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CHAPTER I 

INTRODUCTION 

Whereas the child, by. reasons of his physical 
and mental immaturity, needs special safeguards 
and care, the child of tender years shall not, 
save in exceptional circumstances, be separated 
from his mother (United Nations, Declaration of 
the Rights of the Child 1959, p. 15). 

A possible way of preserving continuity between a 

c hild's hospital experience and his home lifestyle is by 

allowing the parents to accompany the child whenever and 

wherever possible. This is true whether in an emergency 

r oom setting, clinic, or hospital. In the past decade, 

an increasing number of hospitals have been permitting and 

encouraging parents to remain with the child during the 

hospital interim. This practice does not appear to be the 

trend when traumatic medical procedures, not including the 

major surgical components, are inflicted upon the child. 

Parents are generally asked to leave the child's presence, 

regardless of setting,during the performance of these 

medical procedures. Why do parents take their children to 

the hospital? Possibly for the security of knowing that 

resources are available at times of illness or emergency 

in which the child may be offered optimal physical care. 

Parents must simultaneously realize that under certain and 

1 
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specific circumstances a situational separation of parent 

and child must be endured. 

Assumptions underlying the professional requesting 

the parent-child separation during traumatic medical 

treatments other than major surgical considerations may 

indicate: 

1. Children protest more when the parents are 

present 

2. The parent may faint or become overly anxious 

and uncooperative at the sight of the child's distress 

3. The parent may view the professional as 

incompetent should repeated attempts of a procedure prove 

necessary 

In response to assumption (1), at certain develop

mental stages, children may protest more when parents are 

present as a demonstration of normal growth and development, 

yet simultaneously gain security and support from the 

presence of the parent. In response to assumptions (2) 

and (3), clinical assessment through utilization of effective 

communication and observation of family interaction upon 

initial encounter at the pediatric emergency room, and 

adequate preparation of the parent for the impending 

procedure as well as the possible occurrence of difficulties, 

would in many instances, alleviate symptoms of overt 
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anxiety. Clinical assessment of the family's coping 

abilities may also mitigate the general need for parent

child separation during a traumatic medical treatment 

inflicted upon the child. If clinical judgment were used 

Jn this manner, would it serve as both a challenge and 

growth experience for health care professionals, likewise, 

alleviating additional parental concern and anxiety. 

Statement of the Problem 

The problem of this study was to investigate 

parental responses induced as a result of separation from 

their children at a time when the child was subjected to 

a traumatic medical treatment. 

Purposes 

The purposes of this study were to: 

1. Investigate parental responses induced as a 

result of the separation experience incurred in the 

emergency room 

2. Describe the verbal and non-verbal responses 

of parents which occurred during the emergency room 

experience 

3. Determine if the parental responses relative 

to the separation experience warranted successive studies 
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Background and Significance 

The baby was nine ·months old when he got sick. 
We called the doctor, who told us to give him 
orange juice and glucose. We all thought it was 
just the flu. By the next morning, he was so much 
sicker that we called the doctor very early. He 
saw the baby at noon and rushed him to the hospital 
in an ambulance. I Imother] went with the baby. 
The ambulance man didn't talk much. Once he said, 
"Is he still breathing?" and that really scared 
me. When we got to the emergency unit, they took 
the baby away--but I stood right outside the door 
~here they had taken him. Nurses and doctors came 
in and out but nobody spoke to me or looked at 
me. · I didn't know what was happening. They told 
me to wait, so I just waited (Hardgrove 1972, pp. 
9-10) • 

It is imperative that the hospital staff appreciate 

the validity of the parents' concern for their children. 

It becomes a frightening experience when a child is taken 

away and placed in a situation totally beyond the control 

of parents and/or child, regardless of the attitude of 

those who removed the child ("Robinson 1972). 

Prugh was a forerunner to the school of thought that 

promoted parent contribution as a vital ingredient to the 

hospital care of their children. In an exploratory 

study (1953), dealing with the emotional reactions of 

parents to the illness and subsequent hospitalization of 

their children, Prugh found that certain nuclear affects 

were manifest among parents independent of the circumstances 

surrounding the illness and hospitalization of the child. 
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These affects included realistic fear in proportion to the 

severity of the child's illness, overt anxiety, and guilt 

over possible involvement in the causation of illness or 

overt anxiety and guilt over previously hostile feelings 

toward the child. Other feelings demontrated by the parents 

were handled in a manner dependent upon the character 

structure of the parent, the nature of the relationship 

be tween parent and child, and the experiences which may have 

preceded hospitalization (Prugh 1953). 

In the analysis of a study by Gofman (1957), 

several inadequacies were noted in the procedure for the 

c ollection of data. The major inadequacy noted dealt with 

the illustration of a biased questionnaire, which 

i nadvertently suggested desired responses from the parents 

interviewed. Nevertheless Fogrnan, recognizing that fear of 

the unknown is a common basis for anxiety, concluded that 

when the child was admitted to the hospital, parents 

expressed their greatest anxiety when separated from their 

child. 

Separation of parent and child normally comes about 

by a process of growing up, a weaning; but the advisability 

of a sudden and forced detachment when the child is ill 

might be questioned. Also, many parents are aware of the 

expectations of tl1 · :. c children at different developmental 
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levels and are equally perceptive of the times when the 

child is in need of added reassurance and mothering. 

Robertson stated that the 

. ordinary mother has greater resources of 
courage than is sometimes believed and that, given 
the right conditions, she will not only wish to stay 
by her child in moments of hurt and fright, but 
will do so with composure, If brought into the 
situation in a positive way, supported in her 
intuition that her very presence is helpful to her 
child, the ordinary mother will be able to help her 
child through such difficult experiences. It wi~l, 
of course, not always be pleasant for the mother, 
but it is no part of the concept here described to 
shield the mother from distress-~it is rather to 
give her a positive role in a situation that needs 
her (1958, p. 65l. 

A situational separation, often experienced in the 

pediatric emergency room, may evoke responses such as 

stress and anxiety. It was not within the scope of this 

study to determine the parents' present psychological 

condition; however, stress and anxiety are definable 

responses to situational separations and are communicated 

through use of both verbal and non-verbal expression, 

Parents undergo a change of attitude when their 

children become ill (Wolff 1969). Research has substan~ 

tiated that when the young child goes to the hospital the 

parents, as well as the child, experience a considerable 

amount of separation anxiety CHamovilch 1964)_, Anxiety 

is a term used to describe a painful feeling and an 

inability to deal with the threat of a special situation 
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and separation anxiety as the product of a mutual dependent 

relationship (Rheingold 1967) or the threatened loss of a 

loved object (Nehren 1965). 

There is an increasing awareness on the part of the 

pediatric health care professionals that the hospitalization 

of a child is likely to be a stressful event for the parent 

as well as the child. The majority of physicians are 

aware of the distress, discomfort, and inconvenience caused 

by a child's .illness, but too few fully appreciate the 

profound emotional effect hospitalization of the child may 

have on parents (Beardslee 1975). 

An individual parent may perceive the stress of the 

child's hospitalization as a threat to the maintenance of 

a role considered vital to the individual self-image-

parent role to child. Concurrent with this loss of role 

are feelings of helplessness and hopelessness about the 

parents' ability to reestablish a comparable need-fulfilling 

role (Williams 1974). 

It is postulated that those individuals who 

experience stress as an inability on their part to control 

the environment are more likely to experience a crisis 

(Williams 1974). In a situational crisis, the stressful 

event is an external one that threatens the individual's 

self-image. An example is the role of the parent to the 
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child. A crisis may occur when an unexpected or sudden 

event presents an overwhelming threat to an individual-

the detachment of parent and child (Williams 1974). 

The total impact of the crisis will depend upon 

the following variables: (l} the nature of the crisis event, 

(2) the state of organization or disorganization of 

the family at the time of the crisis, (3) the resources of 

the family, and~} the family's previous experience with 

crisis (LeMasters 1970). 

Assessment should be made concerning parental 

,~motions that are being experienced as well as how and 

when parents should be included in the supportive care of 

the child during traumatic procedures, Specifically, an 

effort should be made to alleviate the development of undue 

negative parental response as a result of a lack of profes

sional health care preparation or concern (Petrillo 1972). 

Verbal and non-verbal communication expressing fear, 

anxiety, guilt and hostility, are dependent upon and yet 

can contradict one another. The verbal language alone does 

not account for the full meaning of what an individual is 

saying nor will body language alone produce the full 

meaning (Fast 1970). The health care professional must 

be aware of an individual's body language in conjunction 

with the spoken language. Such awareness is imperative for 
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a more complete perception of parental emotions and utili

zation of effective communication between parent and 

professional (Ehat 1967). 

When it is apparent to the health care professional 

that the parents demonstrate cooperative attitudes and are 

in control of emotions, then their presence during the 

traumatic procedure can be both beneficial to the parent 

and supportive for the child. When parents are overtly 

anxious and/or uncooperative, it would be wise to exclude 

them from supportive care of the child during the procedure 

(Petrillo 1972).. 

But I think parents are great, and I believe 
that most of them are willing to make tremendous 
efforts and sacrifices to help their children . 

. We must count on the help of parents even 
at a time when they are most anxious and most 
concerned (Hardgrove 1972, p. 58). 

Definition of Terms 

For the purposes of this study, the following terms 

were identified. 

1. Anxiety--a state of living characterized by 

extreme uneasiness of mind or a brooding fear about some 

contingency. The threat of or a perceived loss (Rheingold 

1967) 

2. Attitude--a point of view (Hardgrove 1972) 
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3. Child--an individual of either sex between the 

ages of birth to twelve years 

4. Clinical assessment'""'-part of the process of 

nursing care which includes the use of tools for the 

analysis of a particular situation (observation and communi

cation) 

5. Father--the male person that cares for and 

protects the child (Hanovitch 1964} 

6. Mother--the female person that cares for and 

protects the child (Hamovitch 1964} 

7. Parent--term used to denote mother; father, or 

sjgnificant other with whom the child has the closest 

re1ationship(s) in terms of support and reassurance 

8. Separation anxiety--the expression of anxiety 

and fear by a child ages six months to four years. This 

expression is a result of the attachment process and occurs 

following the separation of the child from a significant 

individual (Chinn 1974) 

9. Stress--result of an actual loss, response from 

separation and loss, the event (Selye 1974) 

10. Traumatic medical treatment--to include painful 

procedures such as lumbar puncture, subdural tap, venal 

puncture, intravenous infusions, and life-saving efforts 



11 

Limitations 

The limitations of this study were to: 

1. Interview the parental figure(s) present at 

the time of the separation experience 

2. Place no control on the types of procedures 

experienced by the child as long as the parental figure(s) 

interviewed was/were separated from the child as a result 

of the performance of that procedure 

Delimitations 

For the purposes of this study, the following 

delimitations were identified. 

1. The parental interviews were conducted by the 

investigator 

2. Only those parents separated from the children 

at the time of a traumatic medical treatment to the child 

were subject to an interview by the investigator 

3. Age ranges imposed on the child subjects were 

from birth to twelve· years 

Assumptions 

The following assumptions were made for this study. 

1. Parents of ill or injured children demonstrate 

both verbal and non-verbal responses to stressful experiences 

in vacillating degrees 
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2. Parental responses are resultant from the 

occurrence of specific situations encountered prior to and 

during the treatment of the child 

Summary 

The Review of the Literature, Chapter II, presents 

a more complete analysis of the literature available 

surrounding the topics of parent-child separation during 

illness, stress and illness, and verbal and non-verbal 

le a kage as it pertains to this parent separation. Chapter 

III discusses methodology and Chapter IV, the Analysis of 

Da ta, presents the results and interpretations of the 

findings and the statistical methods chosen for use in this 

study. The Summary, Conclusions, Implications, and 

Recommendations for this study are presented in Chapter V. 



CHAPTER II 

REVIEW OF LITERATURE 

The ever increasing demand for emergency room 

services is changing not only quantitatively but also 

qualitatively. The emergency department is growing faster 

in the number of clients serviced than other individual 

hospital departments. This burst of demand for emergency 

services stems from numerous population, cultural, and 

economic needs~ Low income minority groups, concentrated in 

urban areas, often lack transportation and the economic 

means of securing a private physician. Consequently, these 

groups turn to the emergency departments for their health 

needs (Wingert 1972). 

Recent studies indicate that along with the utili

zation of emergency room services by the stereotyped 

picture of inner city ghetto populations, there is also a 

noticeable rise in the use of emergency facilities by 

suburban middle-class clients. Predominating reasons for 

this increase may include family mobility (which inhibits 

permanent family-physician relationships), the practice of 

crisis health care rather than continual health maintenance,· 

and the "open for business" twenty-four hours a day, fully 

13 
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staffed, and easily accessible for health care to the 

consumer service (McFarlane 1976). 

Parent-Child Separation 

Regardless of their reason for utilizing the 

emergency room services, parents indicate that the primary 

reason for bringing their child to the emergency room 

was concern that the child's illness was worsening 

(McFarlane 1976). Parents of ill children arrive at the 
' 

threshold of the pediatric emergency room from numerous 

backgrounds and socioeconomic levels. They are young, old, 

and in-between, and their reactions to stressful situations 

are frequently unpredictable. Hostility, anxious laughing, 

and crying are among the numerous communications observed 

by hospital personnel. If given the opportunity to 

verbalize their feelings regarding the illness of their 

child, parents will often be able to identify their specific 

needs (Hilt 1976). 

The unexpected nature of an often traumatic emergency 

room admission produces a high level of anxiety in parents 

because they have had a negligible amount of time to prepare 

themselves, the child, or the family (Hilt 19761. 

Consequently, repeated explanations of diagnosis and 

treatment are often necessary as the level of comprehension 
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may be limited until the parents and family have had an 

opportunity to adjust to the situation. 

An emergency room visit can be unnecessarily trying 

a nd an emotional drain to parents when staff members are 

insensitive to the parents' concerns. The following 

e xcerpt,similar to one illustrated in Chapter I, capitalizes 

on one mother's remembrance of her infant's illness and 

eme rgency room treatment. 

Stephanie was six months old. She began vomiting 
and having diarrhea. I tried to make her drink 
orange juice and water but she wouldn't take it. 
Her father and I thought it was just the flu. The 
next morning she was much sicker. The doctor saw 
the baby at the office and rushed her to the hospital 
in an ambulance. I went with the baby. The 
ambulance attendant didn't say anything except, 
"Is she still breathing?" When we got to the 
emergency department, a nurse took the baby away. 
I stood outside the door where they had taken her, 
Nurses and doctors came in and out but no one spoke 
to me or looked at me. I didn't know what was 
happening to my child. I waited for 45 minutes . 

. If I had been alone with no one to talk to or 
if my husband had been less sympathetic and helpful, 
I don't know what I would've done. No one told us 
of anyway that we could've helped, what to expect or 
what to do (Dawson 1972, p. 12). 

In turning to the hospital for care at times of 

sudden or worsening illness, parents remain responsible, 

yet have little control over what is happening to their 

child in the emergency room (Gruppo 1977). They tend to 

blame themselves for not having protected their child. 

Responsibility or guilt for the child's illness, the sense 

that the nurse is usurping their place in easing the child 
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through a painful procedure, conflicts at home, death of 

the child, rejection by their child, and financial worries 

are among causes of feeling intensification during 

stressful situations and are often perceived as frightening 

and threatening (Campbell 1977). 

