
 
m
a
n
:

H
o
p
 
o
n
i

L
e
t
'
s
 
f
a
s
t
e
n
 
t
h
e
 
s
a
f
e
t
y
 
b
e
l
t
.

P
l
a
c
e
 
c
h
i
l
d
 
p
u
p
p
e
t
 o
n
 
t
o
y
 

vo
g
u
e
r
n
y
.
 
F
a
s
t
e
n
 s
a
f
e
t
y
 b
e
l
t
.
 
^



P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

N
a
r
r
a
t
o
r
:

S
o
 
d
o
w
n
 
t
h
e
 
h
a
l
l

e
l
e
v
a
t
o
r
 
t
h
e
y
 
w
e
n
t
.

a
n
d
 
d
o
w
n
 
t
h
e

w
a
s

p
r
e
t
t
y
 
s
l
e
e
p
y
 
f
r
o
m
 
t
h
e
 
s
h
o
t
 
t
h
e

n
u
r
s
e
 
g
a
v
e
 
h
i
m
/
h
e
r
.

I
n
 
t
h
e
 
o
p
e
r
a
t
i
n
g
 
r
o
o
m
 

-
c
o
u
l
d
 
s
e
e
 
t
h
e
 
b
r
i
g
h
t
 l
i
g
h
t
s
 
h
i
s

d
o
c
t
o
r
 
n
e
e
d
e
d
 
t
o
 
t
a
k
e
 
o
u
t
 
h
i
s

t
o
n
s
i
l
s
 
b
y
.
 
H
e
 
c
o
u
l
d
 
s
e
e
 
p
e
o
p
l
e

i
n
 
g
r
e
e
n
 
g
o
w
n
s
,
 c
a
p
s
 
a
n
d
 
m
a
s
k
s
.

e
x
a
i
r
p
l
e
:

M
a
s
k
s
 
a
r
e
 
w
o
r
n
 
t
o
 k
e
e
p
 
g
e
r
m
s
 

i
a
w
a
y
 
f
r
o
m
 

. 
w
h
i
l
e
 
h
e
/
s
h
e
 
i
s

h
a
v
i
n
g
 
a
n
 
o
p
e
r
a
t
i
o
n
.

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 t
h
e
 
o
p
e
r
a
t
i
n
g

r
o
o
m
.

A
s
k
:
 
W
h
y
 
d
o
 
y
o
u
 s
u
p
p
o
s
e

t
h
e
y
 
w
e
a
r
 
a
l
l
 
t
h
i
s
?

T
h
e
 
d
o
c
t
o
r
 
w
h
o
 
c
a
m
e
 
t
o
 
s
e
e

l
a
s
t
 
n
i
g
h
t
 a
s
k
e
d
 
h
i
m
/
h
e
r
 
t
o
 
b
r
e
a
t
h
e

s
o
m
e
 
s
l
e
e
p
y
 
a
i
r
 
t
h
r
o
u
g
h
 
a
 
b
l
a
c
k

m
a
s
k
 
l
i
k
e
 
t
h
i
s
 
o
n
e
.

S
h
o
w
:
 
b
l
a
c
k
 
m
a
s
k
.

p
r
e
t
e
n
d
e
d
 
t
h
a
t
 
h
e
/
s
h
e

w
a
s
 
w
e
a
r
i
n
g
 
a
 
s
p
a
c
e
 
m
a
s
k
 
a
n
d
 
b
e
f
o
r
e

h
i
s
/
h
e
r
 r
o
c
k
e
t
 f
i
r
e
d
 
h
e
/
s
h
e
 
c
o
u
n
t
e
d
:

5
-
4
-
^
3
-
2
-
1
-
 

w
a
s
 
f
a
s
t
 a
s
l
e
e
p
.

W
h
i
l
e

w
a
s
 
a
s
l
e
e
p
 
t
h
e

d
o
c
t
o
r
 
f
i
x
e
d
 
h
i
s
/
h
e
r
 
t
h
r
o
a
t
 b
y

t
a
k
i
n
g
 
o
u
t
 
h
i
s
/
h
e
r
 
t
o
n
s
i
l
s
.

C
h
i
l
d
:

Y
a
w
n
s

W
h
e
r
e
 
a
m
 
I
?

P
u
p
p
e
t
 r
u
b
s
 
e
y
e
s
.

v
n
t
o



P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

N
u
r
s
e
:

Y
o
u
 
a
r
e
 
i
n
 
t
h
e
 
r
e
c
o
v
e
r
y
 
r
o
o
m
.

