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The purpose of this study was to determine the 

effectiveness of a hospital preparation program in the 

reduction of anxiety and fear in school-age children. A 

quasi-experimental design was us~d •. This study found that 

the videotaped. preparation program (Appendix F) did not 

produce significantly lower anxiety and medical fear levels 

in children viewing the videotape when compared to children 

who -did. not view the videotape. The results further suggest 

that there is a positive relationship between anxiety and 

fear of medical experiences in school-age children who are 

hospitalized. Children in this study who reported a high 

degree bf anxiety also tended to report high fear levels at 

all times. The Pearsori prciduct' moment technique was used to 

determine cor~~lations for selected variables~- A two-way 

repeated measures multiple analysi~ of variance procedure was 

used to examine changes in the children's fear and anxiety 

over time during hospitalization. The significant level for 

the rejection of the ·hypotheses· for this: study.was .05. 
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CHAPTER I 

INTRODUCTION 

Hospitalization can have adverse psychological effects 

on children that may be prevented by hospitalization 

intervention procedures (Menke, 1981; Schreier & Kaplan, 

1983; Wolfer & Visintainer~ 1975). For the young child, 

hospitalization can cause anxiety of such magnitude that ten 

percent_ :to thirty-five percent of children manifest immediate 

and or longer lasting behavioral and emotional problems 

(Melamed & Siegel, 1975). Until the last decade, very few 

intervention studies examining the effectiveness of 

psychological preparatibn tb d~crease childien's anxiety 

responses to hospitali~ation had been reported. Vernon, 

Sipowitz, Foley, and Schulman (1965) reported that only six 

of the two hundred studies they reviewed were in the form of 

'"~a clinical experiment. More current research has been 

successful in evaluating the effectiveness of some of the 

particular methods. The types of psychological preparation 

that have been described most often in the literature may be 

classified·as follows: play therapy, parent and child 

instruction, and filmed modeling for reduction of anxiety and 

fear (Bates & Broome, 1986; Demarest, Hooke, & Erickson, 

1984; Thompson, 1985). 

Previous investigations have identified some measures 

that can be instituted to reduce anxiety levels-in children 

1 
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prior to and during hospitalization. Preparation reduces 

uncertainty,· which in turn, may reduce the degree of anxiety 

perceived by the hospitalized child. Supportive parents who 

discuss with their child what to anticipate, in advance of 

hospital admission, have been noted to decrease the child's 

anxiety (Varadaro, 1978). Wolfer and Visintainer (1975) 
5 . 

found that when the parents were present and offered physical 

and verbai support to the child during the hospital admission 

routine and prior to preoperative surgery procedures, reduced 

levels of an~iety were exhibited by the child. Play therapy 

and modeling may also prove effective in reducin~ anxiety in 

children (Cassell, 1965; Dimock, 1959; Ellerton, Caty, & 

Ritchie, 1985). 
/ 

A general assumption in the literature reviewed is that 

the few existing programs involving hospital preparation have 

offered encouraging r~sults. The use of·such programs is 

increasing and they deserve careful analysis and study. The 

purpose of this study is to help determine the effectiveness 

of a hospital preparation program in the reduction of anxiety 

and fear in school-age children. School-age children who are 

admitted to the hospital experience some form of fear and 

anxiety (Astin, 1977; Katz, Kellerman, & Siegel, 1980; 

Mellish, 1969). Knowles (1981) states: 

Anxiety is our most basic emotion for i~ is an 

element in all emotions. This subjective feeling of 

tension is not only the substance of fear, anger, 
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jealousy, and grief, but it is ~lso the substance of 

love, joy and anticipation. Anxiety is not a "bad" 

emotion, for it keeps us alert, urges us to action, and. 

protects us from danger. On the other hand, 

inordinately high anxiety is detrimental because it 

narrows p~rceptions, interferes with learning, produces 

many unpleasant symptoms, and may even lead to 

psychosomatic illness if it is mishandled (p. 110). 

A bette~ understanding of anxiety is essential for nurses 

attempting to provide care for school-age children admitted 

for hospitalization. When anxiety is recognized in a 

hospitalized child, .. approp~iate anxiety reducing methods must 

be instituted. In many instances, the risk of significant 

negative sequelae from'hospitalization and surgery is much 

higher than that of physical complications (Demarest et al., 

1984. 

If children are prepared for the hospitalization, there 

should be a decrease in the number of situations they 

perceive as anxiety producing. The prepared_child has a 

conceptualization of what to expect in the hospital 

environment and can begin to develop effective coping 

strategies. An effective hospital preparation program could 

have a great impact on the hospitalized school-age child's 

behavior. 



CHAPTER II' 

REVIEW OF .THE LITERATURE 

Some potentially anxiety producing situations for the 

hospi~alized school-age child are'separation from friends, 

discomfort or pain, change in body image, immobility,· 

diagnostic testsi surgery, treatments, and unfamiliar 

environments. The school-age child responds to anxiety 

producing situations in a variety of ways, such as being 

irritable, struggling· against treatments br diagno~tic tests, 

crying, regressing in behavior, and learning other. methods of 

coping (Klinzing & Klinzing, 1977; Prugh, Straub, Sands, 

Kirschbaum, & Lenihan, 1953; Thompson, 1985; Vernon et al., 

1965). The author found the concepts of anxiety and fear are 

frequently used interchangeably in the literature (Demarest 

et al., 1984; Rae, 1981; Siegel, 1976; Spielberger & Sarason, 

1957; Wolfer & Visintainer, 1975; Yanni, 1982). The 

following review will thus present a discussion of both 

concepts as they relate to the experience of a hospitalized 

child. 

Anxiety and Fear 

Epstein (1972) contends the concepts of anx~ety· and fear 

are identical except .. for the ease in which the stimuli can be 

identified. He argues, therefore, for the use of one term, 

called anxiety or fear, which should be designated in 

discussions of what are now called anxiety and fear. Lazarus 

4 
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and Averill (1972) and Spielperger (1972) agree that anxiety 

and fear do share elements in common; however, they emphasize 

anxiety as being a product of a series of cognitive steps. 

According to Spielberger and Sarason (1975), anxiety is 

most commonly used in an empirical sense to denote a reaction 

or response to stimuli that varies in intensity and 

fluctuates over time. Further, the term anxiety is used to 

refer to a personality trait. State anxiety is characterized 

by subjective, perceived feelings of tension, apprehension, 

and nervousness .. State anxiety may vary in intensity and 

fluctu~te over a period pf time secondary to stresses that 

affect the individual. Trait anxiety refers to .stable 

individual differences in anxiety tendency. 

Fear is a feeling of apprehension or disaster in 

response ,to a .. specific o.bject (Graves & Thompson, ·1978). 
' • 1 ~. 

Anxiety is a general, vague feeling throughout the' 

individual, whereas fear is specific and called forth by an 

identifiable stimulus (Spielberger & Sarason, 1975). 

A hospitalized child can experience both ahxiety and 

fear (Blom, 1958; Rae, 1981). There are three commonly 

identified reasons for tnese feelings of anxiety and fear: 

(1) life events have been interrupt~d; (2) m~ternal, sensory 

and experiential deprivation may be experienced in the 

hospital setting; and (3) the hospitalization disrupts family 

life for other members of the family (Hodapp, 1982). 
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Anxiety and Fear During Hospitalization 

Clayton and Hughes (1952') conducted a study of ninety-

six children, .aged tw,o ·to twelve years old, on the effects of 

hospitalization .. and behavior. They found that fifty-three 

percent of their subjects had eleyated blood pressures on 

admission, and the blood pressure lowered once the child was 

admitted to the floor. They concluded that emotional tension 

caused by admission to the_strange s1.,1rroundings of the 

hospital and anticipation of actual separation from parents 

seem to be the factors which most influence blood pressure 

readings. 1 . 

Researchers have a~tempted to identify the kinds of fear 

manifested in various a~e gro~s fr~ infancy through young 
I 
i adulthood and have tracld developmental patterns toward more 

differentiated perceptu~l and cognitive functioning (Miller, 
I 

1979). Regardless of a~e, hospitalized children have 
I 

- i 
realistic fears centeriing around their prognosis, pain of the 

illness, and pain of t~e treatment. Blom (1958) showed that 
I 

latency-age children, a!ges seven to thirteen, were most 
. i 

anxious about losing consciousness, _which appeared to 
! 

represent a threat to ~elf-control and mastery, while_ younger 

children were most anx~ous about maternal separation. Astin 

(1977) found when compdring the self-disclosed fears of 

hospitalized children ,o those of non-hospit~lized children 

that hospitalization o:fiten compounds "normal" fears and· 

focuses them within thJ setting. 

I 
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Burling and Colli~ (1969) noted physiol6gical changes in 

pediatric patients a:n:d ·attributed them to anxiety or fear of 
. . ' . 

impending treatment. The pulse rates of thirteen children 

aged fifteen months to ten years changed by ten beats per 

minute or more <;luring the first few·days of hospitaliz~tion. 

Reported age differences showed that children under four had. 

twice as many abrupt increases as those over four. Cutaneous 

procedures (needles ot shots) caused the greatest increases; 

examination by the medical staff was also found to be 

disturbing. 

Menke's (1981) research dealt with the relationihip 

between certain variables and the stimuli that children 

perceive as stressful in the hospital. These variables 

included age, sex, diagnosis, length of hospitalization, and 

experience with separation from the family. Her findings 

lent support to two variables, preparation for and length of 

hospitalization, as being the best predictors of childrefi's 

level of anxiety. 