Parents, unfamiliar with emergency room routines, 

are accustomed to responding to their child whether sick 

or well. The child is both sick and in strange surroundings 

with rules that leave the parents uncertain and feeling 

helpless. The usual response to the child's needs forms 

the basis of the child's security. When parents are unable 

to respond as the child is accustomed, security for child 

and parent is altered (Roy 1976). 

Fostering the parental role by encouraging parents 

to participate in the care of their child is important 

and therapeutic for both parent and child. It may reduce 

role-conflict anxiety and serve to build the child's 

confidence that he/she can rely on his/her parents in times 

of stress. Parents, in turn, are expected to control 

their anxiety as they comfort their child. 

Allowing the parent to stay with the child during 

treatment provides reassurance for the child in a new 

setting and conveys confidence in the parents' ability to 

offer support. This may aide in alleviating any guilt 
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parents feel and reduce their sense of helplessness 

{Bellack 1974). 

Resnick (1975)_ found that parents or other accom

panying adults play an important role in a child's 

experience in the emergency room. The extent of the 

parents' involvement in the procedure was felt to be 

dependent upon their physical proximity to the child during 

the treatment. The majority of the parents preferring to 

remain with their children chose positions within the 

child's field of vision. Parents demonstrated concern and 

offered support to the child. Parents kissed and held their 

children, remained calm and supportive, reassured the child 

about the procedure, and in general, did their best to 

minimize the trauma of the injury and the emergency room 

situation. Although this study focused on the child's 

ability to cope during traumatic situations with the aide of 

parental support, it bears two notations--parents were able 

to cope when given the choice, and communication with 

parents concerning procedures forms an important factor in 

influencing parent attitudes and reducing stress (Resnick 

1975) . 

She as well as the child is often stunned and angry 
at what appears to be a callous separation. She is 
shut out, a prey to fears of what may happen and 
perhaps she also reacts to past memories and fears 
of the unfamiliar figures in white with whom she has 
had painful or frightening experiences. She can 
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often translate the child's language when others 
misunderstand him; she hears him calling out to her 
or crying, and all her authority as his mother, 
all the past love and care she has given him, 
dictate that she brush aside these strangers and 
protect and help him (Hardgrove 1972, p. 17). 

Activity and the communication of accurate infor

mation can be an effective mechanism for coping with 

an.xiety and stress. Simply allowing parents to give active 

care to their sick children helps to decrease their 

anx iety (Skipper 19681. 

Stress, Anxiety, · and Illness 

Illness is a stressful event for the child as well 

as his family (Williams 1974]. Whether the illness is 

acute, chronic, or fatal, treated at home or in the 

hospital, illness will have some impact on all members of 

the family, not only the ill child (Caplan 1968). 

A stressor, such as illness,produces a situation 

for which the family has had little or no time to prepare 

and which presents problems to them as they attempt to 

cope with it. A stressor may be a crisis-precipitating 

event or a potentially crisis-precipitating event (Hill 

1965). Whether or not a particular illness becomes a 

crisis for an individual and his family depends upon their 

perception of the event, the support system available to 

them, and their previous skills in coping with difficulties 

(Hymovich 1976 l . 
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Crisis, defined as an "upset in a steady state" 

{Rappaport 1970, p. 22) is a period of disorganization when 

an individual or family is overwhelmed with a problem that 

cannot be solved by their usual coping mechanism 

(Aguilera 1970). A period of disorganization will result 

if the child's illness is defined by the family as a 

crisis. This disequilibrium leads to a temporary reduction 

in the family members' ability to perform their usual roles. 

The child's role changes from that of a well child to one 

of a sick individual. The parents and siblings must adjust 

their roles to accon~odate the ill child. Therefore, the 

number of hardships faced by each family member as a result 

of the illness will determine the impact the illness has on 

the family (Hymovich 1976). 

A crisis may also be viewed as a turning point 

(Rappaport 1965). If it is well managed, it can become a 

growth producing event for the child and family. In the 

event the family is unable to cope well with the event, they 

may emerge from it in a weaker state. 

Hymovich (1976) identified three major tasks parents 

are called upon to accomplish in order to recover from 

the stress presented by their child's illness. 

1. To understand and manage their child's illness, 

parents need specific information regarding the child's 
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condition and treatment. Some degree of anxiety and guilt 

is a common reaction of parents with ill children. Adequate 

and accurate knowledge tends to be associated with fewer 

fe e lings of self-accusation. In addition, parents need 

guidance and support as they learn about their child's 

illness. Parental anxiety decreases the accuracy with 

which parents perceive their situation and leads to misunder

standings, particularly to misinterpretations of verbal 

communication 

2. In order to assist their child in understanding 

and coping with his/her illness, parents need to know what 

r e sponses might be elicited from their child due to the 

st r ess of the situation 

3. The parents' ability to meet the requirements 

of all family members as well as those of the ill child 

wi ll depend upon previous coping abilities, family organi

zation, family communication patterns, the type of illness 

encountered, available resources and present family demands 

and values (Hymovich 1976) 

An acute illness, lasting only a few days, may 

temporarily disrupt the family routine and resources. If, 

however, coping mechanisms of the past have been successful, 

the impact of the present illness may be relatively short 

(Williams 1974). 
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Hardgrove and Dawson (1972) identified in a study, 

which involved three hospitals allowing parents to stay 

with their children, that children and parents need closeness 

d uring times of stress. Also, there are positive values to 

be gained by using a parents' presence to reassure and help 

t he child. The authors concluded that by expressing respect 

for the abilities of parents to learn new techniques and 

nu r sing procedures, health professionals facilitate the 

concept of nursing to include educators. 

Verbal and Non-verbal Leakage 

Non-verbal as well as verbal communication are 

indicators to the repertoire of an individual personality. 

The kind of information which can be gleaned from an 

individual's words--information about affects, attitudes, 

interpersonal styles, psychodynamics--can also be derived 

from his concomitant non-verbal behavior (Ekman and Friesen 

1969). Fast (1970) noted that our non-verbal language is 

partly instinctive, partly taught, and partly imitative. 

Non-verbal behaviors such as body posture, facial expres

sions, gestures, movements, general appearance, and 

response to an interviewer are more spontaneous and more 

difficult to falsify than verbal behaviors. They can serve 

to reinforce or contradict verbal communication (Snyder 

1977). 
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Emotional communication is a general human ability. 

Speer (1972) reported that less than 35 percent of the 

social meaning of the situation is verbal. More than 65 

percent of the social meaning of the situation is carried 

on non-verbally. Non-verbal communication is rather like 

a code which one must learn, analyze, refine, modify, and 

enhance to achieve more satisfying relationships. It is 

sometimes difficult to be certain that one knows precisely 

what someone ~eans in words and sentences. Inflection 

can. shade verbal exchange positively or negatively. Add to 

this the combined messages of gestures, eye contact, facial 

expression, and anatomical shifts, confusion and communi

cat i on breakdown may arise (Zunin 1972). 

Both body language and the spoken language must be 

related and interdependent to deliver the complete meaning 

and message between people. Listening only to words can 

create distortion, and observing only gestures and 

expressions can be equally misleading (Zunin 1972). 

The more accepted thoughts on interpretations of 

particular body language cues (non-verbal communication) 

were presented by Ekman and Freisen (1969). These authors 

reported evidence suggesting that "head" cues carry infor

mation relative to which particular emotion is being 

experienced while "body" cues provide information regarding 
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the intensity of the emotion or the individual's overall 

level of arousal. In pursuing this contention, Ekman (1969) 

also suggested that a subject desiring to withhold infor

mation usually leaks clues about their true feelings, 

particularly through the non-verbal behavior of the legs 

and feet since they are furthest from the individual's 

conscious control. 

The impressions that we form by listening to people 

s cf? ak come from three general sources: (1) what they are 

saying, (2) the tone of voice and their speech pattern, 

such as how fast or slow they speak, and (3) how and when 

they hesitate or pause (Kleinke 1975). The importance of 

the voice in first impressions is pointed out clearly by 

McGinniss' (1968) The Selling of the President. 

The announcer who was to do the opening called to 
ask if his tone was too shrill. "Yeah, we don't 
want it like a quiz show," Roger Ailes said, "He's 
going to be presidential tonight so announce 
presidentially" (McGinniss 1968, p. 155). 

To follow suit, the contention that people speak 

faster when they are anxious has been supported by two 

experiments which utilized the number of words spoken per 

minute as a measure of speech pattern. It has been further 

illustrated that people have a much greater number of speech 

disturbances when they are anxious and when they are 

talking about difficult or embarrassing topics. Such 
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speech disturbances include a wider range of changes in 

voice pitch and inflection with expression of contempt, 

anger, and fear. Indifference was expressed in the lowest 

pitch and at a faster rate (Kleinke 1975). 

Both facial and vocal information about a person 

would be more accurate than a limitation of just one or 

another. Ekman's (19691 study relating to facial expression 

described at length which kinds of movements in various 

parts of the face go along with different emotions. Ekman 

took photographs of faces with different emotions and had 

judges look at only the eyebrows and forehead, only the 

eyes and eyelids, or only the lower face from the bridge of 

the nose down. Detailed descriptions of these facial 

components were comprised. As a result of this study, 

specific combinations of facial components were found to be 

present in the emotions of surprise, fear, anger, disgust, 

sadness, and happiness. 

A broader outline of facial features was made by a 

group of investigators who related different expressions of 

the face to general dimensions of emotion rather than 

specific categories of emotions. The relationships of 

pleasantness to smiling and laughter; naturalness to lack 

of tension and facial relaxation; intensity to expressive

ness, muscular activity in the face, mouth open; and 
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attention, muscular activity in the face, eyes open were 

found (Kleinke 1975). 

Facial expressions in everyday life are dependent 

on the factors of context and situation which would differ 

from our perception of facial expression in a photograph. 

Evidence from several studies indicated that there is a 

nearly universal language of facial expression. Cultures, 

however, may differ in how much people will allow themselves 

to actually show their emotions (Ekman 1969). A turned-down 

mouth communicates disapproval or sadness in any culture, 

as smiles and tears are also universal symbols. 

The following are some of the more commonly observed 

non-verbal behaviors and their interpretations as compiled 

by Zunin (1972). 

An individual's shoulders and trunk communicate 

control and self-esteem. Stooped shoulders and posture 

are well-known indicators of diminished self-image unless 

disease or occupation be the causative factor. Shrugging 

the shoulders is a clear symbol of "I don't know" (Zunin 

1972). 

Hands and arms can communicate receptivity, inner 

tension, or rejection. When upper arms are held closely 

against the sides of the chest or arms ar~ clasped in front 

of the chest, a closed feeling is projected. Excessive 
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movement of hands, arms, or trunk can signify restlessness, 

insecurity or a sense of immaturity- in adults. Open hands 

versus closed hands may disclose a person's feeling of 

receptivity, as well as strength, firmness, conviction, 

and poise (Zunin 1972). 

The feet also speak in body language. A rapid 

up-and-back movement when legs are crossed can display 

impatience, nervousness, or boredom. The whole-body picture 

of frequent and excessive shifting or twisting can denote 

discomfort, boredom, impatience, or irritation. In 

contrast, a rigid body posture may reflect an effort to 

conceal feelings of fear (Zunin 1972). 

The physical projection of words is integral to the 

complete pattern of interaction--making contact and 

communication. '11he verbalization of word symbols also 

provides only a basis for making reasonable assumptions and 

not for concluding facts. It would be easy to see that the 

most meaningful communication occurs when both physical 

and verbal expression reinforce one another and present the 

same statement (Fast 1970). 

Summary 

Parents have essentially four basic rights. These 

include (1) the right to be with their child (privilege 

incorporated within the definition of a parentl; (21 the 
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right to understand the diagnosis, treatment and care of 

their child; (3) the right to question anything that they 

do not understand or that they feel may be detrimental to 

the ir child; and (4) the right to participate in decisions 

on behalf of their child (Hilt 1976}. 

By allowing for the rights of parents and observing 

the emotions exhibited when these rights are either 

acknowledged or violated, health care professionals are 

made aware of both the verbal and non-verbal behaviors 

displayed during times of stress and anxiety. These 

be haviors are exhibited verbally through vocal expression, 

such as speaking too loud or soft, too fast or slow, in a 

fluctuant or monotone voice, and in the type of thinking 

presented through the individual's speech pattern. Circular 

thinking, for example, illustrates a tendency to become 

entangled in a single train of thought not allowing for 

another point of view and is frequently apparent at times 

of related stress and anxiety (Bright 1975). 

Non-verbal behaviors observed through emotional 

communication may include restlessness, immobility, lack 

of spontaneity and flexibility, particularly in inter

personal relationships. A rigid or wary posture, and 

erratic or hesitant body movements are also non-verbal 

indicators of emotional communication (Bright 1975).. 
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As the sources of stress and anxiety cannot be 

completely removed from a situation, they can be appro

priately channeled by health care professionals, In dealing 

with the parents of a child, it is imperative to keep the 

child's developmental level in mind. In the usual process 

of parenting, the child is helped to expand his competence 

to deal with the environment. A parent's conception of his 

role as a parent is often measured by the child's progress 

in attaining developmental milestones. Illness produces a 

double threat: (1) the anxiety and stress produced by 

the illness is compounded by the disruption of the chance 

to experience the usual tasks of child development, and 

(2) in turn feeds back a negative message to the parent 

suggesting failure and serving to increase anxiety. If the 

health care professional is attuned to the process of 

parenting and child development, he should be able to 

minimize the impact of this disruption. P&rents can be 

incorporated into the hospital situation so that they are 

able to maintain involvement in at least the developmental 

tasks. The ability of the parent to maintain a constructive 

involvement during the performance of the procedure on the 

child, provides for the security and support of both the 

parent and child (Kenny 1975). 



CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

This investigation was conducted as an exploratory 

study and utilized a standardized interview technique for 

obtaining data. The study was developmental and identified 

both verbal and non-verbal responses of parents which 

occurred during separation from the child in an emergency 

room experience. An exploratory study is an empirical 

research investigation. The purposes of an exploratory 

study are the formulation of a problem or set of questions, 

developing hypotheses, or increasing an investigator's 

f2miliarity with a phenomenon or a setting to lay the basis 

for more precise future research (Fellin 1969). 

Setting 

The research for both the pilot study and the major 

research effort was conducted in the pediatric emergency 

room of an 800-bed, non-profit, city-county hospital in a 

metropolitan area of over one million persons in the 

southwestern United States. Within this setting, the 

pediatric waiting room, general emergency room hallway, 

pediatric examining rooms, and pediatric emergency room 

hallway were utilized to conduct the interviews. 

29 
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Prior to obtaining agency permission for this 

investigation, the proposal for the study was submitted 

and approval obtained from the Human Research Review 

Committee (appendix A). Written consents for the research 

were obtained from the hospital administrator, the director 

of nursing service, director of nursing service for the 

emergency room, and the practicing senior resident of the 

p e diatric service of the hospital (appendix BJ. 

Population/Sample 

A convenience sample was utilized for the purposes of 

the pilot study and the investigational study. A conven

ience sampl~ is a term used to describe a selection of 

subjects because they happen to be available for partici

pation in the study at a certain time (Abdellah 1965). The 

delimitations for the sample for both studies were synonymous. 

The sample consisted of parents or the significant other of 

children from birth to twelve years of age. Only those 

parents or the significant other separated from the child 

at a time when a traumatic treatment (lumbar puncture, 

septic workup, myringotomy, thoracentesis) was inflicted 

upon the child were subject to an interview. 