T
h
i
s
 i
s
 w
h
e
r
e
 
n
u
r
s
e
s
 
w
a
t
c
h
 
y
o
u

c
l
o
s
e
l
y
 
a
n
d
 
c
a
r
e
 
f
o
r
 
y
o
u
 b
e
f
o
r
e

s
e
n
d
i
n
g
 
y
o
u
 b
a
c
k
 
t
o
 
y
o
u
r
 
r
o
o
m
 
i
n

5
3
0
0
.
 
Y
o
u
 
w
i
l
l
 s
t
a
y
 
h
e
r
e
 
a
b
o
u
t

t
w
o
 
h
o
u
r
s
.

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 
r
e
c
o
v
e
r
y
 
r
o
o
m

n
u
r
s
e
s
.

C
h
i
l
d
:

W
h
e
r
e
'
s
 
m
y
 
m
o
m
m
y
?

N
u
r
s
e
:

S
h
e
 
i
s
 
w
a
i
t
i
n
g
 
i
n
 
t
h
e
 
l
o
b
b
y
 
u
n
t
i
l

y
o
u
 
g
o
 
b
a
c
k
 
t
o
 
y
o
u
r
 
r
o
o
m
.
 
I
'
l
l
 
t
e
l
e

p
h
o
n
e
 
t
h
e
m
 
w
h
e
n
 
y
o
u
 
a
r
e
 
r
e
a
d
y
 
t
o
 
g
o

b
a
c
k
 
t
o
 
y
o
u
r
 
r
o
o
m
.

C
h
i
l
d
:

M
y
 
t
h
r
o
a
t
 
h
u
r
t
s
.

N
u
r
s
e
:

H
e
r
e
 
i
s
 
a
 
n
i
c
e
 
c
o
o
l
 i
c
e
 
c
o
l
l
a
r
 t
o
 
P
l
a
c
e
 
t
o
y
 
i
c
e
 
c
o
l
l
a
r
 o
n
 
p
u
p
p
e
t
'
s

p
u
t
 
a
r
o
u
n
d
 
y
o
u
r
 
n
e
c
k
 
t
o
 
m
a
k
e
 
y
o
u
 
f
e
e
l
 
n
e
c
k
,

b
e
t
t
e
r
.

N
a
r
r
a
t
o
r
:

-
 .
r
o
d
e
 
b
a
c
k
 
t
o
 
h
i
s
/
h
e
r
 
r
o
o
m
 
S
h
o
w
:

o
n
 
t
h
e
 
b
e
d
 
w
i
t
h
 
w
h
e
e
l
s
.
 
S
o
o
n
 
M
o
m
m
y

a
n
d
 
D
a
d
d
y
 
v
/
e
r
e
 
t
h
e
r
e
.

s
l
i
d
e
 
o
f
 
g
u
e
r
n
y
,

s
l
i
d
e
 
o
f
 
r
o
o
m
.

C
h
i
l
d
:

I
 s
t
i
l
l
 
f
e
e
l
 
s
l
e
e
p
y
.

<
o
w



P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

P
a
r
e
n
t
s
 
h
a
v
e
 
a
 
r
o
l
e
 
i
n

h
e
l
p
i
n
g
 t
h
e
i
r
 
c
h
i
l
d

u
n
d
e
r
s
t
a
n
d
 
h
i
s
 
h
o
s
p
i
t
a
l
i
^

z
a
t
i
o
n
.

M
o
i
n
m
y
:

Y
e
s
,
 
y
o
u
r
 
s
t
o
m
a
c
h
 
i
s
 
s
t
i
l
l

s
l
e
e
p
y
 
t
o
o
.
 
T
h
e
 
n
u
r
s
e
 
w
h
o
 b
r
o
u
g
h
t

y
o
u
 
s
o
m
e
 i
c
e
 
c
h
i
p
s
 
b
r
o
u
g
h
t
 y
o
u

s
o
m
e
t
h
i
n
g
 
c
l
e
a
r
 
a
n
d
 
c
o
o
l
 
t
o
 
d
r
i
n
k
.

T
a
k
e
 
i
t
 s
l
o
w
l
y
 
n
o
w
.

Y
o
u
 
w
i
l
l
 
f
e
e
l
 
b
e
t
t
e
r
 
t
o
m
o
r
r
o
w
.