Preparation Programs 

Different methods· of preparation for hospitalization 

have been utilized to decrease the anxiety that children 

experience when hospitalized. The literature identifies two 

critical variables pertaining to hospitalization preparation: 

(1) age of the child and (2) timing and type of preparation 

(Melamed, Meyer, Gee, & Soule, 1976). ·alder children may 

benefit from a longer period of time between preparation and 
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the actual hospitalization and from a more detailed 

preparation (Hodapp, 1982; King & Ziegler, 1981; Ross, 1984). 

Vernon et al. (1965) and Thompson (1985) identified 

three factors in their review of the literature used as major 

threads of most preparation programs. These are: (1) 

information given to the child pertaining to the approaching 

event, (2) eliciting the child's vocalization of feelings and 

anxieties, and (3) establishing cooperation and a sense of 

trust between the child and the hospital staff (Bates & 

Broome, 1986). 

When reviewing literature on programs that can be used 

to prepare children for hospitalization, three types of 

programs can be identified: (1) play therapy, (2) parent and 

child preparation or intervention, and (3) instructions and 

film modeling (Bates & Broome, 1986). These types of 

preparation may include one or more of the major threads 

identifie~ by Vernon et al. (1965) and Thompson (1985). 

Parent-oriented intervention program~ began when it was 

recognized that children who were separated from their 

parents due to hospitalization were displaying negative 

behaviors as a result of this separation. Bowlby (1953) and 

Robertson (1910) felt sensitive handling of children and 

their parents both prior to admission and during their stay 

would lessen this trauma. Vardaro (1975) confirmed previous 

findings·, noting that anxiety in the mother correlates 

positively with anxiety in the preschool child. Wilson 
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(1987) found in her study of mothers and hospitalized. 

preschool children experiencing venipuncture, that children 

whose mothers were anxious were also more anxious when 

compared to hospitalized preschool children whose mothers 

were not anxious. 

Play therapy and its variants have the longest history 

of use and have the least amount of empirical· validation 
I 

(Demarest et al., 1984). The professional literature 

consists almost entirely of case studies or descriptions of 

play therapy in.the context of hospitalization and surgery. 

Adams (1976) concludes that a play program facilitates the 

expression of stressful, anxious feelings; enhances the sense 

of mastery; fosters adaptive behavior; and increases 

cooperation with medical treatment. 

Instructions given to the child are receiving increasing 

attention. Professionals now recommend that factual 

information presented at the child's level of understanding 

be provided in order to prevent or correct distorted ideas 

and fantasies (Demarest et al., 1984). Visihtainer (1977) 

prepared a booklet for children and parents to review prior 

to hospitalization. Both the children and their parents 

.reported .or evidenced less behavioral and emotional upset 

when compared to a control group. 

Modeling involves the child patient observing another 

child experiencing the medical procedures. Melamed and 

Siegel (1975) found that showing~ film of children 
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undergoing medical procedures and pre-surgical intervention 

was effective in reducing the children's fears and anxiety 

related behaviors. 

Developmental Level and Preparation 

Campbell (1975) reported the developmental.changes in 

children's definitions of illness. He asked two hundred 

sixty-four pediatric patients between the ages of six and 

twelve for definitions of_ their i~lness, and noted eleven 

content categories pertaining to somatic feeling states, 

objective detectable indicators" and psychosocial indicators. 

He noted that the child's definition of illness .was somewhat 

dependent upon the mother's understanding of the illness and 

the child's health history. The major consideration however, 

was the child's developmental level of cognitive 

sophistication. 

Siegel (1976) stated in his review of the hospital 

preparation literature, ''bptimal preparation time for some

children may be the same day as admission to the hospital, 

whereas others may benefit from preparation several days to 

weeks in advance of their entering the hospital" (p. ·29). 

The general consensus (Ack, 1976; ·Melamed, Meyer, Gee, & 

Soule, 1976) is that the school-age child should be told from 

several days to a week or more prior to hospitalization, the 

assumption being that h~ving_time to adjust to the idea will 

make the hospital experience- a less traumatic one. 
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Simeonsson, .. B_uckley, and :Monson ( 1977) studied sixty 

hospitalized children from five to nine years of age and 

identified three distinct stages in their concept of illness 

shifting from global, undifferentiated concepts to_ 

increasingly abstract concepts. In a similar study, Brewster 

(1980) studied fifty chronically ill_, hospitalized children 

from five to twelve years of age and also identified three 

distinct ~tages clearly related to the child's level of 

cognitive development. The data indicate that anxiety and 

fear could be reduced in proportion to a child's ability to 

cognitively grasp the purpose of hospitalization and 

procedures within the hospital that he/she does not 

understand. 

Summary 

There are gaps in the literature concerning 

hospitalization preparation and anxiety. These gaps include 

which preparation programs demonstrate the greatest decrease 

in the variables of anxiety and fear; who should present the 

programs so that the child benefits to the fullest, i.e., the. 

physician, nurse, lay person or parents; when is the best 

time to present the program; and the interchangeable use of 

the terms "anxiety" and "fear" in the research literature. 

Other variables which may affect the study but not 

documented in the literature include parents' educational 

level and a combined parent and child preparation program. 

c. Gilbert (personal communication, July 16, 1987) found it 
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interesting that if one values family centered nursing, 

acknowledges the transactions of parent and child and the 

role of the parent in inducing or reducing child anxiety, 

that this factor is not considered in research or hospital 

preparation programs on child anxiety· and·fear. Parents have 

been identified as an impottant variable in preparation 

programs_but their participation with their children in 

preparation programs is not documented. Lacking also in the 

literature is the effect of parents' educational level and 

their ability to·prepare children for hospitalization. 

Research in the educational area tends to teach parents 

instead of understanding whether parents are capable of 

preparing their children for hospitaliz~tion. 

Different preparation programs are available to reduce 

anxiety in children, but no one program has been found to 

reduce anxiety,better than another (Demarest et al., 1984). 

Different variables affect each program.· Specific variables, 

such as age, cognitive level, and parental attachment affect 

who should instruct or present a hospitalization program to 

the child •. The Association for the Care of Children's 

Health (1981) states that parents know their child best and 

the timing of such a program should be .up to them. 

The problem of anxiety and medical fear in school-age 

children and the-focus of hospital-preparation as a means to 

reduce anxiety and fear merits study· in order to determine 

which aspects of hospitalization produce the· greatest amount 



of anxiety and fear. The assumption is that hospital 

preparation will reduce the anxiety and fear in these 

children. The reduction of anxiety and fear: caused by 
. . . 
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hospitalization might enable the.nurse to focus more of her 

attention on all aspects of the child's care and not solely 

on the psychological aspect. School-age children with 

decreased anxiety and feai can profit ~m6tionally from the 

experience of hospitalization by developing increased coping 

ability, increased self-awareness, and by learning from the 

personnel in the hospital environment (Thompson, 1985; Vernon 

· et al. , 1·9 6 5) . 

Conceptual Framework 

Sameroff developed the "transactional" model of 

development after examining the data from early IQ tests, 

anoxia at birth, and low birth weight children. He found 

that there were few predictors of future development. 

Sameroff (1975) states, 

If developmental processes are to be understood it will 

not be through continuous assessment of the child alone, 

but· through a continuous assessment of the transactions 

between the child and his environment to determine how 

these transactions facilitate or hinder adaptive 

integration as both the child and his surroundings 

change and evolve (p. 238).· 

Piaget and Inhelder (1969) supported the idea that 

- child~en move toward more differentiated perceptual and 
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cognitive functioning. The functional invariants-of 

cognitive development are assimilation and accommodation. 

/ Children build from experiences in. their environment. They 

assimilate this experience and if they are not able to build 

to a higher level of cognition then they accommodate or 

redefine their understanding of the. experience. As children 

become older, they experience more environmental experiences 

and expand their cognitive understanding. The functional 

relationship is thought to b~ part of an innate or inherited 

characteristic (Ault, 1977). 

The transactional model of development and Piaget's 

theory of cognitive development are related in that children 

continue to. develop and interact with their developing 

environments over time. The transactional model asserts 

~hat, while early experience is important, so is experience 

at any age. · The theory of cognitive development asserts that 

the child must have experience with objects and stimuli in 

the environment in which he acts on objects. Assimilation 

~. and accommodation cannot take place unless there is 
I 

interaction between the organism and the environment. The 

growth of cognitive structures (schemata) by way of 

assimilation and accommodation requires that the child 

interact with the environment. Schemata cannot develop 

unless they are fed stimuli that invoke assimilation and 

accommodation (Gruber & Voneche, 1977). Piaget (1952) notes 

that the child is dependent on social interaction for the 
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construction and validation of his concepts. All social 

interactions are important in cognitive_development. 

The school-age years are a time for consolidating 

earlier development. The child normally has effective motor 

control,·a sufficient ego. f6r the use of defense mechanisms, 

and dev~loping skills for reality testing. Energy is ; 

normally available for relatively conflict-free activities. 

Physical discomfort and anxiety and fear about one's health 

can reduce energy, which is essential to mastering the 

important growth and developmental tasks of this period. The 

child's growing realization-of his condition is balanced by 

increasing cognitive underst~nding, the child's ability to 

use language, arid the child's ability to cope with the 
~ . 

reality of the situation (Murray & Huelskoetter, 1987). 

Hospitalization is perceived by the child as a threat 

(Menke, 1981). To deal with this threat, the individual must 

develop a variety of coping mechanisms in order to feel more 

comfortable and make ·adjustments. If the child is unable to 

handle the threat, the child will adjust at a lower level of 

in,tegration, assimilation and accommodation. 

Cognitive methods of relieving anxiety, using a problem 

solving approach to uncover realistic fears, personal 

concerns, and anxieties, can be helpful. Hospital 

preparation is one such approach in relieving or reducing 

anxiety and fear. The child is prepared for the hospital 

environment, and told that the painful procedures are 



16 

performed to help him get .better, no purposefully hurt him. 