Five clients were interviewed during the pilot study, 

which extended from January, 1977 to March, 1977. The 

major investigational study extended from March 11, 1977 to 
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June 26, 1977. During this later study twenty-two subjects, 

ages seventeen to forty-eight, were admitted to the sample. 

The subjects volunteered to participate in the study 

following an introduction to the procedures and the purposes 

of the study through use of an oral description read prior 

to the time of the interview. Concurrently, anonymity was 

guaranteed each participant. The oral description (appendix 

C) was utilized for both the pilot study and major research 

effort. Each subject, following agreement to participate 

in the research project, signed a consent form stating an 

oral description of the study had been delivered and further 

understood their involvement by participating in the 

n2search. Identical consent forms were utilized for both 

studies (appendix D). 

Tool 

The pilot study was conducted following the develop

ment of an open-ended questionnaire, demographic data 

sheet, and checklist for body language (appendix E). The 

research tool for the pilot study was developed by the 

investigator after reviewing the literature. The literature 

review concerned questionnaire development, appropriate 

demographic information to include for an effective study, 

and body leakage cues to observe as relative to specific 

emotion and/or expressions of feeling states. 
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The research tool for the pilot study was approved 

by a panel of three experts on the basis of their experience 

in the pediatric and surgical settings. The questionnaire 

consisted of twelve open-ended questions, a demographic 

data sheet, and checklist for body language. The purpose 

of the questionnaire was to elicit responses in an effort 

to arouse feelings, attitudes, and expressions of emotional 

states (verbal and non-verbal) by the clients at the time 

of the interview. The questionnaire was also designed to 

accommodate reoccurring questions in an effort to obtain 

reliable responses. 

The purposes of the pilot study were to (1) test 

the most feasible method of interview; (2) test the research 

tool for ease of use, understanding, and appropriateness to 

the situation for each client; and (3) test the research 

tool for reliability and validity. 

The pilot study was conducted in two phases. In 

phase one the investigator orally presented the questionnaire 

and demographic data sheet, simultaneously observing for 

verbal and non-verbal communication cues. A third party 

observer recorded the interview responses. Advantages to 

this phase were: 

1. The investigator was able to maintain maximum 

eye contact with each client and able to fully observe 

body language 
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2. The responses were recorded in a shorter period 

of time, consequently, the interview time was shorter 

The disadvantages included: 

1. The investigator was dependent upon a third 

party t6 record questionnaire responses 

2. The third party often did not hear the complete 

response--requiring backup from the researcher following 

the interview session, affecting the reliability of the 

r e search tool 

3. Clients were frequently distracted by the third 

party. This distraction was in addition to the parent 

observing the treabnent room during the separation 

e x perience 

4. The third party expressed difficulty in recording 

body language as it presented itself, requiring too much 

reli a nce from the recall of the investigator following the 

interview 

In phase two the research tool was administered 

orally and solely recorded by the investigator. The 

advantages of this were: 

1. The investigator recorded questionnaire 

responses. Body language notations were recorded beside 

each question as appropriate 
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2. This method allowed more time for additional 

responses by the subject as the investigator was recording 

responses 

3. The interview situation appeared more personal 

and comfortable for the subjects 

4. Subjects were able to visualize the responses 

as recorded by the investigator 

5. The investigator was better able to control 

the interview. 

The disadvantages included: 

1. Eye contact was disturbed during the recording 

of the responses by the investigator 

2. The interview time was longer 

The method for research piloted in phase two was 

selected as the appropriate choice for the major investi

gat.ional phase. 

The research tool (appendix F) for the major 

investigation was revised and approved by a panel of three 

experts on the basis of their experience in the pediatric 

and surgical settings following the pilot study. The 

revised questionnaire consisted of thirteen open-ended 

questions. Basic revisions to the demographic data sheet 

and body language checklist were made. 
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Responses to the individual questions were numerous. 

As a result, it was necessary for the investigator to 

categorize similar responses into one classification in 

order to utilize the data effectively. An additional review 

of literature was augmented prior to this categorization of 

raw data. The raw data are available in appendix G, which 

includes subject responses and categories into which they 

were assigned. All questions did not require categorization. 

Outlined below are the categories for each question. 

Q~estion 1. Before I began talking with you, what 

were you thinking about? 

Categories: 

1. Procedure to be done 

2. Child's diagnosis 

3. Child-parent separation 

4. Concern over child's welfare 

5. Other 

Question 2. Did not require categorization. 

Question 3. Have you been in any emergency room 

before with this child? If so, when? 

Categories: 

1. Less than 6 months 

2. Greater than 6 months 

3. Greater than 1 year 
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Question 4. How do you feel when your child is 

sick? 

Categories: 

1. Anxious 

2. Helpless 

3. Empathetic 

4. Depressed/bad 

Question 5. How do you feel about coming to the 

emergency room with this child? 

Categories: 

1. Comfortable with decision 

2. Obtain diagnosis 

3. Helpless 

4. Anxious 

5. Denial 

Question 6A. Did not require categorization. 

Question 6B. Right now do you understand what is 

happening to your child? (Tf yes), tell me what you under

stand. 

Categories: 

1. Lab work [general) (blood workup, lumbar 

puncture} 

2. Diagnosis and lab work 

3. Diagnosis (general condition l 
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4. Specific treatment ('lumbar puncture, myringotomy, 

thoracentesis) 

Question 6C-6E. Did not require categorization. 

Question 7. How do you feel about what is happening 

to your child? 

Ca tegor ie s: 

1. Other 

2. Empathetic 

3. Anxious 

4. Depressed/bad 

5 • Uncomfortable 

6 . Comfortable 

Question 8A. Where would you like to be right now? 

Categories: 

1. With child 

2. Other than hospital 

3. Ambivalent 

Question BB. Why would you like to be there? 

Ca tegor ie s: 

1. Parent-child well being 

2. Other 

Question 9. Would you like to be where you are now 

or with your child during this procedure? 
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Ca tegor ie s: 

1. Where I am now 

2. vri th child 

3. Ambivalent 

Question lOA. Did not require categorization. 

Question lOB. Do you know why you cannot be with 

your child at this time? How do you feel about that? 

Categories: 

1. Comfortable 

2. Uncomfortable 

3. Uncertain 

Question llA. Do you think you could help your child 

by being with him/her? 

Categories: 

1. Yes 

2. No 

3. Ambivalent 

Question 11B. CTf yes), what would you do to help? 

Categories: 

1. Parent-child security/support 

2. Uncertain 

Question 12. Would it help you to be with your 

child now? 
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Categories: 

1. Yes 

2. No 

3. Ambivalent 

Question 13. What did your child do when you left 

the room? 

Categories: 

1. Cried 

2. Quiet 

Qt~estion 13B. How did you feel about that? 

Categories: 

1. Comfortable 

2. Uncomfortable 

3. No response 

The body language checklist was utilized simulta

neously with the questionnaire. The purpose of the body 

language checklist was to show if similarity existed between 

verbal and non-verbal communication. Items which were 

consistently observed relative to the body language of each 

subject were voice tone, general body position as related 

to sitting and/or standing, facial expression as related 

to crying or laughing, and point of most consistent eye 

focus. Idiosyncrasies peculiar to an individual were noted 

and recorded when appropriate. 
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Demographic data, such as age, race, sex, occupation, 

educational achievement, and type of trauma insued by the 

child were collected for informational purposes and were 

utilized to show correlation between questionnaire responses 

and demographic data, but did not impose any limits to the 

purposes of the study. The demographic data were collected 

by the investigator from the parents' responses to the 

questionnaire. 

Data Collection 

The interview commenced following an oral intro

duction to the purposes of the study by the investigator 

and after each subject gave voluntary written consent to 

p a rticipate in the investigational phase. Each subject was 

interviewed at the place that separation from the child 

occurred or where the emergency room personnel instructed 

the parents or significant other to wait. Although the place 

of the interview was not consistent, the pilot study 

revealed that the parents expressed concern and an addi

tional uneasiness when taken to a more controlled 

environment for the interview, and away from that area 

where they had been initially asked to remain. In addition, 

when the subjects were asked to shift physical proximity 

for the purposes of the study, the immediate responses to 

the separation experience were altered. Parents were 
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interviewed by the investigator at the time immediately 

following the separation of parent or significant other and 

child. The interviews were five to ten minutes in length, 

dependent upon the responses of the subject. When 

treatment of the child was completed prior to the termination 

of the interview, the interview was aborted and the question

na ire responses destroyed as responses to the remaining 

questions would have been altered. 

The iriterview was comprised of three steps. 

1. The questionnaire responses were received and 

recorded by the investigator 

2. The demographic data sheet responses were 

observed and recorded by the investigator 

3. The observation for non-verbal behaviors, further 

depicting and supporting verbal response, was recorded by 

the investigator on the validated checklist and in the 

column of the questionnaire sheet throughout the interview. 

Treatment of Data 

The data for this research study were treated in 

the following manner. 

Data were analyzed to determine frequency distri-

bution for all variables to include demographic data and 

questionnaire responses. The chi-square test for 
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significance, a non-parametric statistical test of 

significance was used to analyze the significance of 

relationships or differences between the demographic data 

and items in the questionnaire related to qualitative 

variables. 

Data collected from the body language checklist are 

illustrated on matrix tables to display the flow of non

verbal communication. Data are further analyzed 

descriptively to show the relationship between selected 

verbal questionnaire responses and their non-verbal behavior 

counterpa~ts. The analysis of data results appear in 

Chapter IV and are supported and supplemented by tables and 

graphs. 



CHAPTER IV 

ANALYSIS OF DATA 

This study was concerned with identifying and 

describing verbal and non-verbal responses of parents or 

the significant other, induced as a result of separation 

from their child at a time when the child was subjected to 

a traumatic medical treatment (septic workup, subdural tap, 

r:iyringotomy, thoracentesis). Twenty-two subjects were 

involved in this investigation and the results are formulated 

within this chapter. 

Description of the Sample 

The sample consisted of twenty-two subjects, inter

viewed during a period of three months from March 11 to 

June 26, 1977. Table 1 reflects each subject according to 

demographic data as included in the research tool. · Table 1 

includes age, sex, marital status, education, church, race, 

income, and occupation of the attending parent. In addition, 

the table also includes the age of the child involved in 

months, sex and race of the child, the number of children 

in the family, the placement of the child in the family, 

the trauma inflicted upon the child, the length of time the 

43 



44 

TABLE 1 

DEMOGRAPHIC CHARACTERISTICS OF THE SAMPLE 

Those Omitted N == 22 
Subject General Sample N :x: 19 Total 

Interviewed Category Number Percent Category Number Percent 

Age in years 17 2 10.53 17 1 ( 3) 13 .64 
18 3 15.79 18 0 ( 3) 13 .64 

of 19 3 15.79 19 0 ( 3) 13. 64 
21 1 s·. 26 21 0 ( 1) 4.54 
22 4 21. 05 22 0 ( 4) 18.18 

Subject 28 2 10.53 23 1 ( 1) 4.54 
29 2 10.53 28 0 ( 2) 9.09 

Interviewed 39 1 5.26 29 0 ( 2) 9.09 
41 1 5.26 39 0 ( l} 4.54 

Sex Male 1 5.26 Male 3 ( 4) 18.18 
Female 18 94.73 Female 0 (18) 81. 82 

Marital Single 4 21.05 Single 0 ( 4) 18.18 

Status Married 13 68.42 Married 3 (16) 72.73 
Divorced 2 10.53 Divorced 0 ( 2) 9.09 

-~•# 

Edu.cation Less than 11 57.90 Less than 3 (14) 63.64 
(High School) More than 8 42.11 More than 0 ( 8) 42 .11 

Catholic 6 31. 58 Cathol.ic 3 ( 9) 40.91 
Church Protestant 4 21.05 Protestant 0 ( 4) 18.18 

None 9 47.37 None 0 ( 9) 40.91 

White 6 31.58 tvhite 1 ( 7) 31. 82 
Race Black 4 21.05 Black 0 ( 4) 18.18 

Latin American 9 47.37 Latin American 2 (11) 50.00 

Income <$6,000 15 78.95 DUPLICATION OF DATA 
>$6,000 4 21. 05 

Day Care Center 1 5.26 Day Care Center 0 ( 1) 4.54 
Housewife 3 15.79 Housewife 0 ( 3) 13. 64 
Maid 1 ·5.26 Maid 0 ( 1) 4.54 
Make donuts 1 5.26 Make donuts 0 ( 1) 4.54 
None 8 42 .11 None 0 ( 8) 36.36 
Student 2 10.53 Student 0 ( 2) 9.09 

Occupation 'l'apes cars 1 5.26 Tapes cars 0 ( 1) 4.54 
Teachers' Aide 1 5.26 Teachers' Aide 0 ( 1) 4.54 
Contractor 1 5.26 Contractor 0 ( 1) 4.54 

Carpenter 1 ( 1} 4.54 
Car Painter 1 ( 1) 4.54 
Painter 1 ( 1) 4.54 
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TABLE 1--Continued 

Those Omitted N ~ 22 
General Sample N ~ 19 Total 

Data on Child Category Number Percent Category Number Percent 

Age of 01 2 10.53 
02 1 5.26 
05 1 5.26 

Child 06 2 10.53 
07 1 5.26 
08 2 10.53 

in 10 1 5.26 
11 1 5.26 
13 1 5.26 

Months 14 1 5.26 
15 1 5.26 DUPLICATION OF DATA 
25 1 5. 26" 
26 1 5.26 
36 1 5.26 
48 1 5.26 
96 1 5.26 

Grouped Ages 00-06 6 31. 58 
07-12 5 26.30 
13-24 3 15.78 
25-48 4 21.04 

,. 96 1 5.26 

Sex Male 8 42 .11 DUPLICATION OF DATA Female 11 57.90 

White 8 42 .11 
Race Black 6 31. 58 DUPLICATION OF DATA 

Latin American 5 26.32 

.. 

Number of 1 9 47.37 
2 5 26.82 

Children in 4 2 10.53 DUPLICATION OF DATA 
6 1 5.26 

the Family 7 1 5.26 
10 1 5.26 

1 11 57.90 
Placement in 2 3 15.79 

4 2 10.53 DUPLICATION OF DATA 
the Family 6 1 5.26 

7 1 5.26 
9 1 5.26 



Data on Child 

•rrauma 

Insued by 

the Child 

Hours Sick 
Prior to 
Emergency 
Hc:om 
Admission 

Child 
R•2leased or 
i\cmitted 
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TABLE 1--Continued 

General Sample N :,r; 19 
Category 

Septic workup 
lumbar 
puncture 
blood work 

Myringotomy 
Septic workup 

subdural tap 
Blood work 
Septic workup 

IV therapy 

06-12 

20-48 

72-120 

Released 

Admitted 

Number Percent 

13 
1 

1 
1 

3 

10 

5 

4 

10 

9 

68.42 
5.26 

5.26 
5.26 

15.79 

52.63 

26.32 

21. OS 

52.63 

47.37 

Those Omitted N :r: 22 

Category 
Total 

Number Percent 

DUPLICATION OF DATA 

DUPLICATION OF DATA 

DUPLICATION OF DATA 

-------------+---------J----+-----+----------lf------+-----

Place 
of 
Interview 

Individual 
that Stays 
with Child 
Majority 
of Time 

Examination 
room 

Waiting room 
Outer hallway 
Pediatric ER 

hallway 

Mother 
Father 
Sister 
Cousin 
Grandmother 

9 
4 
4 

2 

15 
1 
1 
1 
1 

47.37 
21. 05 
21.05 

10.53 

78.95 
5.26 
5.26 
5.26 
5.26 

Examination 
room 

Waiting room 
Outer hallway 
Pediatric ER 

hallway 

0 ( 9) 
2 ( 6) 
1 { 5) 

0 { 2) 

DUPLICATION OF DATA 

40.91 
27.27 
22.73 

9.09 
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child was sick prior to the emergency room visit, and 

whether the child was admitted or released. 