I
f
 
y
o
u
 s
t
i
l
l
 
f
e
e
l
 
u
n
c
o
m
f
o
r
t
a
b
l
e

t
h
e
 
n
u
r
s
e
 
w
i
l
l
 
b
r
i
n
g
 
y
o
u
 s
o
m
e

m
e
d
i
c
i
n
e
 
t
o
 h
e
l
p
 
m
^
e
 
y
o
u
 f
e
e
l

b
e
t
t
e
r
.

N
a
r
r
a
t
o
r
:

T
h
e
 
n
e
x
t

m
u
c
h
 
b
e
t
t
e
r
.

d
a
y
 

• - 
f
e
l
t

e
v
e
n
 
g
o
t
 
u
p

T
h
e
n

H
e
/
s
h
e

t
o
 p
l
a
y
 i
n
 
t
h
e
 
p
l
a
y
r
o
o
m
,

h
i
s
/
h
e
r
 
d
o
c
t
o
r
 
c
a
m
e
 
t
o
 
c
h
e
c
k
 
h
i
m
/

h
e
r
.

S
h
o
w
:
 
s
l
i
d
e
 
o
f
 
T
h
e
l
m
a
,

n
u
r
s
e
,
 a
n
d
 c
h
i
l
d
r
e
n
.

D
o
c
t
o
r
:

H
o
w
 
a
r
e
 
y
o
u
 
f
e
e
l
i
n
g
 
t
o
d
a
y
?

C
h
i
l
d
:

M
y
 
t
h
r
o
a
t
 
d
o
e
s
n
'
t
 
h
u
r
t
 
s
o

m
u
c
h
 
a
n
y
m
o
r
e
.
 
I
 e
v
e
n
 
a
t
e
 
m
y

b
r
e
a
k
f
a
s
t
.

D
o
c
t
o
r
:

L
e
t
 
m
e
 
s
e
e
.

S
a
y
 
a
a
h
.

C
h
i
l
d
:

A
a
h
.

V
D



P
r
i
n
c
i
p
l
e
 
o
r
 
O
b
j
e
c
t
i
v
e

S
c
r
i
p
t

A
c
t
i
v
i
t
y

D
o
c
t
o
r
:

L
o
o
k
s
 
g
o
o
d
.
 
Y
o
u
 c
a
n
 
g
o
 
h
o
m
e

w
h
e
n
 
y
o
u
r
 
m
o
m
m
y
 
o
r
 
d
a
d
d
y
 
c
o
m
e
s

t
o
d
a
y
.

N
a
r
r
a
t
o
r
:

S
o
o
n
 
M
o
m
m
y
 
w
a
s
 
t
h
e
r
e
 
t
o
 
t
a
k
e

h
o
m
e
.
 
D
a
d
d
y
 
w
a
s
 
a
t
 w
o
r
k
.

M
o
m
m
y
:

L
e
t
'
s
 p
a
c
k
 
y
o
u
r
 
s
u
i
t
 
c
a
s
e
.

H
a
v
e
 
c
h
i
l
d
 
r
e
p
l
a
c
e
 
o
b
j
e
c
t
s

i
n
 
s
u
i
t
 
c
a
s
e
.

C
h
i
l
d
:

L
e
t
 
m
e
 
s
a
y
 
g
o
o
d
b
y
e
 
t
o
 
a
l
l

f
r
i
e
n
d
s
 i
n
 
t
h
e
 
h
o
s
p
i
t
a
l
.
 
G
o
o
d
b
y
e
!

H
a
v
e
 
p
u
p
p
e
t
s
 
w
a
v
e
.

S
h
o
w
:
^
 
s
l
i
d
e
 
o
f
 
w
h
e
e
l
 
c
h
a
i
r
,

s
l
i
d
e
 
o
f
 l
o
b
b
y
 
l
o
o
k
i
n
g

o
u
t
s
i
d
e
.

H
a
v
e
 
c
h
i
l
d
 
p
u
p
p
e
t
 
r
i
d
e
 
o
u
t

i
n
 
t
o
y
 
w
h
e
e
l
 
c
h
a
i
r
.

U
l
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TOUR OF HOSPITAL

97

Place Questions Explanation

I. Lobby Level V?hen do we arrive?

A/ Admitting

B. Gift shop

G. Chapel

D. Waiting
area

E. Cafeteria

Where is the first

place we go?

When is it open?

Where do parents wait

during surgery?

Where do parents eat

in the hospital?

When is the cafe

teria open?

Day before surgery. Call

admitting office before^
11 a.m. to verify time

of admission.

Admitting^ across from
the information desk in

main lobby. .

Nonsectarian, open at all

times for your use.