If the child understands the purpose of·the preparation and 

is able to begin forming· coping mechanisms, then the child 

should display decreased anxiety and fear while 

hospitalized. Piaget (1952) refers· to this level of 

cognitive development as the period of concrete operations. 

The child b~comes able to reason in a way that is not 

dependent on immediate perceptual and motor actions. 

The school-age child who does not attend a hospital 

preparation program may not understand the purpose of the 

hospital experience. Misinformation and outright fabrication 

viewed on television and picked up through peer group 

association in anticipation of a hospital exp~rience may 

compound and increase anxiety in a school-age child. Peer 

groups~ social interaction, the repeated conflict of one's 

own thoughts with those of others, eventually cause the child 

to question and.seek verification of· his thoughts. Although 

this is a normal process in cognitive development, the 

anxiety agsociated with the conflict-questioning/verification 

seeking of the child attempting to cope with outside 

influences can be eased through non-threatening hospital 

preparation. (Refer to Model 1.) 

l . 



Cognitive Development 
(Concrete Operations) 

Model 1 

Conceptual Framework 
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No Orientation 
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Intervention 

Surgery 

Same Anxiety 
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Hypotheses 

1. School-age children who attend a hospital preparation 

program will demonstrate a significantly greater 

decrease in anxiety prior to and twenty-four hours after 

surgery than school-age children who do not attend a 

hospital preparation program. 

2. School-age children who attend a hospital preparation 

program will demonstrate a significantly greater 

decrease in medical fear le~els pri6r to and twenty-four 

hour.s following surgery. than sch()ol-age children who do 

not attend a hospital preparation program. 

3. There will be a positive relationship between anxiety 

and fears of medical experiences in school-age children 

who are hospitalized for a surgical procedure. 

Variables and Operational Definitions 
ll 

School-age children. Children ages five years six 

months through eight years eleven months. 

Hospital· preparation (independent variable). 

Preparation to the hospital.in a supervised·setting on the 

day of hospital admission. Preparation to the hospital and 

the surgical experience was conducted within twelve hours of 

admission to the pediatric floor. Both the child and. 

parent(s) were in~ited to participate. The preparation 

program consisted of.previewing a vid~btape in which hospital 

procedures were demonstrated and explained. Children saw and 

touched some of the actual equipment .that was used during 
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their hospitalization as it was being explained and 

demonstrated. A question and answer session .. was also 

provided. The program was limited to approximate:;Ly forty-

five to sixty minutes. The cont_rol group spent thirty 

minutes with the researcher doing activities not>related to 
\ 

the hospitalization. 

Medical fear (dependent variable). Any experience 

involving health care personnel-or interventions involved in 

evaluating or modifying health status in the traditional 

health care setting is defined as medical fear (Steward & 

Steward, 1981). It was measured using the Child Medical Fear 

Scale (Broome, Hellier, Wilson, Dale, & Glanville, in press) 

( see Appendix D) ·· 

Anxiety (dependent variable). Anxiety is defined· as an 

unpleasant, transitory, emotional state or condition 

characterized by feelings of tension and diffuse apprehension 

(May, ~950; Spielberger & Sarason, 1975). Anxiety was 

measured using the Child Manifest Anxiety Scale (Castaneda, 

McCandless, & Palermon, 1956) (see Appendix E). 



Research Method 

CHAPTER III 

METHODOLOGY 

This study used a quasi-experimental design to examine 

the relationship between anxiety and fear in hospitalized 

school-age children. Children in this study could not be 

randomly assigned to the treatment and control groups 

although the independent variable was manipulated by the 

researcher and the treatment conditions were controlled to 

enhance internal validity of the results. Quasi-experimental. 

designs tend to have greater control over external threats to 

validity rather than intern-al threats, thus quasi

experimental des.igns may decrease subject reactivity (Huck, 

Cormier, & Bounds, 1974). 

Quasi-experimental designs have a strength in that they 

are practical, feasible and may, in certain extents be 

generalized (Polit & Hungler, 1983). Since a true 

experimental study was not practical due to·the small numbers 

of pediatric surgical patients and the inability to randomly 

assign these children, a quasi-experimental design was most 

appropriate. 

Research Setting 

A large teaching hospital located in the southeastern 

United States was chosen for the purpose of soliciting an 

adequate number of pediatric surgical patients. Two 

20 
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pediatric patient care areas were utilized. These ar~as· ~ad 

similar accommodations, hospital equipment, and operating 

policies and procedures. Both area~ had equal access to the 

hospital preparation program. Permission was granted by the 

medical director g.nd administration of the hospital to 

approach potential candidates for the study. 

Nature and Size 

Children who were scheduled for minor surgical 

procedures, such as ear, nose and throat or urological 

surgeries, with a.hospital stay of three days or less, were 

obtained from the hospital admissions department. The sample 

was obtained over a period of nine months from May through 

January.' The criteria for inclusion in the study were that 

the children not have chronic, disabling, or life-threatening 

diseases. This was the first hospital admission involving a 

surgical experience for each child and none of the children 

had a sibling who had undergone a similar hospitalization 

within the last year. The children's ages ranged from five 

years six months to eight years eleven months. Thirty 

children was the desired sample size with fifteen ehildren in 

the treatment group and fifteen children in the control 

group. 

Technique for Data Collection 

Procedure. Children and parents were contacted by the 

researcqer on the day of the child's admission to the 

hospital. The purpose of the study was explained. Parents 
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were advised that their physician and the hospital had 

consented for ENT patients and urological patients to 

participate in the study (Appendix B). When the parent and 

child agreed to participate in the study, an informed consent 

was obtained (Appendix A-1, A-2 and A-3). Parents also 

completed a demographic form at this time (Appendix C). 

Children admitted to the hospital on Sunday, Monday and 

Tuesday who consented·to participate in the study were 

assigned to the control group (no hospital preparation 

program) and those admitted -on Wednesday and Thursday who 

consented to participate were-assigned to the treatment group 

(hospital preparation program). This assignment on separate 

days was done to·minimize the possibility that the control 

~roup might bias.th~ findirigs throtigh chance conversations or 

interactions with the treatment group, that is, mothers would 
I 

have less opportunity talking with other mothers and children 

would have less opportunity being assigned a room with a 

child in the ·other sample group. 
~ 

The treatment. group was ad~inistered the Child Medical 

Fear·scale and.Child Manifest Anxiety_ Scale the day of 

hospital admission (see Table 1- Procedure). The children 

were then taken to the playroom to participate ih the 

preparation program. A videotap~ reenacted the entire 

hospitalization of a seven year old hospitalized for a 

tonsillectomy. Following the videotape, the treatment gr.oup 

was immediately given the Child Medical Fear Scale and the 

\ .. 
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Child Manifest .Anxiety Scale. Twenty-four hours. after 

surgery, th~ Child Medical Fear· Scale and Child Manifest 

Anxiety Scale. were administered for the third time. 

Children in the control group were asked to complete the 

Child Medical Fear Scale and the Child Manifest Anxiety Scale 

the day of hospital admission. Following the completion of 

both scales, the child was given a coloring book and crayons 

and instructed to engage in free time for approximately forty-

five minutes. The Child Medical Fear Seal~ and Child 

Manifest Anxiety Scale were completed by the child a second 

time immediately after free time~ Twenty-four hours after 

surgery, the Child Medical Fear Scale and Child Manifest 

Anxiety Scale were administered for the third time. 



Table 1 

Procedure for Data Collection 

Treatment 
Group 

Control 
Group 

Admission 

Tl 

Consent Form 

Demographic Form 

CMFS* 

CMAS** 

Consent ·Form 

Demographic Form 

CMFS 

CMAS 

* CMFS - Child Medical Fear Scale 

)?reparation 
Program 

Yes 

No 

**CMAS - Child Manifest Anxiety Scale 

'Sur·ge·ry 

T2 Yes 

CMFS 

CMAS 

CMFS Yes 

CMAS 

T3 

CMFS 

CMAS 

CMFS 

CMAS 

(\.) 

.,j::::. 
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Instruments 

Child Medical Fear Scale. The Child Medical Fear Scale 

(CMFS) was constructed by Broome, Hellier, Wilson, Dale, and 

·Glanville (Waltz & Strickland, in press) for use in studying 

children's medical fears. During the development and 

psychometric testing of the CMFS, two studies were 

conducted~ The first study was exploratory and involved 

interviewing one hundred and forty-six children. The 

interview explored children's concerns and fears related to 

illness, h~alth care personnel and hospitaliza~ion. The 

children ranged in age from six to eleven y~ars·(x = 7.3). 

Concerns'related to four areas emerged from analysis of the 

interviews with the children. These areas were (1) their 

bodies; ( 2) interaction. w_i th health care . P.rofessionals; · ( 3) 
. . 

medical procedures; and (4) health care environment. From 

these themes twenty-eight items were developed. The items 

were scored in the following manner: 

!'not at all" = one point 

"a little" = two points 

"a lot" = three points. 

The possible range of children's scores on the CMFS is 28 to 

87 points. The higher the score, the higher the child's self-

·reported fear level. 