The age range of the subjects presented in table 

1 was from seventeen to forty-eight years, with a mean age 

of 24.36 years. There were eighteen females and four males 

in the sar1ple. 

Three male subjects interviewed were omitted from 

the statistical data of the general sample of N :x 19, 

presented by table 1 and the tables to follow. The investi

gator interviewed both the father and the mother team of 

three children during three independent settings. Because 

there ,rould be two sets of responses for one child, the 

investigator chose to delete the duplications referencing 

ckm1ogra.phic information and responses to a few of the 

questionnaire items from the grouped statistics presented. 

The investigator identified separately and descriptively 

the three subjects and their relationship to the overall 

results follo,ving the grouped descriptions. It was deter

mined that by using the secondary responses simultaneously 

with the other results that the statistical elements of the 

research would be influenced through some duplication of 

data and possibly invalidated when the demographic data and 

demographic relationships to the questionnaire responses 

were correlated. The three subject responses have not 
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been eliminated from the study and are discussed throughout 

the chapter. 

Table land the tables that follow are divided into 

the general sample of N :x: 19, and the sample N = 22, which 

incorporates demographic data of the subjects omitted, in 

addition to quantifying the data of the general sample N = 19 

for a total number or percent value. When duplication of 

data pertains to the sample omitted, the column is labeled 

accordingly. 

Presentation and Analysis of Data 

The chi-square test, a non-parametric statistical 

test, was applied to analyze the significance of difference 

among the variables in the demographic data and the question

naire responses. The chi-square test was applied to the 

actual frequencies in the various categories of the variables 

and not to the percentages. Significant findings between 

the demographic and questionnaire response categories are 

discussed. 

Frequency distributions were obtained by tabulating 

the number of responses to each questionnaire item and were 

incorporated as a forerunner to utilizing the chi-square 

formula. The research data, as displayed by table 2, 

illustrate the frequency distributions of responses of the 

sample to each question. To obtain the level of significance 
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from the data, quantification of responses into categories 

was necessary. The raw data (appendix G) were interpreted 

and the responses cited. Tables 2 through 13 are resultant 

of categorization. 

TABLE 2 

RESPONSES OF THE SAMPLE TO QUESTIONNAIRE 

1. Before I began talking with you, \vhat were you thinking 
about? 

Responses 

Procedure to be done 
Child's diagnosis 
Child-parent separation 
Concern about child's welfare 
Ot her 

Responses Omitted 

Child's diagnosis 
Concern about child's welfare 
Other 
Procedure to be done 
Child-parent separation 

Number N::%:19 

5 
4 
1 
5 
4 

Number N=22/ 
Total 

1 ( 5) 
1 ( 6) 
1 ( 5) 
0 ( 5) 
0 ( l} 

- Percent N::::19 

26.31 
21.05 

5.26 
26.32 
21.05 

Percent N~22/ 
Total 

4.55 (22.73) 
4.55 (27.27) 
4.55 (22.73) 
0.00 (2 2. 7 3) 
0.00 ( 4.55) 

2. Have you been in any emergency room before? 

Responses Number N=l9 Percent N~19· 

No 2 10.53 
Yes 17 89.47 

Note: Responses omitted would provide duplication of data. 
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TABLE 2--Continued 

3. Have you been in any emergency room before with this 
child? 

No 
Yes 

Responses Number N=l9 

11 
8 

Percent N==l9 

57.90 
42.11 

Note: Responses omitted would provide duplication of data. 

4. How do you feel when your child is sick? 

Responses 

Anxious 
Helpless 
Empathetic 
Depressed/bad 

Responses Omitted 

Anxious 
Helpless 
Empathetic 
Depressed/bad 

Number N::x:19 

5 
4 
5 
5 

Number N=22/ 
'J~otal 

2 ( 7) 
1 ( 5) 
o C s) 
0 ( 5) 

Percent N:::s:19 

26.32 
21.05 
26.32 
26.32 

Percent N=22/ 
Total 

9.09 (31.82) 
4.55 (22.73) 
0.00 (22.73} 
0.00 (22.73) 

5. How do you feel about corning to the emergency room with 
this child? 

Resnonses 

Comfortable with decision 
Obtain diagnosis 
Helpless 
Anxious 
Denial 

Number N=l9 

3 
8 
2 
5 
1 

Percent N:t:19 

15.79 
42.11 
10.53 
26.32 

5.26 
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TABLE 2--Continued 

Responses Omitted 

Comfortable with decision 
Obtain diagnosis 
Helpless 
Anxious 
Denial 

Number N=22/ 
Total 

1 ( 4) 
Q ( 8) 
1 ( 3) 
1 ( 6) 
0 ( 1 )_ 

Percent N::r:22/ 
Total 

4.55 (18.18) 
0.00 (36.36) 
4.55 (13.63) 
4.55 (27.27) 
4.55 ( 4.55) 

6A. Right now, do you understand what is happening to your 
child? 

No 
Yes 

No 
Y ~". S 

Responses 

Responses Omitted 

Number N:::i:19 

6 
13 

Nurnbe r N~ 2 2 / 
Total 

1 C 7) 
2 (15) 

6B. (If yes), tell me what you understand. 

Responses 

Lab work (general), blood work, 
lumbar puncture 

Diagnosis and lab work 
Diagnosis only 
Specific treatment 

Lumbar puncture 
Myringotomy 
rrhoracentesis 

Number N==l3 

7 
2 
1 

1 
1 C 3 l 
1 

Percent N::?:19 

31.58 
68.42 

Percent N=22/ 
Total 

4.55 (_31.82). 
9.09 (68.18) 

Percent N::!.:13 

53.85 
15.39 

7.69 

23.07 
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TABLE 2~-continued 

Responses Omitted 

Lab work (general)_, blood work, 
Lumbar puncture 

Diagnosis and lab work 
Diagnosis only 
Specific treatment 

Lumbar puncture 
Myringotomy 
Thoracentesis 

Number N=l5/ 
Total 

1 C 8 }_ 
1 ( JI. 
0 ( 1). 

Q_ (Jl 
0 (1) C 31 
0 Cl J 

Percent N==l5/ 
Total 

6.67 (53. 3 3) 
6.67 (20.00) 
0.00 C 6. 67) 

0.00 (_20.00) 

6C. Did anyone explain to you what is being done to your 
child? 

No 
Yes 

No 
Yes 

Responses 

Responses Omitted 

Number N=l9 

1 
18 

Number N=2 2/ 
Total 

1 ( 2) 
2 (2 0) 

Percent N::%:19 

5.26 
94.74 

Percent N=22/ 
Total 

4.55 ( 9.09) 
9.09 (90.91} 

6D. Who explained what is heing done to your child to you? 

Doctor 
Nurse 

Responses 

Responses Omitted 

Doctor 
Nurse 

Number N=l8 

15 
3 

Number N::r:20/ 
Total 

2 Cl 7 l 
o C 3 J 

Percent N=l8 

83.33 
16.67 

Percent N::r:2 0/ 
Total 

10.00 (85.00) 
0.00 (15.00) 
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TABLE 2--Continued 

6E. (If no explanation), how do you feel about not being 
told? 

Responses 

Desperate, not knowing what 
is going on 

Responses Omitted 

Desperate, not knowing what is 
going on 

Not very serious illness 

Number N=l 

1 

Number N=2/ 
Total 

0 ( 1) 
1 ( 1) 

Percent N:r.l 

100.00 

Percent N=2/ 
Total 

0.00 (50.00) 
50.00 (50.00) 

7. How do you feel about what is hap~ening to your child? 

Resoonses Number N=l9 

Other 2 
Empathetic 1 
Anxious 7 
Depressed/bad 1 
Uncomfortable 4 
Comfortable 4 

Number N=22/ 
Responses Omitted Total 

Other 1 ( 3) 
Empathetic 0 ( 1) 
Anxious 1 ( 8) 
Depressed/bad 1 ( 2) 

Uncomfortable 0 ( 4) 
Comfortable 0 ( 4). 

8A. Where would you like to be right now? 

Responses 

With child 
Other than hospital 

Number N=l9 

17 
2 

Percent N=l9 

10.53 
5.26 

36.84 
5.26 

21.05 
21.05 

Percent N=2 2/ 
Total 

4.55 (13.63) 
0.00 ( 4.55) 
4.55 (36.36) 
4.55 ( 9.09) 
0.00 (18.18) 
o.oo (18.18) 

Percent N:::r:19 

89.47 
10.53 
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TABLE 2--Continued 

Responses Omitted 

Ambivalent 
Other than · hospital 
With child 

Number N=22/ 
Total 

1 ( 1) 
2 ( 4) 
0 ( 17) 

Percent N:::c22/ 
Total 

4.55 ( 4.55) 
9.09 (18.18) 
0.00 (77.27) 

8B. Why would you like to be there? 

Responses 

Parent-child well-being 
(Parent weli-betng) · 
(Child well-being) 

Other 

Responses Omitted 

Parent-child well-being 
(Parent well-being) 
(Child well-being) 

Other 

Number N=l9 Percent N~l9 

17 89.47 
(12) 
( 5) 

2 10.53 

Number N=22/ Percent N=22/ 
Total Total 

1 (18) 4.55 (81.82) 
(1) (13) 
(0) ( 5) 
2 ( 4) 9.09 (18.18) 

9. Would you like to be where you are now, or with your 
child during this procedure? 

Responses 

With child 
Ambivalent 

Responses Omitted 

With child 
Where I am now 
Ambivalent 

Number N:::cl9 

17 
2 

Number N:::c22/ 
Total 

0 ( 17) 
2 ( 2) 
1 ( 3) 

Percent N=l9 

89.47 
10.53 

Percent N=2 2/ 
Total 

0.00 (77.27) 
9.09 ( 9.09) 
4.55 (13.63) 
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TABLE 2--Continued 

l0A. Do you know why you cannot be with your child at this 
time? 

No 
Yes 

No 
Yes 

Responses 

Responses Omitted 

10B. How do you feel about that? 

Responses 

Comfortable 
Uncomfortable 
Uncertain 

Responses Omitted 

Comfortable 
Uncomfortable 
Uncertain 

Number N=l9 

13 
6 

Number N=22/ 
Total 

3 (16) 
0 ( 6) 

Number N=l9 

4 
12 

3 

Number N=22/ 
Total 

1 ( 5) 
2 ( 14) 
0 ( 3) 

Percent N=l9 

68.42 
31.58 

Percent N=22/ 
Total 

13.63 (72.73) 
0. 0 0 (2 7 • 2 7) 

Percent N==l9 

21.05 
63.15 
15.79 

Percent N=22/ 
Total 

4.55 (2?..75) 
9.09 (63.64) 
0.00 (13.63) 

llA. Do you think you could help your child by being with 
him/her? 

No 
Yes 

Responses Number N=l9 

8 
11 

Percent N=l9 

42.10 
57.90 
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TABLE 2--Continued 

Responses Omitted 

No 
Yes 
l\mbivalent 

Number N=22/ 
Total 

2 ( 10) 
0 (_11} 
1 ( 1) 

11B. (If yes), what would you do to help? 

Responses 

Pa rent-child security support 
Uncertain 

Number N=ll 

10 
1 

Note: Responses omitted do not pertain. 

Percent N=22/ 
'I1otal 

9.09 (45.45) 
0.00 (50.00) 
4.55 ( 4.55) 

Percent N=ll 

90.91 
9. 09 

1 2 . Would it help you to be with your child now? 

Responses Number N=l9 Percent N=l9 

No 5 26.32 
Ye s 14 73.68 

Number N::i::22/ Percent N::?:22/ 
Responses Omitted Total 'Total 

No 1 ( 6) 4.55 (27.27) 
Yes 1 (15) 4.55 (68.18) 
Ambivalent 1 ( 1) 4.55 ( 4.55) 

13A. What did your child do when you left the room? 

Cried 
Quiet 

Responses Number N=l9 

11 
8 

Percent N=l9 

57.90 
42.11 

Note: Responses omitted would provide duplication of data. 
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TABLE 2--Continued 

13B. How do you feel about that? 

Responses 

Comfortable 
Uncomfortable 
No response 

Responses Omitted 

Comfortable 
Uncomfortable 
No response 

Number N:::,:19 

2 
15 

2 

Number N::z:22/ 
Total 

1 ( 3) 
1 (16) 
1 ( 3) 

Percent N===l9 

10.53 
78.95 
10.53 

Percent N::r::22/ 
Total 

4.55 (13.63) 
4.55 (72.73) 
4.55 (13.63) 

Descriptive analysis of data as presented in table 2 

illustrates the responses of sample in terms of frequency 

distribution. Table 2, question 1, indicated that during 

p a rent-child separation the subjects were concerned with 

the procedure to be done (26.31 percent), child's diagnosis 

(21.02 percent), child's welfare (26.32 percent), parent

child separation (5.26 percent), and other concerns which 

include fear, denial, distress, and helplessness for a total 

of nineteen (21.05 percent). Those subjects omitted from 

the general sample supported these categories. 

Responses of the sample to table 2, question 2 

illustrated 89.47 percent of the sample utilizing the 

emergency room services prior to this admission. Subjects 
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omitted from the general sample provided duplication of 

existing responses. 

Responses of the sample to table 2, question 3 

demonstrated that 42.11 percent of the sample had taken the 

child (involved in the traumatic medical treatment} to the 

emergency room before and 57.90 percent had not. The age 

range of the children involved in the 42.11 percent of the 

sample responding affirmatively to question 3 demonstrated 

that 15.79 percent were less than six months of age, 10.53 

percent were greater than six months of age, and 15.79 

percent were greater than one year of age. Subjects omitted 

would have provided duplication of response. 

Responses of the sample to table 2, question 5, 

illustrated how the subject felt when the child was sick. 

Those responding as feeling anxious represented 26.32 percent 

of the sample, 21.05 percent identified feeling helpless, 

26.32 percent felt empathetic, and 26.32 percent stated 

feeling depressed/bad. Those three subjects omitted from the 

general sample responded as being anxious and helpless. 

Responses of the sample to table 2, question 5 

demonstrated that 15.79 percent felt comfortable with the 

decision to come to the emergency room with the child. 

Of the total sample, 42.11 percent wanted to obtain a 

diagnosis, 10.53 percent felt helpless, 26.32 percent were 
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anxious, and 5.26 percent expressed denial at the necessity 

of bringing the child to the emergency room. Those omitted 

from the general sample were comfortable with the decision, 

helpless, and anxious. 

Sample responses to question 6 illustrated that 68.42 

percent of the subjects understood what was happening to 

the child, and 31.58 percent stated they did not understand. 

Of the 68.42 percent a verbal explanation of the procedure 

wa s described . with one exception (7.69 percent), stating that 

the parent-child separation was for diagnosis only. Those 

three subjects not included in the general sample concurred 

wi th the above data. 