In the lobby, to the

right of the information

desk. A pink lady will
inform you when your
child returns from surgery

and recovery room.

On the lobby level we have

a cafeteria serving

vegetarian foods, ^
Refer to booklet on

routines given to parents.

II. 2nd Floor

A. Clinical

lab

B. Operating

room

What are they going
to do here? (child)

What kind of tests?

Why do they wear

masks? (child)

How long does the

operation last?

What kind of anes

thesia do they give?

They are going to take
some tests that you need

before your operation.
Urine and blood tests.

To keep germs from getting

on you during your opera
tion.

It lasts approximately
1-2 hours depending on

the type of operation.

It varies greatly but
they usually use nitrous

oxide with ethane.

You Hiay want to discuss



98

Place Questions Explanation

this with the anesthesi

ologist when he comes to
check your child the

riight before his opera
tion.

When can we talk to

the doctor after

surgery?

The doctor may come to

see you after the surgery

in the lobby where you
wait if he does not have

a surgery following your

child's.

C. HecOvery

room

III. 5th Floor

A. Day room

B. Rest rooms

How long do I stay

here? (child)

When does my child

wake up?

Where can we wait

besides in the lobby
downstairs?

Where are the rest

rooms for visitors ?

About two hours , some--

times longer.

Children are usually

awake about ten minutes

after arriving in the

recovery room.

Show day room.

To the right as you get

out of the elevator on

each floor.

C. 5300 How many patients

are there in a room?

When can I go play
in the playroom?
(child)

Can parents stay

overnight?

There are from 2-5 de

pending on which room
your child is in.
Occasionally we transfer

children to different

rooms in order to keep

them of similar age and

condition together.

In the evening before
surgery and when you fee1

like it after yoxar opera

tion—you may play in the
playroom.

Generally no because we

do not have facilities
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Place Questions Explanation

to accornmodate parents.

When do I get to go

home? (child)
You can go home when

your doctor thinks you

are well enough to go

home. It is usually

the morning after your

operation.



APPENDIX C

100



101

DISCUSSION WITH PARENTS

Outline of Objectives Sample

I. To help parents to

deal with their own

fears:

A. By allowing
parents to

ej^ress and

ask questions

Nurse:

Nowr while your child plays with the

puppets, I would like to discuss with you
how you can help prepare your child for
hospitalization.

A lot of times there are things that

concern the parents when their child goes
to the hospital. Mrs. Brown, how do you

feel about your child going to the hos
pital?

Mrs. Brown:

I'm really worried that Joey will hot
go to sleep at night in the hospital.
The only other place that he has slept
away from home is at his grandparents.

He sat up and rocked himself most of the
night.

Nurse:

Was this ah stay;

Mrs. Brown;

Yes.

Nurse:

What happened?

Mrs. Brown:

Our car broke down and my husband

was worried he wasn't going to make it
back to work on time in the morning.

Nurse:

Many times when adults are anxious

and worried the child will quickly sense
this and become also.

Mrs. Brown:

We were quite upset that evening.
I guess this may have reflected in Joey's
sleep.
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Outline of Objectives Sample

Nurse:

If we prepare Joey for his stay in the

hospital and give him an explanation that
you will see him in the morning, maybe
this may give him some reassurance to go
to sleep.

Mrs. Brown;

I think my being less anxious will
help too.

Nurse:

If Joey still has problems going to
sleep that first evening the anesthesi

ologist may leave a sedative order.

Mrs. Brown:

That makes me feel better to know

this.

Nurse:

What type of surgery is Joey going to
have?

Mrs. Brown:

He is going to have his tonsils out.

B. By informing

what to expect.

N\irse:

What do you expect Joey will most
likely feel like after surgery?

Mrs. Brown:

I guess he will probably only have a
sore throat for a while.

Nurse:

Yes, he will have a sore throat for a

while. But we will try to keep him com
fortable as much as possible.

Usually after anesthesia a child is
very sleepy and may not want to play or

even visit. Some children sleep most of
day of surgery.

Occasionally children may get sick to
their stomaches and vomit old blood.

Sometimes they feel better after this.
This is one of the reasons why we try to
give fluids gradually after surgery.
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Outline of ObjeGtives Sample

^  Don't be too alarmed if your child

oozes dark brown drainage from his mouth
or nose. This often happens.

There probably will be some changes
in Joey's behavior after his surgery.
He may be more demanding, baby like, or

fearful. These changes are usually
temporary, lasting for a few weeks.

C. By referring

them to sources

where they can
obtain further

help if needed.