The second study involved psychometric testing of the 

Child Medical Fear Scale. The sample population consisted of 

eighty-four children ranging in age from five to eleven 



years (x = 7.2) .. These children were interviewed in the 

school system. 
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The reliability coefficient of internal ~onsistency . 

using Cronbach's alpha was ~93 for the total test. The 

subscales as conceptually identified prior to the second 

testing did not emerge as sepa~ate and independent dimensions 

of children's fears. Each subscale w~s correlated with the 

other three at~= .85 or better (E < .001). A .coefficient 

of stability (test/retest) was obtained when twenty-two 

children from the first testing of the CMFS were randomly 

sampled to be reinterviewed two weeks after the first 

administration. The retest coefficient was .84 indicating a 

'high degree of stability. A measure of crit~rion validity 

was obtained when the medical fear subscale of the Fear 

Survey Schedule .(Scherer & Natumura, 1968) was administered 

concurrently with the CMFS to twenty-six of the eighty-four. 

children. The correlation coefficient calculated be.tween the 

two measures was~= .71 (E < .001) indicating a strong 

positive relationship and supporting the belief that children 

who scored high on the FSS Medical Fear subscale would also 

score high on the CMFS. 

In this study, a reliability estimate for internal 

:consistency was computed using Cronbach's alpha was .91 

indicating a high degree of internal consistency of the scale 

items. Children's scores ranged from 29 to 87 at each 
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testing with a mean score of 47.2 (Time 1) 46.15 (Time 2). and 

4 4 . 3 ( Time 3 ) . 

Child Manifest Anxiety Scale. The Child Manifest 

Anxiety Scale was constructed by Castaneda et al. (1956) for 

use in studying anxiety in children. Sixty subjects were 

administered an earlier version of the present scale in order 

to identify possible difficulties with the test. From this 

administration, forty-two anxiety items were developed. The 

present scale is an adaptation of the Taylor Manifest Anxiety 

Scale. The level of anxiety is measured by summing the "Yes" 

responses. A maximum score of 42 can be obtained indicating 

a high degree of anxiety. 

The revised scale was administered to 386 children from 

four different schools. The results of an analysi~ of 

variance indicated that the sex of the child was significant 

at beyond the .005 level. Girls tended to give more "Yes" 

responses than boys. A one week retest of the scale was 

administered to 361 children of the ori_ginal 386 children. 

Twenty-five children were absent the day of the retest. The 

Pearson product-moment correlation coefficient was 

significant at beyond the .01 level indicating the group 

remained constant over the one week period. The possible 

range of children's scores on the CMAS is 0 to 42. 

In this study, a reliability estimate for internal 

consistency computed using Cronbach's alpha was .92 

indicating a high degree of homogeniety of the scale items. 
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Children's scores ranged from.2 tb.39 with·a mean score of 

22.1 (Time 1), 21.0 (Time.2) and 21.4 (Time 3). 

Protection of Human Subjects 

Parents and the child were informed about the purpose, 

method of data collection and subject '·s rights in the 

Informed Consent form. Parents and the child were told that 

they could withdraw from the study at anytime. 

Questionnaires were number coded to insure 

confidentiality and participants were verbally instructed not 

to write any identifying information on the questionnaires. 

Once the questionnaires were completed, they were placed in a 

locked file until all data were completed. 

If a child in either group was too ill to complete the 

forms twenty-four hours following surgery, the Child Medical 

Fear Scale and Child Manifest Anxiety Scale were administered 

when the child was feeling· better and prior to discharge from 

the hospital. This would include children who were vomiting 

within two hours· of the scheduled administration of the 

tools, had a temperature greater _than 102 degrees at the time 

of administration of the tools, or children who had received 

intra-muscular injections of pain medication within two hours 

of administration of the tools. If a child became overly 

upset (i.e., refusing to answer more than two questions, 

crying, withdrawn from the interview, talking about 

irrelevant topics) at any time, the interview was 

discontinuted and the parent(s) and child's physician were 
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notified. All children in this study were able to complete 

the CMFS and CMAS within 24 hours after surgery. 



CHAPTER IV 

DATA ANALYSIS 

Results of computer analysis of. the data ~re reported in 

this section~ The Pearson product-moment technique was used 

to determine correlations for selected variables. A two-way 

repeated measures multiple analysis of variance procedure was 

used to examine changes in the children's fear and anxiety 

over time during hospitalization. The significant·level for 

the rejection of the hypotheses for this study was .05. 

Demographic Data 

The sample of twenty children participating in the study 

was less than the desired thirty because of the increase in 
\ 

the number of children admitted for one-day surgery due to 

insurance coverage and restrictions of time constraints to 

complete requirements for graduate school. Eighteen of the 

twenty children were admitted for ear or throat surgeries, 

and two for urological surgeries (see Tables 2 and 3). 

The children's ages ranged from five to eight years in 

the treatment group (X= 6.2). Six of the same group were 

males with a mean age of 6.3 years. Of the males, fi~e had 

previous experience with medical procedures and no previous 

hospital preparation. Four of the treatment group were 

females with a mean age of six years. All had previous 

experience with medical procedures and one had a previous 

hospital preparation. 

30 



31 

In the control group, the children's age~ ranged from 

five to six years (X= 5.7). Five of the children in the 

control group were males with a mean age of 5.8 years. Of 

the male children, three had no previous experience with 

medical procedures and five had no previous hospital 

preparation. Four of th~ group were females with a mean age 

of 5.2 years. All of the females had previous experience 

with medical procedures and none had a previous hospital 

preparation. 

Forty percent of the treatment group had been 

hospitalized as an infant or toddler. One child had a 

bilateral myringotomy at age nine months and repeated at 

fifteen months. The other three children. were hospitalized 

for medical reasons with no surgical intervention. 

Thirty percent of the control group had been 

hospitalized as an infant or toddler. All admissions were 

for medical reasons requiring no surgical intervention. 

Parents were asked to rate their child's level of 

fearfulness during this hospitalization when completing the 

demographic form. The choices included the following: 

1 = no fear 

2 = slightly fearful 

3 = moderately fearful 

4 = v·ery fearful 

5 = extremely fearful 



Table 2 

Subject Characteristics for Treatment and Cont:tol Groups (n = 20) 

Age 

Previous Hospitalization 

Range 
Mean..: 

Previous Ho~pital Orientation 

Previous Experiencs with 
Medical Procedures 

Gender 

Child's Race 

Parental Fear Rating 

1 = No Fear 

. 5 = Extremely Fearful 

Range 
Mean 

TREATMENT . 
(n = .10) 

5.to 8 years 
x = 6. 2 

40% (n = 4) 

20% (n = 2) 

90% (n = 9) 

60%Ma1e 
40.%. Female . 

20% Black (n = 2) 
80% Caucasian (n = 8) 

1 - 3 
x = 1.9 

CONTROL 
(n = 10) 

5 to 6· years 
x = 5.7 

30% (n = 3 0) 

10% (n = 1) 

70% (n = 7) 

50% Male 
SO% Female 

30% Black (n = 3) 
70% Caucasian (n = 7) 

1 - 5 
x = 2. 6 

w· 
I\) 
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Table 3 

Means and Standard Deviations of Demographic· Variables 

Standard 
Variable Number Mean .Deviation 

Sex 20· 1.4000 .5026 

Age 20 1.9500 .9445 

Previous Experience with 20 1.2000 .4104 
Medicai Procedures 

Previous Hospitalization 20 1.6500 .. 4894 
of Child 

Previous Hospital 20 1.8500 .3663 
Preparation 

Race 20 1.7500 .4443 

Educational Level of 20 3.000 1.5560 
the Head of HOU$e 

Parent Fear Rating 20 2.2500 1.1180 
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In the treatment group, four parents reported no fear, three 

reported low fear and three reported moderate fear. Boys and 

girls were equally distributed among the three fear levels. 

In the control group, one parent reported no fear, six 

reported low fear, none reported moderate fear, two reported 

very fearful and one reported extremely fearful. Three 

parents rated their sons as low in fear. Two parents rated 

their sons as very fearful and one rated their son as 

extremely fearful. Female children were reported as being 

low in fear or experiencing no fear by their parents (Table 

4) • 

Table 4 

Distribution of Parent Fear Ratings (n = 20) 

Variable Number 

Child Fear 

1 

2 

3 

4 

5 

Hypotheses 

5 

9 

3 

2 

1 

Percentage 

25.0 

45.0 

15.0 

10.0 

5.0 

The first two hypotheses were tested using a 

multivariate repeated measures analysis of variance 

procedure. The MANOVA procedure~was chosen in order to 

detect small differences between groups in child fear and 

anxiety over time. Since the two dependent variables of 
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anxiety and fear were highly correlated the MANOVA was the 

most appropriate test. 

Hypothesis 1 that stated that ~chool-age children who 

attended a hospital preparation program would demonstrate a 

significantly greater decrease in anxiety levels both prior 

to and after surgery than children who did not attend a 

hospital pre~aration program was not supported (F(1,18) -

2.06, E.= .16). 

Table 5 

Descri]2tive statistics for CMAS 
Variable. Number Mean Range 

Control Group CMAS 1 10 2.~. 2 0-42 

CMAS 2 10 25.1 0-42 

CMAS 3 10 23.7 0-42 

Treatment Group CMAS 1 10 19.0 0-42 

CMAS 2 10 17.0 0-42 

CMAS 3 10 19.1 0-42 

HY]20thesis 2 that stated that school-age children who 

attended a hospital preparation program would demonstrate a 

significantly greater decrease in medical fear levels prior 

to and twenty-four hours following surgery than children who 

did not attend. a hospital preparation ;program was not 

supported (F(1,18) = .84, E.= .37). 
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Table 6 

Descri]2tive Statistics for CMFS 

Variable Number Mean Range 

·control Group CMFS 1 10 50.8 28-87 

CMFS 2 10 47.1 28-87 

CMFS 3 10 48.2 28-87 

Treatment Group CMFS 1 10 43.7 28-87 

CMFS 2 10 45.2 28-81 

CMFS 3 10 40.5 28-87 

A comparison of the mean scores for each group over time 

can be found in Figures 1 and 2. 
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Hypothesis 3 that stated there will be a positive 

relationship between anxiety and fear of medical experiences 

in school-age children who are hospitalized for a surgical 

experience was supported. The fear and anxiety scale scores 

were correlated .73, .64 and .71 (all E values< .05) on 

admission, after preparation and after surgery, respectively 

(Table 7). In this sample, children who reported a high 

degree of anxiety also tended to report high fear levels at 

all times. 