Generally unanimous responses were voiced when 

question 6C asked 11 Did anyone explain to you what is being 

done to your child?" Affirmative responses involved 94.9.4 

p e rcent, and negative responses involved 5.26 percent. 

Doctors delivered 83.33 percent of the explanations; nurses 

delivered 16.67 percent of the explanations. That portion 

of the sample not included supported both the affirmative 

response given by the doctors and negative response by 

stating feeling "desperate not knowing what is going on." 

Responses of the sample to table 2, question 7, 

demonstrated feeling empathetic (5.26 percent}, anxious 

(36. 84 percent), depressed/bad (5. 26 percent), comfortable 
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(21.05 percent), uncomfortable (21.05 percent} and other 

(10.53 percent) concerning what was happening to the child. 

Those omitted stated other, anxious, and depressed/bad in 

response to this question. 

Responses to question 8, "Where would you like to 

be right now?" demonstrated a definite 89.47 percent "with 

the child," and 10.53 percent "somewhere other than the 

hospital." Those omitted from the general sample stated 

other than hospital,and ambivalence. Rationale for question 

response favored 89.47 percent concern for parent-child 

we ll-being, and 10.53 percent answered, other. Those 

omitted from the general sample N2 19 responded other, and 

p arent-child well-being. 

Table 2, question 9 indicated that 89.47 percent 

o f the subjects preferred being with the child during the 

t r eatment, and 10.53 percent responded with ambivalence. 

"Where I am now," was the response from two of three of those 

omitted and ambivalence from one of three subjects omitted 

from the general sample. 

Table 2, question 10 illustrated a 68.42 percent 

negative resoonse to, "Do you know why you cannot be with 

your child at this· time?" and 31.58 percent affirmative 

responses. Subjects responding "Y.e.s, 11 to this question 

expanded the yes category to encompass responses such as 
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"Yes, because I'm not the parent;" "Yes, I'm upset and 

would make things harder on her if she saw me upset;" "Yes, 

parents tend to get emotional, might delay the procedure;" 

"Yes, not to hear her scream;" and "Yes, me being in the 

way;'"'The doctors need to find out what's wrong without 

me being in the way--because I'm upset like her." Those 

omitted recited a negative response. "How do you feel about 

that?," resulted in 63.15 percent as uncomfortable, 21.05 

percent as comfortable, and 15.79 percent as uncertain 

with the lack of knowing. Those omitted found two of three 

uncomfortable and one of three comfortable with the 

knowledge or lack of knowledge. 

Question 11, "Do you think you could help your 

c hi ld by being with him/her?" found 57.90 percent responding 

" Yf..~ s," and 4 2 .10 percent "No." Those omitted, two of 

three responded "No," and one of three responded with 

ambivalence. Question 11B ''(If yes), what would you do 

to help?" cited 90.91 percent would have offered parent":"' 

child security/support and 9.09 percent uncertain. Omitted 

responses did not contribute to the findings of question llB. 

Responses of the sample to table 2, question 12 

illustrated that 73.68 percent of the subjects responded 

"Yes" to "Would it help you to be with your child now?" and 
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2 6. 3 2 percent responded "No." Of those omitted, "Yes," "No," 

and ambivalence were the three cited responses. 

Question 13, "What did your child do when you left 

the room?" was relative to the age of the child involved 

and the acuteness of the illness at the time of separation. 

Data reflective of these variables are available in 

appendix G. Quantitatively 57.90 percent of the children 

were crying at the time of separation, and 42.11 percent 

were quiet. Regardless of the developmental stage of the 

child, the child's response would cause a certain amount of 

dimension to the expression related by the parent. Those 

omitted from the general sample provided for duplication of 

data to question 13A. Responses to question 13B, "How do 

yo 1J feel about that?" found 78.95 percent uncomfortable with 

the response of the child, 10.53 percent comfortable, and 

10.53 percent offered no verbal response to the question. 

Omitted responses supported all three categories of 

comfortable, uncomfortable, and no verbal response to the 

question. 

The frequency distributions from the responses of the 

sample to the questionnaire (table 2), significantly 

illustrated a need by the attending subject to be with the 

child during the traumatic medical procedure, to offer 

support and security to the child, and in turn, stated it 
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would benefit the parent or significant other as well as 

the child. rrhe expressions of emotions verbally communi

cated to the investigator through use of the questionnaire 

supported anxious feelings, empathy and helplessness, and 

depressed/bad feeling states. 

Correlation Between Demographic Data 
and Questionnaire Responses 

The following tables demonstrate some of the 

relationships in terms of percentage of the sample between 

the demographic data of parents or sig_nif icant other and 

the responses to the questions. The number of fathers 

and significant others interviewed were not of enough 

significance to compute a valid chi-square value. Therefore, 

the significance given for each correlation is in terms of 

percentage and frequency distribution rather than the 

chi-square values. 

Table 3 illustrates a possible relationship between 

the response of the attending individual and the question-

naire response. The significance of demographic data to 

questionnaire response is related to a general negative 

reply to this question rather than the family position the 

subject held. Of the subjects interviewed from the general 

sample, 94.73 percent were female and 5.26 percent were male. 

Those three subjects omitted from the general sample (N::1:19) 
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responded in approximately equal proportions to this question 

when combining the general sample with those omitted at a 

r a tio of approximately three to one. Table 4 illustrates 

the combination. 

TABLE .3 

RESPONSES OF SUBJECTS INTERVIEWED TO QUESTION 10A 

(Do you know why you cannot be with your child?) 

Subject No Yes 

Mother 13 (_76.47)_ 4 ( 23.531 

Father 0 (_ 0.00} 1 (JOO. 00) 

Ot her 0 ( o. oo l 1 Clo o. o o )_ 

Responses N ~ 19. 

TABLE 4 

RESPONSES OF SUBJECTS INTERVIEWED 'l10 QUESTION 10A 

Subject No l Yes 

Mother 13 (76.47) 4 ( 23.53) 

Father 3 (75.00) 1 ( 25.00) 

Other 0 ( 0. 00) 1 (100.00) 

Responses N ~ 22. 

Total 

17 

1 

1 

Total 

17 

4 

1 
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There is a significant relationship between marital 

status of the subjects and the responses that indicated a 

"feeling" state (table 5). It is interesting to note that 

the responses of married subjects were identified within all 

four categories while the replies of the single and divorced 

s ubjects fell into the categories of anxious and empathetic. 

Those three subjects omitted from the general sample (N=l9) 

were married subjects. Responses were classified into 

anx ious (two ~ubjects), and helpless (one subject). 

TABLE 5 

CORRELATION BETWEEN MARrrAL STATUS AND QUESTION 4 

(How do you feel when your child is sick?) 
--

Marital Status 
Single Married Divorced 

'"-·---

Anx ious 3 (75.00) 2 (15.38) 0 ( 0. 00) 

Helpless 0 (_ 0.00) 4 (30. 77) 0 (_ 0. 00). 

Empathetic l (25.00) 2 (15.38) 2 (_100.00} 

Depressed/bad 0 (_ 0.00) 5 (38.46) 0 ( 0.00). - - -
Total 4 13 2 

Responses N = 19. 

Table 6 supports a slight relationship between the 

marital status of the subjects and the responses to question 

7. The responses given by single and divorced subjects 
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are illustrated within the categories of other, empathetic, 

anxious, uncomfortable, and comfortable. ½arried subjects 

replied in all categories except the empathetic category. 

Those three subjects o~itted from the general sample (N~l9) 

were married subjects. Responses were classified into 

other (one)_, anxious (one) , and depressed/bad (one) . 

TABLE 6 

CORRELATION BETWEEN MARITAL STATUS AND QUESTION 7 

(How do you feel about what is happening to your child?] 

Marital Status 
Single Married Divorced 

Othc?.r 1 (25. 00) 1 7.691 0 ( 0.001 

Empathetic 0 0.00) 0 ( 0.00) 1 (5 0. 0 0) 

Anxious 0 ( 0.00) 6 (46 .. 15) 1 (50.00) 

Depressed/bad 0 C 0.00) 1 (_ 7. 6 9) 0 ( 0. 00 )_ 

Uncomfortable 2 (5 0. 0 0) 2 (15.38) 0 ( 0.00) 

Comfortable 1 (25 .. 00) 3 (23.08) 0 C 0.00) 

Total 4 · 13 2 

Responses N = 19. 

A slight relationship or consistency existed between 

understanding what was happening to the child and the 

educational achievement of the subject interviewed (table 7) • 
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TABLE 7 

CORRELATION BETWEEN EDUCP. ... TIONAL ACHIEVEMENT 
AND RESPONSES TO QUES 1TION 6 

(Right now do you understand what is happening to your child? 

Education No Yes Total 

Grade School 2 (100.00). 0 C 0.00) 2 

Some high school 1 ( 11.11} 8 ( 88.89} 9 

High school graduate 2 ( 50.00) 2 ( 50.00) 4 

Trade school 1 ( 33.00) 2 ( 66.67) 3 

Some college 0 (. 0. 0 0) 1 (.100.00) 1 

Responses N = 19. 

Combining the information contained in table 7 into 

categories of less than high school •(grade, some high school) 

and high school or greater than high school (high school 

graduate, trade school, some college) gives the information 

shown in table 8. 

Less 

High 

TABLE 8 

CORRELATION BET~,JEEt1 EDUCATIONAL ACHIEVEMENT 
AND RESPONSES TO QUESTION 6 

Education No Yes 

than high school 3 (27.21) 8 (72.73) 

school or greater 
than high school 3 (3 7. 5 0) 5 (_6 2 • 5 9) 

Responses N = 19. 

Total 

11 

8 
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Those subjects who did not understand the 

procedure inflicted upon the child in the less than high 

school category were 27.27 percent of the sample and 

27.50 percent represented those whose education was 

equivalent to high school or greater than high school. Of 

the less than high school group, 72.73 percent, and 62.50 

percent of the high school or greater than high school group 

s tated understanding of the procedure being performed. 

Those three subjects omitted from the ge~eral sample (N%19) 

a l 1. had a high school education and responded "No" (one}, 

and "Yes" (two) to the above question. 

Table 9 is presented to identify the categories into 

which responses were classified when combining the responses 

o f less than high school (grade and some high school) and 

high school or greater than high school (high school 

graduate, trade school and some college). 

Subjects interviewed with less than high school 

education were classified within categories of expressions 

of defineable emotions such as empathy and anxious at 54.55 

percent and 27.27 percent within categories of comfortable 

and uncomfortable (table 10). In contrast, high school 

education or greater than high school education found subjects 

supporting the categories of expressions of defineable 

emotions such as ancious and depressed/bad ~t 37.50 percent 



TABLE 9 

CORRELATION OF EDUCATIONAL ACHIEVEMENT TO QUESTION 7 

(How do you feel about what is happening to your child?) 

Education 
Some High School 

~ 

Grade School High School Graduate Trade School Some College 

Other 0 ( 0.00) 2 (22.22) 0 ( 0.00) 0 ( 0.00) 0 ( 0.00) 

Empathetic 0 ( 0.00) 1 (11.11) 0 ( 0.00) 0 ( 0.00) 0 ( 0.00) 

Anxious 1 (50.00) 4 (44.00) 0 ( 0.00) 1 (33.00) 1 (100.00) 

Depressed/bad 0 ( 0.00) 0 ( 0.00) 1 (25.00) 0 ( 0.00) 0 ( 0.00) 

Uncomfortable 0 ( 0.00) 1 (11.11) 2 (50.00) 1 (33.33) 0 ( 0.00) 

Comfortable 1 (50.00) 1 (11.11) 1 (25.00) 1 (33.33) 0 ( 0. 00) 
- .,__ - - -

Total 2 9 4 3 1 

Responses= 19. 

Ci\ 
\.0 
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and 65.50 percent within the categories of comfortable 

and uncomfortable. 

TABLE 10 

CORRELATION OF EDUCATIONAL ACHIEVEMENT TO QUESTION 7 

Education 
Less than High School 

High School Greater 

Other 2 (18.18) 0 0. 00) 

Empathetic l ( 9.09) 0 ( o. oo l 

l.nxious 5 (.4 5. 4 5) 2 (25. 00} 

Depressed/bad 0 0.001 1 (_12.50)_ 

Uncomfortable 1 (_ 9. 09) 3 (37. 50) 

Comfortable 2 (18.181 2 (25. 001 

'rotal 11 8 

Responses N = 19. 

Those three subjects omitted from the general 

or 

sample (N=l9) of tables 9 and 10 had a high school education 

and were classified within the categories of other, anxious, 

and depressed/bad in response to question 7. 

There is some significance between the sex of the 

child treated and the subject's response to the question 

"How do you feel when your child is sick?" (table 11)_. 

Responses fell into categories of anxious (_50.00 percent), 
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empathetic (25.00 percent), and depressed/bad (25.00 percent) 

with relation to a male child. Anxious (9.09 percent), 

helpless (36.36 percent), empathetic (27.27 percent), and 

d e pressed/bad (27.27 percent) were considerations of a 

female child. Those three subjects omitted from the general 

s a mple (N=l9) represented responses concerning female 

c hildren and responded anxious (two), and helpless (one}. 

Sex 
-- -· 

Ma le 

Fe male 

4 

1 

TABLE 11 

CORRELATION BET~~7EEN SEX OF CHILD AND 
RESPONSES TO QUESTION 4 

(How do you feel when your child is sick?} 

Anxious Helpless Empathetic Depressed/Bad 

(_50. 00) 0 ( 0.00) 2 (25. 00) 2 (25. 00l 

( 9. 0 9) 4 (36.36) 3 (27.27) 3 (2 7. 2 7) 

Responses N ~ 19. 

Total 

8 

11 

There is a relationship between the level of income 

of the subjects and t.he feeling state expressed when asked 

"How do you feel when your child is sick" (table 12). Of 

the sample 78.95 percent were within the less than $6,000.00 

annual income range, while only 21.04 percent of the sample 

were classified with an annual income greater than $6,000.00. 

Those subjects with an annual income of less than $6,000.00 

expressed responses within all four categories. Subjects 
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earning $6,001.00 to $12,000.00 annually responded as 

helpless and depressed/bad. These results would have been 

more reliable if more subjects interviewed had fallen 

within the higher annual income range of $6,001.00 to 

$12,000.00 or greater. 

TABLE 12 

CORRELATION OF INCOME TO RESPONSES TO QUESTION 4 

Deoressed/ 
Annual Income Anxious Helpless Empathetic Bad Total 

Less than 
$6,000.00 5 (_33.00) 3 (20.00) 5 (_33.33) 2 (13.33) 

. . 

$6,001.00 to 
$12,000.00 0 C 0. 0 0) 1 (25.00) 0 ( 0.00) 3 (75.00) 

Responses N = 19. 

Those three subjects omitted from the general 

sample (N=l9) stated annual incomes of less than $6,000.00 

(two) and $12,000.00 (one). Reported incomes provided for 

a duplication of data, responses to the question did not. 

Responses supported the categories of less than $6,000.00 

15 

4 

as anxious and helpless, $6,001.00 to $12,000.00 as anxious. 

There appears to be a minimal relationship between 

the expression of emotion stated by the sub7ect and the 

placement of the involved child within the family (table 13}. 
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Of the nineteen children involved in this study, 57.89 

percent were the first-born and 36.84 percent were second-, 

fourth-, sixth-, and seventh-born, while 5.26 percent of the 

children were ninth in the family order. 