II. To help parents

know what to say
to child by dis

cussing with the
parents the

importance of:

Mrs. Brown:

Where can I go for help if Joey
continues to be fearful of everything?

Nurse:

You could consult your physician.
He may refer you to a child specialist

who deals with these problems.
A lot of times we just need to be

patient and encourage the child to work

out his feelings and fears.

Nurse:

Visiting the hospital and seeing the
puppet show is just part of the prepara
tion your child needs. The most important

preparation is given by you his parent.
It is because you know him much better
than we do.

Mrs. Brown:

What is our part as parents ? The

puppet show seemed to e^^lain almost

everything he needs to know.

A. Listening to
their child

Nurse:

He needs your reassurance. During the

next few days before his hospitalization
he will have questions and may need
clari fieation. You and your husband are
the ones he will most likely ask.

First of all, listen to your child.
Give him an opportunity to ask you ques
tions about his hospitalization. Some

times it is helpful to ask him simple
questions to find out if he understands

-'-such as "What kind of operation are you
going to have?"
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Outline of Objectives Sample

B.

C.

D.

Being brief

Using simple

terms at child's

age level

E^^laining only
relevant

experiences

Mrs. Brown:

But how do I answer his questions?

Nurse:

It is important that you answer
briefly and to the point.

You do not need to go into detail;
use simple terms at his age level.

Tell him only those things that he
will actually see, hear, smell, or
feel.

Mrs. Brown:

Can you give me an example?

Nurse:

Yes. Suppose Joey asks you, "What
are tonsils and why does the doctor have

to take them out?"

You can explain that tonsils are two
little lumps in the back of the throat that
need to be removed because they have been

giving him trouble such as sore throats
and ear aches. That is why he needs to
stay in the hospital a couple of days to
have his operation to get it fixed.

Mrs. Brown:

What if he asks "Will it hurt?"

E. Being truthful
Nurse:

It is very important that you tell
him the truth. If you are honest he will
trust you.

You can tell him that it will not hurt

while he is having the operation because
of the sweet smelling sleepy gas that the
doctor gives. After surgery he will have
a sore throat. Remind him of the ice

collar and medicines that the nurses have

to help him feel better. Reassure him that
in a few days he will feel better.

Another point I would like to bring out
is that you should not make promises if
you don't know if you can keep them—such
as "You are only going to have one shot."
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Outline of Objectives Sample

Mrs. Brown:

V?hat if he just doesn't want to go to
the hospital?

Nurse:

F. Being positive Tell him you vinderstand that he
doesn't want to go but that it is neces
sary to have the operation. Reassure him

that you love him and you want him to be
well. He may also need reassurance that
you are not sending him away or punishing
him.

Mrs. Brown:

I think I will have problems sneaking
away when visiting hours are over at 8 p.m.

Nurse:

Suppose you told Joey that you were
—-just going out for a drink of water but
?~you went home instead. What would Joey
think?

■Mrs.- Brown: .
I guess he would probably be upset and

maybe think tdlat I left him.

Nurse:

Or he could keep himself up waiting
for you to return. It is better to tell
him when you are leaving. I know it will
be hard. He may cry or call for you but
if he knows it must be so he will try to
understand. It is important to reassure
him when you are returning.

Mrs. Brown:

I will try to remember to do this.

Nurse:
Your coming to visit as often as you

can will also reassure him that you have
not "left him".

III. To help parents Is there anything that you have
deal with some noticed in your child being afraid of in
fears their child connection with coming to the hospital?
may have by
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Outline of Objectives Sample

discussing:

A. Fear of death

(common at ages
7-13 years,

Petrillo, 1972,

p. 100)

Mrs. Brown:

Joey seems to think if he stays in
the hospital a long time like my Uncle
Tom^ he is not coining back home.

Nurse:

Why do you suppose he said this?

Mrs. Brown:

My Uncle Tom passed away in the

hospital. Is Joey afraid he is going to
die at his young age?

Nurse:

Children may sense a connection of
being hospitalized and dying^ It was good
that you were able to pick up this clue.
Other clues you can listen for are ques
tions like:

"Am I ever going to see you again?
Will I die?"

Or your child may have questions about

people or pets who have died.

What would you tell Joey if he asked
you if he was going to die?

Mrs. Brown:

Well, to be truthful and to the point-
no, he is not going to die.

Nurse:

Why? Somehow, children like to have

reasons for things.

Mrs. Brown:

I could tell him that Uncle Tom was

old and sick and people don't die from

what he (Joey) has.