Table 7 

Pearson Product-Moment Correlation Coefficients for the 

CMFS and CMAS Instruments 

1. CMFS 1 

2. CMFS 2 

3. CMFS 3 

4. CMAS 1 

5. CMAS 2 

6. CMAS 3 

*E < .000 

**E < .001 

1 2 

1.000 .7524* 

1.000 

3 4 5 6 

.9149* .7314* .7672* .7095* 

.7634* .8154* .6404** .7945* 

1.000 .7400* .7875* .7096* 

1.000 .8871* .8275* 

1.000 .7606* 

1.000 

Child anxiety. Two variables were found to be 

significantly correlated to anxiety in this study. Race and 

administration of the first(£= -.64, E < .001), second(£= 

-.47, E < .01) and third (£=-.56, E < .01) anxiety scale 
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were found to be correlated. Black children were less likely 

to be anxious than Caucasian children on all three 

administrations of the anxiety scale (Table 8). Education 

level of the head of household and the admini~tration of.the 

first anxiety scale (~ = -.43,· E < .~5) were respectively 

correlated (Table 9). The children whose parents were more 

educated were less likely to experience anxiety on the first 

administration of the anxiety scale. 

Child fear. Three variables were found to be 

significantly correlated to fear in this study. Previous 

experience with medical procedures and the ~dministration of 

the first fear scale (~ = .42, E < .05) and the- third fear 

scale (~ = .46, E < .02) were posit_ively related (Table 12). 

Children who had previous experience with medical procedures 

were more likely to experience fear when given the first and 

third fear scales. There was a negative relationship between 

race and the administration of the first (~ = -. 42, E < • as-), 

second (~ = -~44, E < .05) and_third (~~-.58, E < .001) 

fear scales (Table 10). Black children were less likely to 

be fearful than Caucasian 6hil~ren on all three scales. 
! 

Educati6nal levels of the heads. of the household a~d the 

administration of the second fear scale (~ = -.44, E < .05) 

were negatively related .(Table 10). The child of a parent 

who had more educat'ion-- was less likely to experience fear 

when given the second fear scale. 



Table 8 

Correlations Between CMFS, · CMAS and·· Race 

Variable 

CMFS 1 

CMFS 2 

CMFS 3 

CMAS 1 

CMAS 2 

CMAS 3 

*E. < .05 

**E. .001 

***E. < .005 

Table 9 

Number 

20 

20 

20 

20 

20 

20 

) ' 

Pearson Product-Moment 
-correlation Coefficient 

-.4242* 

-.5843*** 

·-.5754*** 

-.6409** 

-.4677* 

-.5596*** 

Correlations Between Educational Level of the Head of 

Household and CMFs·and CMAS 

Variable 

CMAS 1 

CMFS 2 

E. < .05 

Number 

20 

20 

Pearson Product-Moment 
Correlation Coefficient 

-.4312 

-.4394 

41 



Table 10 

Correlations with Previous Experience Between Previous 

Experience with Medical Procedures and. CMFS and CMAS 

variable 

CMFS 1 

CMFS 3 

*E.< .05 

**E. < .02 

Number 

20 

'20 

Pearson Product-Moment 
Correlation Coefficient 

.4154* 

.4589** 

42 



CHAPTER V 

. DISCUSSION 

conclusions 

The purpose of this study was to determine whether and 

what relationship there was between school-age children's 

anxiety and fear levels and their exposure to a hospital 

preparation program. The unknown of the hospital environment. 

has been identified as a contributing factor to the 

psychological upset demonstrated by hospitalized children 

(Thompson, 1986; Vernon et al., 1965). Thompson (1986) 

addresses the .fact that the most common topic published on 

childhood hospitalization is the preparation of children 

concerning the events encountered during hospitalization. 

The sample in this study consisted.of twenty children 

ranging in age from five years to ~ years. The children had 
-

been admitted to either of two units of a large teaching 

hospital. Both units had similar equipment and 

accommodations and were easily accessible to the hospital 

preparation program. This study consisted of a treatment and 

a control group. 

Both groups were administered the Child Medical Fear 

Scale and Child Manifest Anxiety Scale on admission to the 

unit, immediately after the preparation program or free time, 

and twenty-four hours after surgery. Data were collected 

using a Pearson proquct-mom~nt correlat~on technique and a 

43 
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two-way repeated measures multiple analysis of variance 

procedure·. 

The results of this study suggest tha~ the videotaped 

preparation program did not produce significantly lower 

anxiety and medical fear levels in children viewing the 

program when/compared to those children who did not view the 

videotape. There was a slight increase in the mean scores of 

the medical fear scales of children in the treatment group in 

the second testing (x = 43.7 in the first testing, x = 45.2 

in the second testing) and a decrease in the third testing (x 

= 40.5). Scores_of children in the control group rose 

slightly from- the second fear testing .(x = 47.1) to the third 

testing (x = 48~2). The results further suggest that there 

is a positive relationship between anxiety and fear of 

medical experiences in-school-age children who are 

hospitalized. Children in this study who reported a high 

degree of anxiety al~o tend~d to report high fear levels at 

-all times.· 

Discussion· 

The findings· i-n this study do not demonst·rate a 

·relationship between_hospital preparation and a decrease in 

anxiety and fear of the hospitaliie~ school-age child. The 

literature, however,· supports the use of preparation programs 

ih reducing psychological upset of children and their 

significant others (Thompson, 1986). Peterson and Shigetomi 

(1981) concluded that modeling procedures such as the 
{ 
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videotape used in this study may be less effective in 

preparation of medical experiences than other methods when 

used alone in the preparation program. Additional methods of 

preparation techniques could have been added to the videotape 

program in order to more dramatically decrease anxiety and 
. \ 

fear in the hospitalized child. One such method would be 

verbal instructions. Thes~ instructions would be presented 

on the child's level of understanding and would be given 

following the videotape. This instruction se$sion would also 

allow time for any questions which might have been aroused 

during the videotape. 

Two possible reasons for the lack of a relationship 

between hospital preparation and a decrease in anxiety and 

fear of the hospitalized school-age child in this s·tudy are 

related to the sample characteristics. This study was 

conducted with all patients from private physician practices 

and did not include clinic patients. Many of·the private 

patients were given preparation inform·ation in the 

physician's office prior to the hospitalization. All of 

these children were 'from middle-class families and probably 

received further preparation from their parents. Therefore, 

children in the control group were then somewhat prepare~ 

prior to the hospitalization and no difference was 

demonstrated by the two groups.· In addition, children in 

this study were ·not very fearful overall. Broome and Hellier · 

(19B7) admini~tered the C~ild Medical Fear Scale to 
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eighty-four school-age children in the well-child setting. 

The overall mean of that administration to well children was 

48.8 --indicating a moderately low level medical fear and in 

fact, higher than those of children in this study. There was 

no real difference between the mean scores of sick children 

' and well children using the Child Medical Fear Scale. If 

children are not high in fear to begin with, then t~ere 

should not be a significant change in their scores. Perhaps 

if there were children higher in.fear more of a decline could 

be seen when interventions to reduce fear are used. 

Three parents rateq their sons as having high to extreme 

fear when hospitalized. When given the CMFS, these subjects 

reported low to moderate fear. This researcher believes that 

the ratings given by "the parents may reflect transference of 

their own anxiety and fear more accurately than it does the 

fear of their children.. A limitation of this study was that 

anxiety" and fear of the par~nts was not measured 6r 

correlated with anxiety and fear in the children. 

There was no correlation between the age of the child 

and reported anxiety and medical ·fear levels. Eight year 

olds reported anxiety and fear levels comparable with five 

year olds; however, the eight year olds were able to answer 

the questionnaires with less difficulty than the five year 

olds. The five and six year olds tended to' th!nk more about 

their answers before entering their responses. Broome et al. 

also found no correlation between age and fear scores in 



47 

their study of well children (Broome & Hellier, 1987). Siaw, 

Stephens, and Holmes (1986) repor; that it is possible that 

age variations of children do not dictate the amount of 

anxiety expressed but anxiety may appear or disappear 

depending on the time and situation in which it was 

measured. Further, this researcher speculates that 

children's anxiety and fear level at any given moment may be 

linked to the anxiety and fear level perceived in his or her 

parents at the time of testing. 

During the administration of the Child Medical Fear 

Scale, the younger children tended to be more preoperational 

in their thought. Their responses did not reflect a concrete 

understanding of .the hospital events, but·more of what 

happens in the physician's office. It is believed that the 

Child Medical Fear Scale was not an appropriate tool to use 

in the hospital setting· for this age child. These children 

were not able to draw from past experiences in the 

physician's office and incorporate these experiences to this 

hospitali~ation. These children were more concerned about 

immediate events and their sequela and were more egocentric 

in their thought. It is further believed that an adaptation 

of the Child Medi~al Fear Scale'incorporating more hospital 

experiences would be useful. 

Findings in this study indicate· that children with 

previous experience with medical procedures wer~ more lik~ly 

to experience fear when given the first and third fear 



48 

scales. Piaget (1952) referred to this as "inference" where 

a relation is drawn between two events that is not directly 

stated but assumed. It is believed that children in this 

study relied on past experiences and outcomes from medical 

events when hospi t.alized. Further, it is believed the 

children were limited in their thinking to the "here and 

now." These children were more concerned with the pain of 

the IM injection of preoperative medication and not with the 

purpose of the injection. They were not able to build from 

previous experiences with medical procedures. This 

researcher speculates that based on Piaget's theory of 

cognitive development the children are relating past negative 

experiences with events associated with the Child Medical 

Fear Scale. 