TABLE 13 

CORRELATION BETWEEN THE PLACEMEMT OF THE CHILD 
IN THE FAMILY AND THE RESPONSES TO QUESTION 4 

(How do you feel when your child is sick?} 

Placement 
.(: 

01- Child 
in Family An..~ious Helpless Empathetic Depressed/Bad 

First 3 (27.27) 1 r 9.09) 3 ( 27.27} 4 C 36.36) 

Second 0 ( 0.00) 2 C 66.67) 1 C 33.33) 0 ( 0.00) 

Fourth 2 (100.00) 0 ( 0.00) 0 ( 0.00) 0 (_ 0.00) 

Sixth 0 ( 0. 00) 0 ( 0.00) 0 ( 0.00) 1 (100. 00) 

Seventh 0 ( 0. 00) 1 (100.00) 0 ( 0.00) 0 ( 0. 0 0) 

Ninth 0 ( 0. 00) 0 ( 0. 0 0) 1 (100. 0 0) 0 ( 0. 00) 

Responses N = 19. 

rrota 

11 

3 

2 

1 

1 

1 

1 

The data distribution above are weighted signifi

cantly towards the first-born child. In an effort to better 

visualize responses, table 14 combines the order of the child 

in the family into first and second through ninth, which 

groups the responses into more significant numbers. 
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TABLE 14 

CORRELATION BETWEEN THE PLACEMENT OF THE CHILD 
IN THE FAMILY AND 'rI-IE RESPONSES TO QUESTION 4 

Pla cement 
of Child 
in Family Anxious Helpless Empathetic Depressed/Bad 

First 3 (27.27)_ 1 ( 9.09} 3 (2 7. 2 7): 4 (.36.36)_ 

Second-
nlnth 2 (_2 5 • 0 0) 3 (37.5 '0) 2 C2 s. o o )_ 1 Cl 2. 5 0 J 

Responses N = 1g. 

Responses of the subjects concerning first~born 

children strongly supported the categories of anxious 

' 

Total 

11 

8 

(27.27 percent), empathetic (27.27 percent), and depressed/ 

bad (36.36 percent). Responses concerning the second 

through ninth child are classified as anxious (_25.00 percent), 

helpless (37.50 percent), and empathetic (25.00 percent). 

Those three subjects not included in the general sample 

(N=l9) replied feeling anxious (two}, first-born and 

second through ninth, and helpless (one}, a second- through 

ninth-born child. 

Table 15 identifies a significant relationship 

between those subjects responding with a need to be with 

the child during the procedure and those subjects stating 

ambivalence. Ambivalent replies to this question included 

"I would like to be here waiting and my husband with her," 
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and "I would like to be with her, but want to stay here 

because I get too upset." Mothers stating a desire to be 

with the child were 88.24 percent of N~l9, while 100 percent 

of the fathers and significant other of N=l9 stated a desire 

to be with the child during the treatment. Those three 

subjects omitted from the general sample (N~l9) responded 

to "where I am now" (two) and "ambivalent" (1). The 

ambivalent response was "I would like to be here and with 

he:~r .. " 

TABLE 15 

CORRELNI1ION BETWEEN THE ATTENDING ADULT 
AND RESPONSES TO QUESTION 9 

(Would you like to be where you are now or with 
your child during this procedure?) 

.Attending Adult Nith Child Ambivalent Total 

Mother 15 ( 88.24) 2 (11. 7 6 J 17 

Father 1 (100. 00} 0 ( 0.00) 1 

Other 1 (100.00) 0 (_0.001 1 

Responses N ~ 19. 

A minimal relationship appears to exist between the 

trauma insued by the child and the feeling response stated 

by the subjects. The majority of responses fell into 

categories of anxious, uncomfortable, and comfortable and 
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were relative to the trauma of septic workup. The categories 

of uncomfortable and comfortable were utilized because some 

expression was suggested, but an insufficient amount to 

categorize as anxious, depressed/bad or empathetic. The 

category "other," included comments such as "I don't know" 

or "no answer" (see table 16). 

Those three subjects omitted from the general 

sample (N=l9) responded in categories other, depressed/bad 

and anxious, with trauma classifications as septic workup 

and septic workup with intravenous therapy. 

A significance of response classification was 

expended in the time a trauma was insued upon the child. 

There appears to be a significance between the type of 

trauma to the child and the feeling state responded by the 

sub~iects. The trauma insued by the child appears to bring 

about a noteworthy expression of emotion by the subjects 

interviewed regardless of the category classification of 

the subject responses. 

There is a relationship between the proximity of the 

waiting place, or the effect of waiting and separation, 

and the feeling stated by the subject in response to "How 

do you feel when your child is sick?" (see table 17}. 

Responses of the three subjects omitted from the general 

sample (N=l9) renlied as anxious and helpless. 



TABLE 16 

CORRELATION BETWEEN TRAUMA INSUED BY THE CHILD AND RESPONSES TO QUESTION 7 

{How do you feel about what is happening to your child? 

Trauma Other Empathy Anxious Depressed/Bad Uncomfortable ComfortablE 

Septic workup 1 ( 7.69) 0 ( 0.00) 5 ( 38.46) 1 ( 7.69) 2 ( 15.38} 4 (30.77) 

Myringotomy 0 ( 0.00} 0 ( 0.00) 1 (100.00) 0 ( 0.00) 0 ( 0.00) 0 ( 0.00) 

Septic workup 
with 
subdural tap 0 ( 0.00) 0 ( 0.00) 0 ( 0. 00) 0 ( 0.00) 1 (100.00) 0 ( 0.00) 

Blood work 0 ( 0.00) 1 (100.00) 0 ( 0.00) 0 ( 0.00). 0 ( 0.00) 0 ( 0.00) 

Septic workup 
with 
IV therapy l (33.33) 0 ( 0.00) 1 ( 33.33) 0 ( 0.00) 1 ( 33.33} 0 ( 0.00) 

Responses N ~ 19. 

Total 

13 

1 

1 

1 

3 

....J 

....J 
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TABLE 17 

CORRELATION BETWEEN WAITING IN THE PLACE INTERVIEWED 
AND RESPONSES TO QUESTION 4 

(How do you feel when your child is sick?) 

Place of Depressed/ 
Interview Anxious Helpless Empathetic Bad Total 

Examination 
room 4 (44.00) 1 (11.00) 4 (44.00} 0 ( 0.00) 9 

tva iting 
r o om 0 ( 0. 0 0) 2 (50.00) 0 ( 0. 0 0) 2 < ·so. oo) 4 

Ou ter 
h a llway 1 (25.00) 1 (25.00) 1 (2 5. 0 0) 1 C 25.00) 4 

Pediatric 
e mergency 
r o om. 
hallway 0 ( 0. 00) 0 ( 0. 0 0) 0 C 0. 0 0) 2 (100. 00) 2 

Responses N = 19. 

The tables chosen to illustrate the greatest 

significance of correlation between the demographic data 

and the questionnaire responses supported the significance 

summarized from the tables analyzing frequency distribution 

to questionnaire responses. The attending subject, 

regardless of sex, race, education, or income generally 

desired to be with the child during the traumatic procedure 

and stated expressions of anxiousness, empathy, depression, 

helplessness, and a lack of comfort as a result of the 

child's illness and the related separation. 
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Responses of the Sample by Non-verbal 
Communication 

Responses of the· sample by non-verbal communication, 

table 18, represent both general and specific forms of 

body language observed by the investigator during the 

course of the interview. The percentages for this table 

are representative of the total sample of twenty-two. The 

investigator did not observe each subject prior to the 

interview for non-verbal communication, nor did the 

investigator explore the cultural and social ranking of 

each subject prior to the interview. The purpose of table 

18 is to demonstrate correlation between the questionnaire 

responses and the non-verbal behaviors of the subjects for 

the purpose of administering support to the questionnaire 

responses as the subjects' feelings regarding the parent

child separation were revealed. 

Observations consistently noted by the investigator 

referencing the verbal and non-verbal body language were 

body positioning, (standing or sitting), voice tone and 

delivery, center of eye focus, and observation of the 

particular idiosyncracies of the subjects. Body 

positioning demonstrated a general movement to fixed 

positioning of the body. This is defined as the subject 

remaining in a single position throughout the majority of 

the interview. For example, table 18, question 6, "Right 



TABLE 18 

RESPONSES OF THE SAMPLE BY NON-VERBAL C0!'-1MUNICATION 

Q'-.l2stion Number 
l 2 3 4 5 

Non-verbal Behaviors No. i No. % No. % ~Jo. % Ne. % 

Focal observation of emergency 
room 5 22.73 5 22.73 5 22.73 5 22.73 5 22.73 

Focal observation of treatment 
room 13 59.09 13 59.09 13 59.09 13 59.09 13 59.09 

Sitting: 
Fixed position 13 59.09 13 59.09 13 59.09 13 59.09 13 5q. 09 
Relaxed 3 ' 13.631 3 ll.63 3 13.63 3 13.6 ] 3 13.GJ 
Shakinq/movinq legs-feet 4 18.18 4 18.18 4 18.18 4 18.18 4 18.18 
Shaking/movinq arms-head 4 18.18 4 18.18 4 18 .18 4 18.18 4 18.18 
Rocking body back and forth 1 4.55 1 4.55 1 4.55 1 4.55 2 9.09 
Edqe of chair 1 4.551 1 4.55 1 4.55 1 4.55 1 4.55 

Standing: 
Alternate moves 1 4.55 1 4.55 1 4.55 1 4.55 1 4.55 

Voice: 
Expressive/fluctuant 12 54.53 12 54.53 12 54.53 12 54.53 12 54.53 
Pre-occu?ied/hesitant 3 13.63 3 13.63 3 13.63 3 13. 63 3 13.63 
Stutterina l 4.55 1 4.55 l 4.55 1 4.55 1 4.55 
~1onotone 3 13.63 3 13.6 3 3 13.63 3 .13.63 3 13.GJ 
De monstrative/exolicit 2 9. ()9 2 9.09 2 9.09 2 9.09 2 9.09 
Hostile 1 4.55 l 4.55 1 4.55 1 4.55 1 4.55 

Cmnbir.a tion: 
Focal observation of emergency 
room activity/treatment room 2 9.09 21 9.09 2 9.09 2 9.09 2 9.09 

Crving 4 18.18 4 18.18 4 18.18 3 13.63 3 13.63 
Frm-,ning 3 13.63 3 13.63 3 13. 63 3 13. 63 3 13 .63 
Smoking: 

C1.qarette burning 2 9.09 2 9.09 2 9.09 2 9.09 2 9.09 
Laughing 1 4.55 1 4.55 1 4.55 
Other: 
~ing lips, biting nails, 

clasping hands, hands to face, 
picking nails 8 36.36 7 31. 82 5 22.73 4 18.18 5 22.73 

Responses N ~ 22. 

6 
No. % 

5 22.73 

13 59.09 

13 59.09 
3 13. 63 
6 27.27 
5 22.73 
2 9.09 
1 4.55 

1 4.55 

13 54.53 
3 13.63 
1 4.55 
2 9.09 
2 9.09 
1 4.55 

2 9.09 
2 9.09 
4 18.18 

2 9.09 
l 4.55 

5 22.73 

7 
No. % 

5 22.73 

13 59.09 

13 59.09 
3 13. 6J 
6 27.27 
5 22.73 
2 9.09 
1 4.55 

1 4.55 

13 54.53 
3 13. 63 
1 4.5~ 
2 9.09 
2 9.09 
1 4.55 

2 9.09 
3 13.63 
5 22.73 

2 9.09 
1 4.55 

6 27.27 

00 
0 



TABLE 18--Continued 

Question Number 
8 9 10 11 

Non-verbal Behaviors No. % No. % No. % No. % 

Focal observation of emergency 
room 5 22.73 5 22.73 5 22.73 5 22.73 

Focal observation of treatment 
room 13 59.09 13 59.09 13 59.09 13 59.09 

Sitting: 
Fixed position 12 54.53 11 50.00 11 50.00 12 54.53 
Relaxed 3113.631 ~ 18 .18 4113.18 4 18. 18 
Shakinq/movina leqs-feet 7 31.82 6 27.27 6 27.27 6127.27 
Shaking/moving arms-head 6 27.27 4 13.18 4. 18, U; 4 18.13 
Rocking body back and forth I 3 13.63 31 13. 6 3 3 13.G3 2 0.09 
Edqe of chair 1 4.55 1 4.55 1 4.55 1 4.55 

Standing: 
Alternate moves l 4.55 1 4.55 ] 4.55 l 4.55 

Voice: 
Expressive/fluctuant 12 :i4. S 3 12 54.53 12 54.53 12 54.53 
Pre-occupied/hesitant 3 13.63 3 13.63 3 13.63 3 13.63 
Stutterinq 1 4.55 l ,1. 55 1 '1. 5 5 1 4.55 
Monotone 21 9.09 2 9.09 2 9.09 2 9.09 
Demonstrative/explicit 2 9.09 2 9.09 2 9.09 2 9.09 
Hostile 

I 21 9.09 2 9.09 2 9. 09--:r 9.09 
Combination: 

9.091 J Focal observation of emergency 
roo:n activity/treatment room 2 9.09 2 2 9.09 9.09 

Crving 3 13.G3 4 lR.18 4·- 18.18 J 13.63 ---
Frowninq 5 22.73 5 22.73 5 22.73 5 22.73 
Smoking: 

Cigarette burninq 2 9.09 1 4.55 1 4.55 2 9.09 
Laughing 1 4.55 1 4.55 2 9.09 2 9.09 
Other: 
~ing lips, biting nails, 

clasping hands, hands to face, 
picking nails 8 36.36 4 18.18 4 18.18 6 27.27 

Responses N 2 22. 

12 
No. % 

5 22.73 

13 59.09 

12 54.53 
4 18.18 
6127.27 
4 18.18 
2 9.09 
1 4.55 

1 4.55 

12 54.53 
3 13.63 
1 4.55 
2 9.09 
2 9. 09 
2 9.09 

2 9.09 
1 4.55 
'l 18.18 

1 4.55 
2 9.09 

5 22.73 

13 
No. % 

5 22.73 

13 59.09 

12 54.53 
4 18.18 
5 22.73 
4 18.18 
2 9.09 
114.55 

1 4.55 

12 54.53 
3 13. 63 
1 4.55 
2 9.09 
2 9.09 

. 2 9.09 

2 9.09 
l 4.55 
4 18.18 

1 4.55 

5 22.73 

Cl:) 

I-' 
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now, do you understand what is happening to your child," 

illustrates that 59.09 percent of the sample sat in a fixed 

position, 13.63 percent appeared r~laxed, 27.27 percent 

demonstrated excessive shifting of the feet while sitting, 

22.73 percent demonstrated shaking of the arms/head, 9.09 

percent were rocking the body forward and backward, 4.55 

percent sat on the edge of the chair, and 4.55 percent stood 

while displaying alternating movements of the feet. 

The category "other" incorporates the behaviors 

peculiar to one individual, such as rubbing hands, cracking 

knuckles, scratching the head, picking at a·purse, fumbling 

change, picking the face, digital manipulation of a pen, 

and intermittent visualization of an object or another 

person. The behaviors classified as "other" are expressions 

of emotion, and may be indicative of a preoccupation or 

idiosyncratic to a subject's normal non-verbal body 

language. 