Nurse:

Very good. You can also reassure him

that the doctor and nurses will take very
good care of him so he can go home with
you very soon.

Mrs. Brown:

What are some of the fears that

children have that I should be aware of?
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Outline of Objectives Sample

(Petrillo, 1972/

p. 144)
B. Fear of bodily

harm

C, Fear of

abandonment

D. Fear of

punishment

Nurse:

Children between the ages of 3-7 years
are especially fearful of having their
body hamed. Some clues you can listen

for are questions about needles, shots,
and being cut. Listen for questions about
if the doctor is going to operate on any
other part of the body.

Children have a vivid imagination and
we need to substitute fantasy with reality
by explaining in simple and honest terms.

Reassure him that the doctor is only
going to operate on that one part.

Other fears we have already mentioned
are fears of being left and fear of being

punished.

Mrs. Brown:

Do parents give children the impres

sion that they send them to the hospital
to be punished?

E. Fear of the

unknown

Nurse:

A child can come up with the funniest

ideas for reasons why he is going to the
hospital; especially if he doesn't know
why.

He may think it was because he ate too

much sweet foods or he didn't clean up his
room when he was supposed to. He may ask
questions like "Was I bad?"

He needs your reassurance that there

was nothing bad that he had done that he

has to go to the hospital. Tell him you
want him to go to the hospital so he will
be well.

The last fear I would like to mention

is the fear of the unknown. Even grown-ups
become worried and anxious when they don't
know what is going to happen to them.

Mrs. Brown:

I guess a clue to this fear woiild be

any questions about what is going to
happen.

Nurse:"

Exactly, it is our hope that your
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Outline of Objectives Sample

REVIEW

child's attendance in our preadmission
orientation will be of help in familiar
izing him to the hospital. But as I said
before, it is up to you to keep on
explaining, clarifying, and reassuring
him what is to happen.

In review let's look at a chart of

the six points to keep in mind when pre
paring your child.

A. Listen to what your child says
and asks

B. Be brief

C. Use simple terms at his age level

D. Explain only relevant experiences.

E. Be truthful.

F. Be positive.



APPENDIX D

109



110

BOOKLET ON HOSPITAL ROUTINES

Dear Parents:

Welcome to the hospital at Loma Linda University Medical Center. The
following information is especially designed to help you become better
acquainted with the hospital routines when your child is admitted. If
you have any questions during your child's stay please feel free to
ask the hosptial personnel.

WHEN TO ARRIVE:

The usual admission day is the day before surgery. Your doctor may
have told you when he wanted your child to be admitted. You should
plan on calling the admitting office by 11:00 a.m. to verify the time
of admission.

Redlands San Bernardino Riverside ^

Colton Fontana Rialto

796-7311 824-0800

WHAT TO BRING:

The hospital supplies gowns and pajamas and an admission kit which
contains a toothbrush and some tooth paste. If you wish / your child
may bring his own pajamas" to use the first evening. But, there is a
risk of losing them in the laundry. You may want to bring his robe,
slipper, and his own comb or brush. Toys are available from our play
room. Should your child wish to bring his favorite toy be sure to

have one of the nurses help you label it.

VISITING HOURS:

Visitors are welcome to visit between 11:00 a.m. to 8:00 p.m. You are
requested to observe the 8:00 p.m. bedtime. Due to the danger of com
municable disease, children under 13 yrs. are not permitted to visit.

STAYING OVERNIGHT:

Since we do not have adequate facilities to accommodate parents we ask
that you get a good night's rest at home or elsewhere. We do encourage
you to come during visiting hours.

CAFETERIA:

The cafeteria is located on the lobby level for guests and personnel.
Meals are served at the following hours:
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Mon. - Fri, Sat. & Holidays Sun.

Breakfast 6:15-10:15 a.m. 7:00-9:30 a.m. 7:00-10:15 a.m.

Lunch 11:00- 2:00 p.m, 11:30-1:30 p.m. 11:00-2:00 p.m.
Dinner 5:00- 7:30 p.m. 5:00-7:30 p.m. 5:00- 7:30 p.m.

Snack service is available at other times.

DIETARY:

Your child's diet has been specially planned by his doctor and the
hospital dietitian to provide him with nutritious meals. His likes
and dislikes will be taken into consideration. It is requested that
you not bring additional foods lonless checking with the nurse.