It is the belief of this researcher that the use of 

hospital preparation programs is an important method of 

preparing children for the many and varied experiences 

encountered in the hospital setting. Further, because of the 

widespread use of pr~paration programs and their enthusiastic 

support by nursing staff, physicians, and hospital 

administrations, this res.earcher believes ·that they are 

effective at some level and should be continued. · The small 

size of the sample in this study artd the mean age of the 

subjects may have adversely affected the outcome of this 

particular study. 
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Implications for Nursing 

Due to the small inpatient sample size and increase in 

the. number of day surgeries, nursing is finding more varied 

and challenging opportunities when dealing with pediatric 

patients. Nurses need to identify those aspects of 

psycholqgical preparation which are advantageous in reducing 

anxiety and fear levels in pediatric patients and incorporate 

these interventions into everyday nursing care for the 

pediatric patient. 

Non-acute pediatric surgical patients are on the 

increase in the day surgery setting and on the decline in the 

acute care setting of the hospital. With this shift in 

health care delivery, comes the challenge of working with 

more difficult and involved pediatric cases in which very 

little psychological preparation research has been conducted 

(Thompson, 1986). 

In order to address all-areas involved when caring for 

hospitalized children, nurses must better understand and deal 

with the psychological upset of hospitalized pediatric 

patients. Understanding that changes in the children's 

rituals and routines, the use of medical equipment, 

potentially painful procedures and the unfamiliarity of the 

hospital environment are all major contributing factors to 

psychological upset. Nurses can provide needed information 

to children as $tressful events are occurring (i.e., pre-op 

IM medication) even·if the child has attended a hospital 
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preparation program. This information may offer a better 

understanding of the medical procedures and decrease some of 

the anxiety and fear associated with the interventions. 

Reconunendations · 

The following reconunendations are presented for further 

study based upon the data, findings and conclusions: 

1. Conduct an experimental study with a larger population 

of pediatric patients and incorporate nine year _old 

children based on the design for this study. Due to the 

limited size of the sample population and the mean age 

of 5.9 years, it is believed that a study with a larger 

p~pulation and higher mean age would report significant 

findings in the treatment group. It is believed that 

cognitive development at the concrete operational level 

would ~eveal more realistic findings. 

2. Measure pare.ntal anxiety and fear prior to the 

measurement of the children's anxiety and'fear the day 

of the child's hospitalization. In order ~o effectively 

report anxiety and fe~r in the child it is necessary to 

determine whether the parent has an influence on these 

variables in the child. Contagion theory would predict 

a relationship between·parent arid child anxiety. 
' . .· 

' 1 • ' 

3. Design and. test. a tool to measure parenta.l knowledge of 

the hospitalization experience,prior to preparation of 

the child. Determining parental knowledge prior to the 

preparation of the child woufd enable the researcher to 
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speculate whether the intervention is actually making a 

difference or not. 

4. Measure parental anxiety and fear following the 

preparation of the.child. In order to decrease the 

chilq's activity and fear, it may be necessary to first 

decrease parental anxiety and fear. 

5. Conduct an experimental study ba~ed on the design for 

-this study incorporating clinic patients as well as 

private patients. Clinic patients may not be as well 

prepared as private patients due to limited resources of 

the parents. 

6. Conduct an experimental design based on the findings of 

this study and measuring the effects of educational 

preparation (i.e., high school, college, etc.) of the 

head of household and anxiety and fear in hospitalized 

school-age children. Children whose parents have more 

educational preparation are better able to provide 

resources and information for children encountering 

hospitalization. 

7. Limit the study to subjects with no prior 

hospitalization experience .. 



REFERENCES 

Ack, M. (1976). New perspectives in comprehensive health 

care for children. Journal of Pediatric Psychology, 1, 

9~11. 

Adams, M. A. ( 1976) -. A hospital play program: Helping 

children with serious illness. American Journal of 

Orthopsychiatry, 46(31), 416-424. 

Association for the Care of Children's Health. (1981). A 

child goes to the hosuital. Washington, DC. 

Astin, E. W. (1977). Self-reported fears.of hospitalized 

and non-hospitaled children ages ten to twelve. Maternal

Child Nursing Journal, ~, 17-24. 

Ault, R. (1977). Children's cognitive development. New 

York: Oxford Press. 

Bates, T., & Broome, M. (1986). Preparation of children for 

hospitalization and surgery: A. review of the literature. 

Journal of Pediatric Nursing, !(4), 230-239. 

Blom, G. E. (1958). The reactions of hospitalized children 

to illness. Pediatrics, 22, 560-590. 

Bowlby, J. (1953). Separation anxiety: A critical review of 

the literature. Journal of Child Psychology and 

Psychiatry, 1, 251-269. 

Brewster, A. (1980). The relationship of cognitive 

development to the child's understanding of illness. 

Unpublished doctoral dissertation, University of Michi~an. 

52 



53 

Broome, M_. ·E.~ & Hellier, _A. P. (1987): School-age 
. . 

chiidren's fears of medical experiences. Issues in 

Comprehensive Pediatric Nursing, 10, 77-86. 

Broome, M., Hellier, A., Wilson, T., Dale, s., & Glanville, 

c. (In press) . .. Development and. testing ·of· an instrument 

to measure children's fears of medical experiences. In 

c. Waltz & 0. Strickland (Eds.),.Measurement of clinical 

and educational outcome: Client centered outcomes, Vol. I. 

New York: Springer Publishing 'Co. 

Burling, K. A., & Collip, P. J. (1969). Emotional responses 

of hospitalized children. Clinical Pediatrics, ~, 

641-646. 

Campbell, J.D. (1975). Illness is a point of view: The 

development of children's concepts of illness. Child 

Development, 46, 92-100. 

Cassell, s. (1965). Effects of brief puppet therapy upon 

the emotional responses of children undergoing cardiac 

catheterization. Journal of Consulting Psychology, 29, 

1-8. 

Castaneda, A., McCandless, B. R., & Palermo, D. s. (1956). 

The children's form of the mani·fest anxiety scale. Child 

Development, 27, 317-326. 

Clayton, G. W., & Highes, J. G. (1952). Variations in blood 

pressure in hospitalized children. Journal of Pediatrics, 

40, 462-468. 

Demarest, D. s., Hooke, J. F., & Erickson, M. T. (1984). 



54 

Preoperative intervention for the reduction of anxiety in 

pediatric surgical patients. Child Health Care, 12(4), 

179-1-83. 

Dimock, H. G. (1959). The child in hospital: A study of his 

emotional and social well being. Toronto: MacMillan Co. 

of Canada. 

Ellerton, M. L., Caty, S., & Ri tchief:/J .· ( 1985). Helping 

young children master intrusive procedures through play. 

Child Health Care, 13(4), 167-173. -,-

Epstein, s. (1972). The nature of anxiety with emphasis 

lupon its relationship to expectancy. 

Graves, H., & Thompson, E. (1978). rAnxiety: A mental health 

vital sign. Clinical Practice in Psychosocial Therapy, 

155, 125-129. 

Gruber, H. E., & Voneche, J. J. (1977). The essential 

Piaget. New York: Basic Books, Inc. 

Hodapp, R. _(1982). Effects of hospitalizatio~ on young 

children: Implications of two theories. Child Health 

Care, 20(3), 83-86. 

Huck, S. W., Cormier, W~ H., & Bounds, W. G. (1974). 

Reading statistics and research. New York: Harper & Row. 

Katz, E., Kellerman, J., & Siegel, s. (1980). iBehavioral 
-?.:~ 

distress in children wLth cancer undergoing medical 

procedures: Developmental considerations. Journal of 

Consulting and Clinical Psychology, 48(3), 356-365. 

King, J., & Ziegler,· s. (1981). The effects of 



55 

hospitalization on children's behavior: A review of the 

literature. Child Health Care, 10(1), 20-26. 

Klinzing, R., & Klinzing, D. G. (l977). The hospitalized 

child. Englewood Cliffs, NJ: Prentice-Hall. 

Knowles. (1981, January). Dealing with feelings: Managing 

anxiety. American Journal of Nursing, 110-111. 

Lazarus, R .. S., & Averill, J. R. ( 1972). Emotion and 

cognition: With special reference to anxiety. In C. D. 

Spielberger (Ed.), Anxiety: Current trends in theory and 

research, Vol.- 2. ·New York: Academic -Press. 

May, R. ·( 1950 )'. The meaning of anxiety. New York: Ronala 

Press. 

Melamed, B. G., Meyer, R., Gee,- c., & Soule, L. ( 1976). The 

influence of time and type of preparation on children's 

adjustment to hospitali4ation. Journal of Pediatric 

Psychology, 1, 31-37. 

Mellish, R. W. P. (1969). Preparation of a child for 

hospitalization and surgery. Pediatric Clinics of North 

America, 16, 543-555. 

Menke, E. M. (1981). School-age children's perception of 

stress in the hospital. Child Health Care, 2(3), 80. 

Miller, s. (1979). Children's fears: A review of the 

literature with implications for nursing research and 

practice. Nursing Research, 28(4), 217-223. 

Murray, R. B., & Huelskoetter, M. w. (1987). Psychiatric 

-mental health nursing (2nd ed.). Norwalk, CT: Appleton

Lang. 



56 

Peterson, L., & Shigetomi, C. (1981). The use of coping 

techniques to minimi~e anxie~y in hospitalized children. 

Behavior,Therapy, 12, 1-14. 

Piaget, J.' (1952). The origin of intelligence in children. 

New York: University Press. 

Piaget, J., & Inheld~r, a. (1969). The origin of 

intelligence in children. New York: University Press. 