The category "sitting," fixed position included 

the subgroups of a subject sitting, hands clenched between 

legs; sitting, grasping purse, legs together, feet flat; 

sitting, slumped position, hands on knees; sitting, legs 

together, feet flat; sitting, arms crossed against chest; 

and sitting, holding baby's clothing. These behaviors were 

characteristics of the subject's positioning and are 
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classified as expressions of anxious behavior through body 

language (Zunin 1972). 

Within the category "voice," the expressive/ 

fluctuant vocal response was generally noted as eleven 

(5 0 .00 percent) maintained the tonal quality throughout the 

interview. The subgroups monotone (13.63 percent), iden

ti f ied a subject that demonstrated vocal expression at a 

consistent level throughout the interview. Demonstrative/ 

e xplicit (9.09 percent) encompassed vocal tones that were 

exact and precise in expression. The hostile voice (4.55 

and 9.09 percent) was loud and explicit, threatening. The 

pre o c cupied and hesitant (13.63 percent) voice incorporated 

subjects that responded slowly and appeared preoccupied 

wh i le responding to the questionnaire items. The stuttering 

(4.55 percent) voice appeared unsure and hesitated before 

and during each response. One subject altered the pattern 

of vocal tone during the interview, changing from a monotone 

voice to expressive/fluctuant during questions 6 and 7, 

then to a hostile pattern of expression for the remainder 

of the interview (table 19). 

Table 18 illustrates a significant display of 

non-verbal communication which appears to be indicative of 

the dimensions of expression of anxiety during a stressful 

experience, such as the experience of separation 
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encountered by the subjects interviewed in the emergency 

room (Kupst et al. 1975). The non-verbal gestures remained 

relatively constant throughout the table representation of 

body language responses, with a minimal increase in 

non-verbal communication apparent within the midsection of 

the table, leveling to a consistent pattern of response 

following questions 6, 7, and 8. 

Table 18 appears to support the verbal responses of 

expression of· emotion and feelings, stated by the subjects 

during the questionnaire interview. 

Table 19 through 22 are provided to simultaneously 

illustrate the questionnaire and non-verbal responses of a 

s e lected number of subjects. Subjects were chosen to 

demonstrate that the verbal and non-verbal language were 

supportive of each other. 

The subject portrayed in table 19 displayed a minimal 

amount of verbal communication. Questionnaire responses 

were short, precise, and included little dialogue. 

Non-verbal leakage was expressive and justifiably supported 

the verbal responses to the questionnaire items. The 

subject stated a lack of understanding concerning the 

parent-child separation and felt that she could have 

participated by giving support to the child during the 

traumatic procedure. 
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TABLE 19 

COP.RELATIO?I OF VE!'lBl\L MID NON-VEflB/\L RESPONSES TO THE 
QUESTIONNAIRS FOR A fE~-!ALE P/1.RENT 

Non-verbal Responses 

'5 
; ..c: 
0 s.. .., 

••f Ill I,., 
0 µ.r. -8 "' •..-iJ.J 

Ul CJJ.J 
t;,>, 0 tl' Ill '1:J 
C: 0 >, .. 0. 0 .... 't: ,:: 
~ C J.J t:1' ,J .... ii) rec:: >ii) .... C 'TJ 0. 0 
i.. 0, > ... CJ IJI., 3 ..,,: ... 
Ill 1-<•rl µ X O'" CJ u.., 
VJ illµ ,., ..... '!) <:) .... "'0 

Quest.ions Verbal 
J:: E c., ... µ.,~"-' U', ::::. ~ 

Responses 0 <!I Ill 1/1 

Before talking with you, what were you Don't like him X X 
thinldng aoout? getting a spinaltap 

Have you been in any emergency room Yes X X 
before? 

t1'1VC you been in any em0rgcncy room Yes X X 
before with this child? Within 6 months 

How do you feel when your child is sick? Don't like the ic!e<1 X X 
of him being sick 

How do you f•~F:?l about COMing to the Takes a long time X X 
t: mc rgcncy roor:1 with this child? 

Right now, Go you ur.det·stand what i5 No X X 
happening to your chld? 

(H yes), te 11 rn~ what you u:i.dec-stand. ! X 

Di el anyone CX?lain to ~'OU what is being Yes X X 
done t<J your chi. ld? 

H)")o CX?lain,:-d what is being done to your Nurse X :< 
child to yo'J? 

(If no expl.1:1,1 tion J, how do you feel X X 
i,bout not being t,:>ld? 

How do you f'c<:?l about "1hat is Don't like it X X 
happening to your child? 

~here would you like to be r\.c,ht now? ~•ith the child X ,: 

Why would you like to be there? To know what's X X 
qoing on 

Woulr\ you like to be •.:here you arc now With ray child X X 
1 

or ...,.ith your child durin<J this 
procedure? 

Do you know .... hy you CJ.nnot be with your Na X X 
chlld at this time? 

Ho,.,. do you feel about th;it? Unhappy X X 

Do yon think you could help your child !Yes X X 
by bcin<J with him/her? 

CH yes), what would you <.!o to help? I-le wouldn't X X 
probably have 
ccied 

Would it help you to ~ 1o1ith your child Yes )C X 
now? 

Wh,lt did your child do when ynu left Cried (13 months) X X 
the room? 

How do you !eel about that? Upset X X 

Ao ■pon1sc1• N • 1. 

Verbal 
Exoression 

Ill 
'Cl 
C: 
Ill 

.&: ,.:i 
I:;", ..., > 
. s CJ ,:: .... 

c: I') ,1 'll 
•• C. 2 ::, (,/~ 

I,., Ill .w ,:.J . ... 
(!) i'O 0 u,.. .;.J 
_.c,-1 C ::, ::... !JI .., u Q ...., X g 0 ::.~ Cc.. :;, 

X X 

X X 

X X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

:< 

X 

:< 

:< 

X 

X 

X 

l( 

;x 
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Table 20 represents a female parent that simply 

answered the questions offering little additional verbal 

e xpression. Non-verbal leakage supported the verbal 

language. The subject was concerned about the child, 

desired to be with the child, and stated not understanding 

the reason for the separation. Preoccupation with the 

telephone was evident, particularly through visualization 

of the phone and digital manipulation of the purse and its 

contents. 

Table 21 represents the verbal and non-verbal 

responses of a subject other than a parent. Verbal cues 

are numerous and illustrated empathy with reference to the 

ill child, and discontent with the emergency room staff's 

attitude, simultaneously feeling comfortable in bringing 

the child to the emergency room for treatment. Question 6 

stated the subject 4id not understand the treatment being 

performed even though the doctor explained the procedure. 

The subject desired to be with the child in order to give 

support and comfort. 

Non-verbal leakage was also expressive and supported 

the verbal responses of the individual to the separation 

experience. Anxious demonstrations of body language to 

the stressful situation included crying and digital 

manipulation of a facial tissue. Shaking the head may have 
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TABLE 20 

COR.~ELATION OF V-SRBAL M!O NON-VERD;\L RESPONSES TO THE 
QUES1'10NNAIRE FOR A FF:MALE PAREN'r 

Non-verbal 

.j.J 

+' C: 
C: >..c: CJ ,z 
CJ O +' 4,J C i: 

n~ ·l-~J. -~ 
Cl tT> E: c.. Cl] 
<:J ,._. >, ,._. CJ Ill 
,._. (l).j.J CJ.-< CJ 
,iJ !:•.-<.µCl I-< 

41 :> i: ,I.) 0. 
i:,, ..... ..... X <lJ 
s:: 'U., C CJ C 
.j C: 0 _. 0 C e '-J Ol Cl .... ., 

..... 11) II: C 
QJ E' r, 0::, .0 C: 
tJl O O ,., O I-< 0 

Questions Verbal Responses 
Cl O O C, 0 (l)!i: 
0 J.-4 1-, Ul'+-< ::> 

Before t .\lking •,.i th you, what were you What they are going X X 
thinking about? to do to her 

Have you been in any 
b<!fore? 

emergency room Yes X X 

H,1ve you been in any enerc;cncy room Yes X X 
b<!fore with this child? Within 6 months 

How do you feel \,1hen your child is sick? They should co what X :< 
they can to help 

no-w do you feel ai:-out co:ntng to the I didn't know she X X 
cmcrg~ncy roor:1 with t.his child? needed to come 

Hight now, co you und~rstand what is No X X 
happening to your child? 

( If. yes), tell l'IC wh::it you ur1r.!P rs t~ nd X X 

Did anyone e:-:pl.1 in to you wh ,1t is being Yes X X 
done to your child? 

h'ho ex;::,L:i.in~d 'A'hd t is being done to Nurse X X 
your chi td to you? 

(If no e:<planation), how do you feel X X 
a.bout not being told? 

How do you feel about wh.1t is hap!)ening I can't stand to see X X 
to your child? her hollarinq 

!,here "'Ollld you like to b•! right now? Asleep X X 

Why \.·ould you like to b? there? Just resting X X 

Would you like to ~ wh•~re you ,\re now With my child X X 
or with your chilt! during th.1.s procedure? 

Do you know why you cannot be with yo1Jr No X X 
child <'lt this time? 

Ho.., t.lo }"OU feel about th,1t? I don't like it X X 

Do you th.ink you coul<l help your child Yes· X X 
by being with hir.i/h.:?r? 

(If yes), what would you do to help. Just be there, don't lC X 
like to hear her cry 

Would it help you to bo 
now? 

"'ith your child Yea X X 

tlhat did your child do when you left Cried X X 
the room? (14 months) 

How do you feel about that I really didn't like it X X 

Responses 

,I.) 

0 -0 Q 
0 ~ tr> 
~ (I) (I) C 

..r::: C, "' i:,, I-< -5 .!:; C' ::, 
i: p. 

•• 4,.1 ..... er, 
C' 111 4,.1 .i:: C' -~ C: i: 0 .. ~ C 

.,... M 0 .... .-< 
"':; ~ "--' .... ,:: .><! ~ C: .µ Ci'-' -~ r: r-< C .c CJ 3 
4J < .µ ,.J(J} ::,,. "' ~ 0 

X X 

X X 

X X 

X X 

X X 

X X 

X 

X 

X 

X 

X 

X 

X X 

X 

X 

X X X 

X lC X 

X X X 

X X X 

X X X 

X X X 
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TADLE 21 

CORRELATION OF' Vf.R!l.\L AHO NOH-'JF.ROI\L RESPONStS TO THE QUESTIONNAIRE 
FOR A S!GNIFlCl\NT OTm:a 

-- .. 
Non-verb.3 l Response!I 

.t:. ;; ... 
) 

~ 

; 
>, -~ 0" 

":, . .;c, ..,..., -g ,,,., ... .c: ~ .3 Ci ., " .... ., 
1 '"'"' ! ;! iQ~.J "' ...... ..) > 

0 "' .. '1':J X C ._.. 
- C. 0 .... ~ ~ .S w l'O :r. 

- c-, .... 0-, .u •• ::, "' "'.:" c:., 
~ ~ c-. -t --t(JO').J ,:; . ..-. a< 

~ 0.. {J u X 0-- 41 '-.r'. :, "-:,., .... ,u ,W--t 'll .:,i g~ ;:; - X 
Questions Verbal Responses 

~~'\.• -~t...~'-' ;.. Ci 
u 

1. 8e!ore talking with you, what were you Baby sister X X X JC 
thinking about? 

2. !lave you been in any ea,crgency rooo Yes X X X X 
b.1for-a? 

J. Ha·;c you !lee:, in a:ty er.ergency room ~lo X JC X l( 
be!ore with this chi ~d? .. Ho11 do you feel when your child is sick? !t hurts, ycu think X X X X 

they ::nay die 

5. Row do you teel c1=out co□ i~g to the rt doest\'t to tr.er :< X X X 
emer<Jenc:,, roo,:t with this child? me-•just •.,1ant her 

to be seen. 
1't'TITUD£ at the 
!!"Ont desk,b<Jthers 
:ne 

6A, Riryht nov, do you unders~and 1ohat is !lo X X X X 
r.1ppcning to your child? 

6B. ca yes), tell !7°,t! what you understand. X JC X X 

6c. Did 11nyor.e c ·.<rlain to you "hat is being Ye,i X X X X 
to your child? 

--· 
60. ;.·t,o expl.1ined '-'h,1t is be in<J done to your Doctor X X X X 

ehi ld to you? 
-

6E. CH no e .~plan-ltion), how do you !eel 
M,out not b~.i.n9 told? 

7, !!vw d<1 j'(JU ! •~c 1 a,t,cut: what is happening I dor.' t li'.<e it, X X X X 
to your child? but kno•,1 she's ')Ot 

to have it 

SA. I/here ""°uld you like to be right now? With ht?r, with the X X )( X 
baby 

an. Wily lieuld you like to b,J there ·/ Because I !eel !She'5 X X X X 
t"line, she knows me 

,. lo'ould :tO•I like to be w!"\~re you are no•,1 With her X lC X 
or "lth your child du1· ir.g this 
procedure? 

lOA, Do yc,u know why yo11 cannot b,1 11ith your No JC X X 
child at this time? 

lOD, How do you !eol about th.it? I feel bad, i! no JC X X 
mother then what 

u .... Oo you think you could help your child Yes X X X 
by being with hir:i/her? 

ll~. (I! Y'lS]' w~,t would you do to help? t know I could X X X 
hl?lp her, she 
would look at me 110 

a mother, she 
responds to me when 
she would w~ke llP 

ll. Would it help you to b,a with your child Yea X X X 

now? 

llA, ){;ut dld your chi lei do when you lett Ou let (child X X X 

the room? l.,th.1rq1c, ll 
months) 

118. Ho"' do yo1J f4!el .. bout that? Worried X X X 

., 
,:::.-. 

; .:! 
.c 'J -~ 
"'" C: 
• ..-.,-;:, 41 

•• t"' C ~ 
1.. C ~..., 
~ •-I 1) 0, 

..C: M \..- ..... 
.u ~ ,0 .,J 

0 

X 

X 

X 

:< 

l( 

X 

lC 

X 

X 

X 

X 

X 

X 

X 

JC 

X 

X 

X 

X 

X 
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expressed disbelief. Pluctuant/expressive vocal pronun

ciation and a fixed sitting position were also present during 

separation of child and significant other. The verbal and 

non-verbal behaviors complimented and supported each other. 

Verbal responses to the questionnaire were expressed 

by a fluctuant vocal tone. Table 22 illustrates a male 

parent desiring to be with the child, understanding the 

procedure being performed and not understanding the 

rationale behind the separation. A discrepancy existed 

be tween questions 11 and 12. The subject stated an 

inability to help the child by being with him during the 

procedure, yet the response to question 12 demonstrated the 

me ans of supporting the child during the procedure. In this 

instance, the follow-up question, rephrased, obtained the 

respondent's point-of-view. 

Non-verbal communication was consistent and 

illustrated the subject continuously observing the treatment 

room and sitting in a fixed position with arms crossed 

against the chest. This position can communicate an inner 

tension (Zunin 1972). The verbal and non-verbal cues 

supported each other. 

The information presented by the responses of the 

sample by non-verbal communication (table 18) and corre

lation of verbal and non-verbal responses (tables 19 through 

22) of a selected number of subjects, characterizes 
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TABLE 22 

CORRELATION OF VERBAL AND NON-VERBAL RESPONSES TO THE QUESTIONNAIRE P'OR A !-u\LE PARENT 

Non-verbal Responses 

8 ' i:: 0 '"' ·"'4'U., 
-c:i: .... <:J Q 
i:: ••'-Ill •Pi v,_::: 
0.., C +J > Ill Ul U 

¥1 i:: 0 C:•.-< 0 0 
.µ <I.I _. fl'] ~, •• Cl,,.. '"' 

: fi UI :.J Ul i:;, :., <1 
..-< UI .µ <:I C: 'U C 

..-1 l,.f <I! IU <l/ (JI. ..... CJ U') ..... 