SURGERY:

You can check with the ward secretary to find out the time your child
goes for surgery. In the morning before surgery a preoperative medi
cation will be given. If you plan to be with your child before surgery
you should come at least 1% hours before the listed time of surgery.
You can come as early as 6:30 a.m. Siirgery time varies with the type
of surgery and the individual child. It usually lasts between 1-2
hours for a minor surgery.

RECOVERY:

From surgery your child is wheeled to the recovery room where the

nurses are there to care for him closely. He will usually stay here
for approximately two or more hours.

WHERE TO WAIT:

While your child is in surgery and recovery room you should wait in
the lobby to the right of the information desk. A volunteer lady
dressed in pink will be seated at a desk to inform you when your child
has entered and left the recovery room for the ward so you can go

visit him. Remember, this is the only place where you can receive
information concerning your child at this time.

PATIENT ROOMS:

Since the ward is circular in structure your child's room is equally
distant from the nurses' station as the other rooms. A restroom for

patients is either in his room or in the adjoining room. Some trans-^
ferring of patients is necessary to keep children of similar ages and
conditions together. If you are unable to find your child in his
room, please check with the ward secretary.^
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PLAYROOM:

The playroom is the first room to your left as you enter the ward.
Children who are allowed up and out of their rooms are welcome to
use it. If you are in the playroom with your child it would be very
helpful if you would help us replace the toys on the shelves.

CHAPEL:

The chapel is located in the northeast corner of the main lobby.
It is always open for your use.

DAYROOM:

The dayroom is located opposite the elevators on each floor. Visitors

are welcome.

GIFT SHOP: \

The gift shop is operated by the volianteer service league and is
located near the main entrance of the building to serve patients and
visitors. Gift items, greeting cards, and other useful items are
available.

Hours:

Sunday 10:00 a.m. - 8:00 p.m.
Monday-Thursday 9:00 a.m. - 8:00 p.m.
Friday 9:00 a.m. - 3:00 p.m.

DISCHARGE:

Discharge requires a written order by your child's physician and a
clearance from the business office. The usual departure time is
around 11:00 a.m. This depends on when the physician writes the
discharge order. You will be notified when your child is discharged.

We sincerely hope your child will have a pleasant stay in the hospital.
Thank you for entrusting your child to our care.
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PHYSICIAN'S CONSENT FORM

Chart No,

I hereby give permission for

name of patient

to participate in a study involving a preadmission orientation to the

hospital.

type of surgery

es^ected date of hospitalization

expected length of stay

comments

Signature

Date

physician



APPENDIX F

115



116

PARENT'S CONSENT FORM

(control)

Dear Parents of

A Study is being conducted to help prepare children for their

hospitalization. The study will compare the effects of the type of

preparation on the behavior of children after hospitalization.

Your signature below gives me permission to include you and

your child in this study. As participants you will be asked to answer

a questionnaire regarding your child's behavior before and two weeks

after hospitalization^

Your help will be greatly appreciated.

Signature '

Date Witness
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PAEENT'S CONSENT FORM

(experimental 1 & 2)

Dear Parents of

A study is being conducted to help prepaire children for their

hospitalizatiori. The study will compare the effects of the type of

preparation on the behavior of children after hospitalization.

Your signature below gives ite permission to include you and

your child in this study. As participants you will be asked to attend

a preadmission prientation and answer a guestionnaire regarding your

child's behavior before and two weeks after hospitalization.

Your help will be greatly appreciated.

Signature . ; ^ \ ' ■,

Date Witness
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Study no. .

Pate ^ ^

ASSESSMENT SHEET

The information obtained from this questionnaire is to help me know
you and your child better. It will be given confidential treatment.
Please answer briefly the following questions:

1. What grade in school is your child?

2. How many children are in the family?

3. What is the birth order of your child?

4. Who plans to be with your child when he/she is admitted?

.  discharged? - ■ ■

5. Who plans to care for the child after hospitalization?

6. Who will answer the questiormaire that is given two weeks after

your child is discharged?

7. What is the highest grade in school that you and your husband/

wife have attended?

8, Wh^t is the wage earner's occupation?

9, Are both parents in the home? __________

10. Has your child been hospitalized before? yes no

If yes: when? . ' ' '■ ^ '

what for?

how long was the longest stay?

11. Does yoxir child have any special fears about the hospital or

health personnel? yes _ no If yes: what kinds of fears?
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12. Has there been any stressful experiences that your child has had

in the last six months such as a death of a friend or relative,

new baby in family, separation in family, or moving to a new home

or school? yes no

13. What has your child been told about his hospitalization?

14. (rated by interviewer) What is their race or ethnic group?