Polit, D., & Hungler, B. (1983). Nursing research 

principles and methods. Philadelphia: J. B. Lippincott 

Co. 

Prugh, D. G., Straub, E. M., Sands, H. H., Kirschbaum, R. M., · 

& Lenihan, E. A. (1953). A study of the emotional 

reactions of chidlren and their families to 

hospitalization and illness. American Journal of 

Orthopsychiatry, ll, 70-106. 

Rae, w. (1981). Hospitalized latency-age children: 

Implications for psychosocial care. JACCH, ~(3), 59-63. 

Robertson, J. (1970). Young children in hospital. London: 

Tavistock Publications. 

Ross, s. (1984). Impending hospitalization: Timing of 

preparation for the school-age child. Child Health Care, 

12(4), 187-189. 

Sameroff, A. (1975). Early influences on development: Fact 

or fancy? Merrill-Palmer Quarterly, 21(4), 267-294. 

Schreier, A., & Kaplan, D. (1983). The effectiveness of a 

preoperatiave preparation program in reducing anxiety in 



57 

children. Child Health Care, 11(4), 142-147. 

Siaw, s. N., Stephens, L. R., & Holmes, s. s. (1986). 

Knowledge about medical instruments and reported anxiety 

in pediatric surgery patients. Child Health Care, 14(3), 

134-141~ 

Siegel, L. J. (1976). Preparation of children for 

hospitalization: A selected review of the literature. 

Journal of Pediatric Psychology, 1, 26-30. 

Simeonsson, R. J., Buckley, L., & Monson, L. (1979). 

Conceptions of illness causality ~n hospitalized children. 

Journal of Pediatric Psychology, !(1), 77-84. 

Spielberger, c. D~ (1972). Anxiety as an emotional State. 

In c. D. Spielberger (Ed.), Anxiety: Current trends in 

theory and research, Vol. 1. New York: Academic Press. 

Spielberger, c. D., & Sarason, I. G. (1975). Stress and 

anxiety, Vol. I. Washington, DC: Hemisphere Publishing 

Co. 

Steward, M., & Steward, D. (1981). Children's conceptions 

of medical prooedures. In R. Bibace & N. Walsh (Eds.), 

Children's conceptions of health, illness and bodily 

function (pp. 67-84). San Francisco: Jessey-Bass, Inc. 

Thompson, R. ( 19:8 5) . Psychosocial research on pediatric 

hospitalization and health care. Springfield, IL: Charles 

c. Thomas Publishers. 

Thompson, R. (1986). Where we stand: Twenty years of 

re~earch on hospitalization and health care. Child 



58 

Health Care, 14(4), 200-210. 

Vardaro, J. A.-R. (1978). Preadmission anxiety and mother

child relationships. Children's Health Care, 1, 8-15. 

Vernon, D. T., Foley, J. M., Sipowitz, R. R.,, &. Schulman, 

J. L~ (1965). The psychological responses of chiidren to 

hospitalization and illness~- A-review of the literature. 

Springfield, IL: Charles c·. Thomas • 

. Visintainer, M.· .(1977). The effects of pre-admission 

psychological preparation on children's stress responses 

and adjustment during the following hospitalization for 

minor surgery. American Nurses Foundation, 12(2), 3-5. 

Wilson, F. (1987). The relationship between maternal 

anxiety and behavior of a young child during venipuncture. 

Unpublished masters thesis. Medical College of Georgia. 

Wolfer, J. A., & Visintainer, M. A. (1975). Psychological 

preparation for surgical pediatric patients: The effect on 

children's and parent's stress responses and adjustment. 

Pediatrics, 56, 187-202. 

Wolfer, J. A., & Visintainer, M. A. (1979). Prehospital 

psychological preparation for tonsillectomy patients. 

Effects on children's and parents' adjustment. 

Pediatrics, 64, 646-655. 

Yanni, M. ·( 1982). Perception of parents' behavior and 

children's general fearfulness. Nursing Research, 31(2), 

79-81. 



APPENDICES 

59 



60 

Appendix A-1 

Consent Form for Parent(s) Control Group 

The Effect· of Hospital Preparation on Anxiety and ·Fear Levels 

of Hospitalized School-Age Children 

Lynne Wallom, B~S.N._-

I have been asked to participate and- allow my chi~d to 

be a participant in a research_project. I understand that my 

·child is one of thirty patients_to p~rticipate in this study. 

This study-is designed.to investigate how-information 

about surgery and hospitalization affect anxiety and medical 

fear levels of school-age children admitted to the hospital. 

I understand that I will be asked to fill out a questionnaire 

which will be used to desoribe the subjects in the study and 

anonymity will be enforced by assigning a number to my 

questionnaire. 

My child will be asked to come into a room with a group 

of children and the investigator shortly after admission to 

the hospital. He/she will spend approximately thirty minutes 

in this group. -My child will be asked to complete a Medical 

Fear Scale and the Child Manifest Anxiety Scale after 

admission, after a play time and again twenty-four hours 

following surgery. Although in two hundred interviews of 

this type previously done, no child became upset, there is 

the possibility that some children may think the questions 
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are frightening~ If my child becomes overly upset at any 

time (cries, refuses to answer questions, etc.), the 

interview will be discontinued and I and my child's physician 

will be notified. 

Neither I nor my child will_be paid or charged for 

participating in this project. My participation in this 

study is strictly voluntary. I may withdraw from this study 

at any time without penalty to myself or my child. 

I- understand that Lynne Wallom, B.S.N., who can be 

reached at will answer any further questions 

I may have at any_time concerning this study. If I have any 

questions or concerns about.the rights of research subjects I 

may contact Dr. Thomas Huff at 

I understand that the Medical College of Georgia and the 

Medical Center of- Central Georgia assume no obligation to pay 

any money ;nor provide free medical care in case this product 

should result in any harm to me or my child. 
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I have read this consent form and it has been explained 

to my satisfaction. I hereby consent to participate in this 

study and I consent for my child to participate. 

Subject's Signature Date 

*Parent or Guardian's Signature Date 

Witness' Signature Principal Investigator 

*The undersigned hereby verifies that he/she is the natural 

parent and/or legal guardian of 

and as such -has legal authority to consent to the study as 

outlined. 
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Appendix 2-A 

Consent Form for Parent(s) Treatment Group 

The Effect of Hospitalization Preparation on Anxiety and Fear 

Levels of Hospitalized School-Age Children 

Lynne Wallom, B.S.N. 

I have been asked to participate and allow my child to 

be a participant in a research project. I understand that my 

qhild is one of thirty patients to participate in this study. 

This study is designed to investigate how information 

about surgery and hospitalization affect anxiety and medical 

fear levels of school-age children admitted to the hospital. 

I understand that I will be asked to fill out a questionnaire 

which will be used to describe the subjects in the study and 

anonymity will be enforced by assigning a number to my 

questionnaire. 

My child will be assigne~ to participate in a hospital 

preparation program. During this program my child will view 

a videotape in which hospital procedures will be demonstrated 

and explained. A question and answer session will also be 

provided as part of·the study. My child wi~l be asked to 

complete a Child Medical Fear Scale and a Child Manifest 

Anxiety Scale prior to the preparation, after the preparation 

program, and twenty-four hours after the surgical 

experience. Although in two hundred interviews of this type 

previously done·, no child became upset, there is the 
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possibility that some children may think the questions are 

frightening. If my child becomes overly upset (cries, 

refused to answer questions, etc.), at any time, the 

interviews will be discontinued and I and my child's 

physician will be notified. 

Neither I nor my child will b~ paid or charged for 

participating in this project. My participation in this 

study is strictly··voluntaiy. I may withdraw from this study 

at any time without penalty_ ·t? myself or my child~ 

I understand that the ~edical College of Georgia~and the 

Medical Center of Central Georgia assumes no obligation to 

pay any money or provide free medical care in·case this 

product should result in any harm to me or my child. 

I understand that Lynne Wallom, B.S.N., who can be 

reached at will answer any further questions 

I may have at any time concerning the study. If I have any 

questions or concerns about the rights of research subjects I 

may contact Dr. Thomas Huff at 
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I have read this consent form and it has been explained 

to my satisfaction. I hereby consent to participate in this 

study and consent for my child to participate. 

Subject's Signature 

*Parent or Guardian's Signature 

Witness' Signature 

Date 

Date 

Principal Investigator's 
Signature 

*The undersigned hereby verifies that he/she is the natural 

parent and/or legal guardian of 

and as such has legal authority to consent to the study as 

outlined. 
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Consent Form for Child Participant 

Anxiety and Hospital Preparation 

Lynne Wallom, B.S.N. 

Oral Explanation 

66 

I would like to know what children your age are most 

afraid about when they are in the hospital and how we might 

decrease your fears and anxieties. This afternoon several 

children will meet together with me and we will talk about 

your surgery. Some of the children will alsb s~e a videotape 

while we are together. 

I would also like for you to answer two questionnaires. 

One set of questions asks about the things in the hospital 

that frighten you and the other one asks about what makes you 

anxious. I will ask you the same questions again after 

surgery. 

To Child 

Do you want to spend some time answering two 

questionnaires about the things children are afraid of and 

worry about when they are hospitalized? 

If the child indicates YES let him/her place an X here 

If the child indicates NO let -him/her pl~ce an X here 

Date Child's Signature 

Witness Parent's Signature 
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Appendix B 

Physician's Consent Form 

Attention: 

has been selected as a possible 

potential subject for my study entitled, "The Effect of 

Ho~pital. Preparation on Anxiety and Fear Levels of School-Age 

Children." _The child and parent's consent will be obtained 

prior to administration of the Child Medical Fear Scale and 

the Child Manifest Anxiety Scale. If there is a reason for 

this patient not to be used as a 

subject please indicate below. Thank you. 

Lynne Wallom, R~N., B.S.N. 
Grduate Student 
Parent-Child Nursing 
Principal Investigator 

This patient should not be asked to.participate in the above 

study. 

M.D. 
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Appendix c 

Demographic Form 

For Parent: 

Please complete this form so the investigators will have 
information about your child in the study. Please do not put 

-your name or your child's name anywhere on this form. Thank 
you. 

1. Male (1) 
Female (2) 

2. Age 
5 years old (1) 
6 years old (2) 
7 years old. ( 3) 
8 years. old (4) 

3. Religion 
Protestant·" ( 1) 
Catholic (2) 
Jewish (3) 
Other (4) 
None (5) 

4. Family members recently hospitalized 
Yes (1) 
No (2) 

5. Previous hospitalization 
Yes (1) 
No (2) 

6. Previous experience with medical 
procedures, i.e., blood drawn, 
temp, B/P, pulse taken, etc. 

Yes (1) 
No (2) 

7. Previous hospital preparation 
Yes (1) 
No (2) 

8. ·Child's race 
Black (1) 
Caucasian 
Other (3) 

( 2) 
Please specify 

I 

II 

III 

IV 

v 

VI 
If yes, please 
comment 

VII 

VIII 
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9. Please rate on a scale from .one to five how fearful you 
perceive your child to be of medical events. (Please 
circle number of choice.) 

No fear 

1 

Slightly 
fearful 

2 

Moderately 
fearful 

3 

Very 
fearful 

4 

Extremely 
fearful 

5 

10. Please indicate the head of household's ~ighest amount of 
education. 

No high school degree of equivalent (1) 
High school graduate (2) 
Vocational training (3) 
Partial college training (4) 
College graduate (5) 
Pgst graduate education (6) 



70 

Appendix D 

Child Medical Fear Scale 

Directions· to Child: 

I am going to ask you some questions about things that 
you think of when you think about being sick, seeing a doctor 
or going to the hospital. I want you to tell me how afraid 
you are of each of the statements I make -- for instance if I 
say "I am afraid of throwing up if I'm sick." I want you to 
tell me if you are not at all afraid, a little afraid or a 
lot afraid of throwing up.when you are siqk. OK? Do you 
have any questions before we begin? 

1. I am afraid of hurting 
myself. 

2. I am afraid of going to 
the doctor's office. 

3. I am afraid of getting a 
shot. 

4. I am afraid the doctor 
will tell me something 
is wrong with me. 

5. I am afraid of seeing 
blood come out·of me. 

6. I am afraid-of going to 
the hospital. 

7. I am afraid of having my 
finger stuck. 

8. I am afraid the doctor 
will not tell me what 
he/she is going to do 
to me. 

9. I am afraid to throw up. 

10. I am afraid of lying down 
on the table in the 
doctor's office. 

11. I am afraid of the doctor 
or nurse looking in my ear. 

Nqt at all A little A lot 



12. I am afraid of missing 
school if I'm sick. 

13. I am afraid I will cry 
when I get hurt. 

14. I am afraid if I went 
to the hospital I'd have 
to stay a long time. 

15. I am afraid of the doctor 
or nurse listening to my 
heart. 

16. I am afraid my friends/ 
family will catch 
something I have if I'm 
sick and play with them. 

17. I am afraid I might die 
if I go to the hospital. 

Not at all 

18. I am afraid of having the 
doctor or nurse look down 
my throat. 

19. I am afraid the doctor will 
te.ll me what to do. 

20. I am afraid I will see lots 
of blood if I go t&the 
hospital. 

21. I am afraid of having my 
temperature taken using a 
thermometer. 

22. I am afraid the nurse will 
tell me some~hing is wrong 
with me. 

23. I am afraid of being away 
from. my family if I go. to 
the hospital. 

24. I am afraid of taking 
medicine. 

25. I am afraid the nurse will 
not tell me what he/she is. 
going to do_ to me. 
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A little A lot 



26. I am afraid of the 
doctor putting a wooden 
tongue blade in my mouth. 

27. I am afraid the nurse 
will tell me what to do. 

28. I am afraid I ~ight have 
to have an operation if 
I go to the hospital. 

29. I am afraid·I will get 
behind in ~chool work if 
I'm sick. 

MB/1985 

*Copyright 1985 (M. ·Broome) 
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Not at all A little A lot 
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Appendix E 

The Children's Form of the Manifest Anxiety Scale 

Instructions: 

Read each question carefully. Put a circle around the 
word YES" if you think it is true about you. Put a circle 
around the word NO if you think it is not true about you. 

( 

1. It is hard for me to keep my mind on anything. 

2. I get nervous when someone watches me work. 

3. I feel I have to be best in everything. 

4. I blush easily. 

5. I like everyone I know. 

6. I notice my heart beats very fast sometimes. 

7. At times I feel like shouting. 

8. I wish I could be very far from here. 

9. Others seem to do things easier than I can. 

10. I would rather win than lose in a game. 

11. I am secretly afraid of a lot of things. 

12. I feel that others do not like the way I do 
things. 

13. I feel alone even when there are people 
' around me. 

14. I have trouble making up my mind. 

15. I get nervous when things do not go the right 
way for me. 

lb. I worry most of the time. 

17. I am always kind. 

18. I worry about what my parents will say to· m~ .· 

19. Often I have trouble getting my breath. 

20. I get angry easily. 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

-YES NO 

YES NO 

YES NO 
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21. I always have good manriers. YES NO 

22. My hands fee.l sweaty. YES NO 

23. I have to go to the toilet more than most people. YES NO 

24. Other children are happier than I. 

25. I worry about what other people think about m~. 

26. I have trouble swallowing. 

27. I have worried about things that did not really 
make any difference later. 

28. My feelings get hurt easily. 

29. I worry about doing the right things. 

30. I am·always good. 

31. I worry about what is going to happen. 

32. It is hard .for me to go to sleep at night. 

33. I worry about how well I am doing .. in school. 

34. I am always nice to everyone. 

35. My feelings get hurt easily when I am scolded. 

36. I tell the truth every single time. 

37. I often get lonesome when I .am·with people. 

38. I feel someone will tell me I do things the 
wrong way. 

39. I am afraid of the dark. 

40. It is hard for me to keep my mind on my·school 
work. 

41. I never get angry. 

42. Often I feel sick in my stomach. 

43. I worry when I go to bed at night. 

44. I often do things I wish I had never done. 

45. I get headache~. 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES.· NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 



46. I often worry about what could happen to my 
parents. 

47. I never say things I shouldn't. 

48. I get tired easily. 

49. It is good to get high grades in school. 

50. I have bad dreams. 

51. I am nervous. 

52. I never lie. 

53. I often worry about something bad happening 
to me. 

Castaneda, McCandless, & Palermo, 1956. 
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YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 
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Appendix F 

Development of Preparation Videotape 

The coordinator for Nursing Education at the Medical 

Center of Central Georgia in Macon was approached concerning 

the idea of developing a videotape for use in the pediatric 

preparation program. The hospital was using Mr. Rogers' 

"Lets Talk About Having an Operation" but were interested in 

redeveloping the preparation program ·to be more Medical 

Center oriented. The Education Coordinator recommended 

contacting the hospital's pediatric recreational therapist 

who conducted the preparation programs and the hospital's 

public relations coordinator. Both people were excited about 

filming the preparation video "in house" using employees that 

the children would have direct contact with. In order to 

make the video more child oriented, Medi-Tedi, the hospital's 

Spokesbear, was enlisted to be the narrator and make special 

appearances throughout the video. Since no one had ever 

filmed a video "in house" using the hospital's Media Center, 

a member of the Media Center was given permission by the 

hospital to use hospital time in directing and filming the 

video. Children ~n·a first grade class at. a local elementary 

school drew pictures of what they thought the hospital 

experience would be like. These pictures were used in the 

introduction of the video and at the end credits and 

acknowledgements. Music used in the video- was sung by a 

local children's church choir. Copyright permission for the 

song's use was obtained. 
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The filming of the videotape took two days and enlisted 

the services of departments-the child would come in contact 

with while hospitalized for surgery. Employees in these 

departments enthusiastically agreed to participate. Each 

scene was videotaped 3 times in order to have a better 

selection of scenes during the editing. The editing was the 

only expense incurred since this had to be done out of the 
) 

hospital. 

The final version of the videotape lasted twenty-two 

minutes and covers the ~dmission of a seven year old child 

for a tonsillectomy through discharge of the child. The 

following is an outline of scenes in the video: 

Act 1: Day of Admission 

Scene 1: Medi-Tedi's Introduction to the Hospital 

Scene 2: Child and Parents' Arrival at the Hospital 

Scene 3: Admissions Office 

Scene 4: Arriv~l to Pediatric Floor 

Scene 5: Admission to Room and Vital Signs. 

Scene 6: Lab Drawing Blood 

Scene 7: Meeting Staff Nurse 

Scene 8: Overview of Events the Child Will Encounter 

Prior to and During Surgery 

Scene 9: Preparation by Anesthesiologist 

Scene 10: Bedtime with Parent Spending the Night 

Act 2: Day of Surgery 

Scene 1: Preparation for Surgery 
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Scene 2: Pre-op Injection 

Scene 3: Transport to Operating Room 

Scene 4: Operating Room Holding Area 

Scene 5: Operating Room 

Scene 6: Recovery Room 

Scene 7: Admission to Room Following Surgery 

Act 3: Day of Discharge 

Scene 1: Medi-Tedi Narrative 

Scene 2: Discharge from Hospital with Family 

Scene 3: Medi-Tedi Saying Goodbye 