White Black Mexican Am. Oriental Other



APPENDIX H

121



122

BEHAVIORAL QUESTIONNAIRE

I would like to know about your child's present typical behavior.
Please answer the questions by choosing one of the following answers:

always often sometimes__ seldom never__

1. Does your child make a fuss about going to bed at night?

always^^^ often sometimes^ seldom never^

2. Does your child make a fuss about eating?
always often sometimes__ seldom never

3. Does your child spend time just sitting or lying and doing

nothing?

always often sometimes^^ ^ seldom never

4. Does your child need a pacifier?

always often _ sometimes seldom never

5. Does your child seem to be afraid of leaving the house with you?
always often sometimes seldom never^

6. Does your child bite his (or her) fingernails?
always often sometimes ^ seldom never

7. Does your child get upset when you leave him (or her) alone for
a few minutes ?

always often sometimes^ seldom^ never

8. Does your child need a lot of help doing things?
always^ often sometimes seldom never_

9. Is it difficult to get your child interested in doing things (like
playing games with toys, and so on)?
always often sometimes seldom never

10. Does your child have difficulty making up his (or her) mind?
always often sometimes seldom never

11. Does your child have temper tantrums?
always often sometimes seldom never

12. Is it difficult to get your child to talk to you?
always often sometimes seldom never

13. Does your child follow you everywhere around the house?
always often sometimes seldom never



123

14.

15.

16.

17.

18.

19.

20.

Does your child spend time trying to get or hold your attention?
always ^ often sometimes _ seldom never

Is your child afraid of the dark?
always often sometimes seldom never

Does your child have bad dreams at night or wake up and cry?
always often sometimes seldom never

Is your child irregular in his (or her) bowel movements?

often sometimes seldom never

Does your child have troxfDle getting to sleep at night?
always often sometimes seldom never__

Does your child seem to be shy or afraid around strangers?
always_ often sometimes seldom never

Does your child have a poor appetite?
always often sometimes seldom never

21.

22.

23.

Does your child tend to disobey you?
always often sometimes seldom

Does your child break toys or other objects?
often sometimes seldom

Does your child suck his (or her) fingers or thumb?
always often sometimes seldom '

never

never

never

Score:

always

often

sometimes

seldom

never

0

1

2

3

4
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EVALUATION SHEET

The following questions are asked to better evaluate the treatment
given to you and your child. Please answer them briefly.

1. Did your child have any complications after surgery such as an

infection or another surgery? yes no

If yes^ what kind of complication?

2. How did you find that the hospital treated you and your child?

excellent good average poor

3. (Ask only and E2) How did you find the orientation program in

helping you and your child for hospitalization? .

for you:

excellent good average poor

for your child:

excellent good average poor
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ABSTRACT

Hospitalization was assessed as imposing stress on a child

which may result in negative behavior. The purpose of this study

was to evaluate the effect of a planned preadmission orientation in

decreasing negative behavior after hospitalization.

An experimental randomized group design was used.

There were fifteen subjects ages 3.8 to 10.6 years who had

a planned admission to Loma Linda University Medical Center for a

minor surgery and brief hospital stay. The children were randomly

assigned to two experimental groups and a control group. It was

hyppthesized that those receiving an orientation would have less

negative post hospital behaviors than those without an orientation.

AlsO/ those who received type II orientation would have less negative

behavior than those with type I orientation- Type I orientation

familiarized both the child and the parents to the hospital. Type II

orientation also included measures to help parents prepare the child

for hospitalization. The parents of all subjects answered a question-
•  • ■ - ■ ' ^ ■ ■ ■ ■ ' ^

naire before hospitalization reporting the child's current behavior.

The experimental groups were given the specified orientation a few

days before admission. Two weeks after hospitalization the parents

in all groups were asked to coirplete the same questionnaire reporting

behavior after discharge from the hospital.

After statistical analysis of the data the hypotheses were

rej ected because the differences on behavioral score changes between

XX



the groups were not signifiqant at the .05 level. Group E2 showed

less negative post hospital behavior than the other two groups.

Having had one or more previous hospitalization significantly

increased the factor of general anxiety and regression of the child

after hospitalization. It would appear that children who have had

previous hospitalization may need special attention in preparative

measures to decrease general anxiety and regression. Results of

this study suggest that the parents play an important role in pre

paring children to cope with the stress of hospitalization. An

orientation program should include not only measures to familiarize

the child and parents to hospital routines but also help parents in

preparing their child for hospitalization.
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