JO ~J <:J .a l-< :, a. .U XE,., 
tl Cl l,.f I-; 0 • ...-< X ., .... I,. 0, 

Questions Verbal Responses C .r: E-< .;, X:,... ~ .... c,.."'"' 
"•0 >:.J Vl 

l. Before talking with you, what were you Hoping to sec if he was X X X 
thinking about.? <\ll right, I would like to 

know 
--

2. Have you been in any emergency room No X X X 
before? 

J. Have you been in any e:,icr:gency ::-com Yes X X X 
be(ore .,..i th this child? Within 6 months 

-I, How do you feel when j'OI.J-C child is sick? !3ad--makes me hurt X ;< X 

5. Bow do you te~ 1 c>.bout cou1.nq to the I thbk he is real sick X X X 
emergency roo~ with this chi id? when I brinq hiM here 

E.!,'" Right. now, do you understar.d what is '{es X X X 
hapiJ..::ning to your child'? 

~s. (If yes), tt')ll me what you undcrsta;,d. s;~ir.al tap, needle in X X X 
chest, blood tests 

6C. Did a;'lyone exr,l,1i:, to ycu what is being Yes X X X 
done to your child? 

~ 

6D. Who e xpld ined whut lS bcin<J cone to your Doctor X :< X 
child to you? 

6E. (If no expl -.'ln -1tionl, how do you foel X X X 
11bout not being told? 

7. now do you feel about what is !1,lppening Re,11 b,"1. just hope he is X ;< X 
to your child? gonna be all right 

OA. 1'.'herc ...-r:iuld you like to be !'iqht now? With him X X X 

8 iL .,11y YOuld you like to ~ there? Just to be with him X X X 

,. !l'ould you like to be wh~re you .1rc now With him X X X 

or "'i th your c.:hi.ld <lnrinc; th.i.!l procedure? 

lOA. Do you kno w why you c,1nnot. be ..,ith your No X X X 
chlld .,_t this time? 

lOB. How do yo11 feel about that? I !eel something is bad X X X 

lH.. Do you thinlc you could help your child No :< X X 
by being with hi;:n/her? 

llB. (If ye'J), what would you do to help? X X X 

12. Noul<l it help you to be with your child I would just be lookinq :< X X 

now? clnd know I c.1n't pick him 
up and hold him 

lJA. 1'<hat did your child do -when you loft Cried (7 monthll) X X X 

the room? 

ua. How do yo11 feel about that? Bad X X X 

1lesponeea H • l. 
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expressions indicative of anxious non-verbal behaviors and 

verbal concerns to a stressful situation, such as an 

emergency room separation experience (Kupst et al. 1975). 

These data provided evidence that a significant amount of 

energy was exoended during the waiting period of the subjects 

involved in the study while seventeen subjects, ·or 77.27 

p e rcent of N~22 stated a desire to be with and support the 

child during the traumatic procedure. 

Summary 

In reviewing the results of the analysis of data 

o bta ined from the tables and descriptive analysis of verbal 

and non-verbal responses as presented, the following 

r esults are presented: 

The frequency distributions from the responses of 

the sample to the questionnaire (table 2), significantly 

illustrated a need by the attending subject to be with the 

child during the traumatic medical procedure. The purposes 

of offering support and security to the child were cited by 

the subjects, and in addition, the subjects stated that it 

would benefit the parent to be with the child during this 

procedure. The expressions of emotions verbally communi

cated to the investigator through use of the questionnaire 

supported anxious feelings, empathy and helplessness, and 

depressed/bad feeling states. 
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Tables 3 through 17 illustrated the significance of 

correlation between the demographic data and the question

naire responses. The attending subject, regardless of 

demographic characteristics, generally desired to be with 

the child during the traumatic medical procedure and stated 

dimensional expressions of anxiousness, empathy, depression, 

helplessness, and a lack of comfort as a result of the 

child's illness and the related separation. 

Table 18, showing the responses of the sample by 

non-verbal communication, supported the verbal responses of 

the expression of emotion and feelings, stated by the 

subjects during the questionnaire interview. The subjects 

involved in the waiting time during the separation experience 

would, when given the choice, prefer redirecting this 

separation time into offering constructive support and 

security to the child who is being treated, simultaneously 

alleviating self-concern about the procedure being 

performed, the welfare of the child, and the unknown factor 

involved with waiting. 

As one parent responded, "No matter what time or 

olace I shou] d be allowed to be with her at her age," and 
.. ' -

another stated, "I want to at least be given the choice." 



CHAPTER V 

SUMJ'-1ARY, CONCLUSIONS, IMPLICJ-\TIONS, 

AND RECOL'-iMENDATIONS 

The summary, conclusions, implications, and recom

mendations for this study are discussed below and encompass 

a review of the entire study and an exposition of the 

possibilities derived from the study. The identification 

of significant elements obtained from the analysis of data, 

appropriate direction to a specific audience and suggestions 

for future research are also di3cussed. 

Summary 

This study was conducted to investigate parent 

responses induced as a result of separation from the child at 

a time when their child was subjected to a traumatic 

medical treatment. The purposes of the research were to 

investigate and describe the responses of the subjects which 

occurred during the emergency room experience and determine 

if the responses relative to the separation were significant 

to warrant successive studies. The responses were obtained 

through use of an interview questionnaire which incorporated 

the observation of both verbal and non-verbal comm.unication. 

93 
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The research tool, an open-ended questionnaire, 

demographic data sheet, and body language checklist, for 

this study was developed by the investigator prior to and 

tested during a pilot study which extended from January, 

1977 to March, 1977. The pilot study sample consisted of 

five individuals and was conducted in the pediatric 

emergency room of an 800-bed, non-profit, city-county 

hospital in a metropolitan area of over one million persons, 

in the southwestern United States. The research tool was 

designed to elicit verbal and non-verbal responses, from 

the parent during the parent-child separation~ in an effort 

to arouse definable feelings and expressions of emotion of 

the subjects interviewed. The research tool was revised, 

following the pilot study, to include thirteen open-ended 

questions, a demographic data sheet, and a body language 

checklist. 

The convenience sample, for the major - investig~tion, 

was obtained from one pediatric emergency room of an 800-

bed, non-profit city-county hospital in a metrolitan area 

of over one million persons and consisted of twenty-two 

subjects, which included eighteen females and four male 

subjects. The questionnaire was presented by the investi

gator through use of the standardized interview technique. 

It was conducted by (11 presenting the questionnaire items, 
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and (2) the demographic information was obtained and the 

body language cues were observed and recorded throughout 

the interview by the investigator. The data collection 

phase of the study extended from March 11, 1977 to June 26, 

1977. 

Data were analyzed through use of frequency distri

bution and the chi-square test for level of significance. 

The father figures and significant others interviewed were 

insufficient in number, therefore, the chi-square analysis 

was not valid. The level of significance given for each 

correlation was in terms of percentage and frequency 

distribution, rather than the chi-square value. 

Data were further analyzed through use of a matrix 

tnble to illustrate the responses of the sample by non-verbal 

co™nunication (table 18) and the responses of a selected 

sample through correlation of verbal and non-verbal responses 

to the questionnaire items (tables 19 through 22). The 

result of the data analyses supported some of the literature 

which suggested that parents should accompany the child 

whenever and wherever possible. It is a frightening 

experience for both parent and child when a child is taken 

away and placed in a situation totally beyond the control 

of the parent and/or the child (Robinson 1972 )_. Data 

further supported by Kupst et al. (19751 stated that in 
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stressful situations such as in an emergency room, a person 

that is not already in distress over a presenting problem 

may become worried or anxious, as when faced with a 

previously undetectable situation. The analysis of the 

correlation between the verbal and non-verbal responses to 

the questionnaire items supported the literature which 

stated that emotional communication is a general human 

ability and both body language and the spoken language are 

a part of that communication. This emotional coromunication 

must be related and interdependent to deliver the complete 

meaning and message between people (Zunin 19721. 

Results of data analyses indicated that the attending 

parent, regardless of demographic characteristics, stated a 

desire to be with the child during the procedure for the 

purposes of offering support and security. Subjects stated 

dimensional elements of anxiousness, empathy, depression, 

and helplessness resultant from concern about.the child's 

illness and the unkno,,m, during the period which involved 

the parent-child separation. Body language and verbal 

responses complimented and significantly supported each 

other throughout the analyses of data. 

Conclusions 

The purposes of this study were to Cl}_ investigate 

parental responses induced as a result of the separation 
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experience incurred in the emergency room, (2) describe the 

verbal and non-verbal responses of parents or significant 

other which occurred during the emergency room experience, 

and (3) determine if the parental responses relative to the 

separation experience, warranted successive studies. 

The purposes of this investigation were answered 

as follows: 

1. The verbal responses of the subjects interviewed 

were investigated through use of the research tool, were 

inte rpreted and classified into the categories of anxious, 

empathetic, depressed/bad, helpless, comfortable, and 

uncomfortable relative to the specific responses to question-

naire items 

2. The non-verbal responses of the subjects inter~ 

viewed were described and placed in a matrix table. The 

behaviors displayed were expressions of the emotions of 

anxiety as supported by the literature 

3. A significant relationship existed between the 

verbal and non-verbal responses, as each was supportive of 

the other 

4. The verbal responses to the questionnaire items 

identified a large percentage of individuals unable to 

recognize or understand the rationale necessitating the 

parent-child separation 
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5. Verbal responses supported a desire of the 

subject to be with and support the child during the traumatic 

treatment regardless of the demographic characteristics of 

the sample 

6. The correlation of demographic characteristics 

to questionnaire responses illustrated that a significant 

relationship existed between: 

a. The subjects interviewed and the response 

to questionnaire items relating to the subject's feelings 

surrounding the separation and the subject's desire to 

remain with the child during the traumatic procedure 

b. The marital status of the subject and the 

expression of emotion stated by the subject 

c. The educational achievement of the subject 

and the expression of emotion stated 

d. The income of the subject and the feeling 

state expressed 

e. Waiting during the separation period, and 

the expression of emotion stated by the subject 

The correlation of demographic characteristics to the 

questionnaire responses by the subjects further suggested 

that the trauma insued by the child, regardless of the type 

of trauma, appeared to elicit significant expression of 
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emotion by the subject independent of the category classi

fication of the subject responses. 

The purpose to determine if the parental responses 

relative to the separation experience warranted successive 

studies is discussed in the recommendations from the study. 

Implications 

The implications derived from the findings of this 

study are directed toward nursing practice and nursing 

education to include the assessment of family interaction 

by the health care professional in an acute care setting. 

An increase in the nurses' awareness of the capabilities .~-

and concerns of parents can influence and help make an 

eme rgency room experience both medically successful for the 

child and less stressful for the parent. Parents can be 

incorporated into the hospital situation so that they 

are a ble to maintain involvement by giving comfort, 

support, and security during the course of a traumatic 

trea tment to the child. To determine the readiness of 

the parent for fostering supportive care, nursing 

assessment can be initiated prior to and during the 

initial examination of the child in the emergency room. 

When parents demonstrate cooperative attitudes and appear in 

control of their emotions during the initial encounter, 
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their presence could be valuable for the family unit as well 

as the health team during the traumatic treatment procedure. 

Because the parent's expressions of emotion (anxiety) 

were so explicit during the waiting period, an awareness 

on the part of the nursing professional at redirecting this 

emotional energy into a more constructive mode may allow 

the health care team to deliver improved care to both the 

parent and the child in the emergency room. 

Recormnenda tions 

The following recommendations ·are offered for 

subsequent research studies in the area of the parents' 

contribution to the child's care in an emergency room or 

acute care setting. 

1. Investigate rationale for policies which may 

prohibit the continuity of the parent-child unit within an 

emergency room setting during a traumatic medical treatment 

2. Research designed to assess family interaction 

during an acute care situation 

3. Experimental research designed to prepare parents 

to offer support to their child during the performance of a 

traumatic medical treatment versus a control group unable 

to render support or participate during the procedure 
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a. Investigate the results of parent assistance 

as perceived by the health care professional 

b. Investigate the results of parent partici

pation or lack of participation as perceived by the parent 

4. Experimental research designed utilizing a control 

group and an experimental group. The purpose would be to 

identify the expression of behavior presented by children 

ages six months to four years during and shortly following 

a traumatic medical procedure performed upon the child. 

Group A would involve parent participation during the 

procedure. Group B would involve separating the parent and 

child during the performance of the procedure 

5. Investigate the influence of the time of the 

traumatic medical procedure to the responses of the parent 

6. Investigate the income of the parents versus 

their responses given to the traumatic medical procedure 

or separation from their child 

7. Investigate the educational achievement of the 

parent versus the responses given to the traumatic medical 

procedure or separation from their child 

8. Investigate the influence the age of the child 

has upon the types of responses parents cite to separation 

from their children during the traumatic medical procedures 
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9 . . Investigate the influence of the age of the parent 

to the types of responses parents state to separation from 

their children during traumatic medical procedures 

10. Compare the capabilities of the parent to 

render support to the child during a traumatic medical 

procedure versus rendering support to the child during the 

treatment of traumas resultant from accidents such as 

lacerations, fractures, head trauma, and bites 
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Dallas, Texas 75235 

106 · 1130 1-1. D. Anderson Blvd. 
Houston, Texas 77025 

AGEHCY PEill:HSSION FOR CONDUCTING STUDYi: 

THE 

GRANTS TO }1\lTl\H:\ H. I ICO}B 

a student enrolled in a program of nursing lending to a Easter's Degree at 
Texa:c-:; ~,Joraan' s University, the privilege of its facilities :ln order to study 
the following problem: 

); F·.., -,:.·1-'•r, ·1 }? . 1' n A..s· n•-.c·1• ,.,, ·a c• ' . ,..,_ • n . c.J. ,/! I..•< .• ,_ . ,~;:,I)Onses-·- •• . .,_ .:_, l, o:c C, 1:>8VtJ.c:,"i:,J.On- l!!)(~peri0ncc . 

I an invc:-:,;t.i.c,c1.tLr1u; J:.aronto...l ::ccs)?onses inducccl c.\S a :eesn1t of ser~t:.~c~-ti.on 
:f:r:or.1 ·chej_ r.: c11i1dr,:)n at a time when the child. is :.,ub be tcd to a tr::-.-,rn,:~J.tlc 
Ii'.c-clic2..l tx-0:!.t.r.~cnt. · The tooJ. u:5cd. ►to cxg1o:cc ·th:;~3c ;esponscs will 1>~ 2.n 
irrt.o~cv:i.r.r:i q_ucst:i.omtdro 2.:c:.d. chcc.~:list for l)od.y l.;_1-nguazc.. A demo~;r.i:i:;;-r1.c ;
(:a.ta :)v_:;i_)-t, 11iJ.l 1x: ntilisod f'or corn:r.:-n·.i.son of results. fl.nonyni-cy ·hill be 
c"'-~:"jUJ:od each ]?:1.:::-t.ic.;J.p2.n-t o:f this stu:.ly. 

TI1e conditions mutually ngreed upon are as follows: 

1. The a3ency (may) {may--not-)--be ~.dcntifietl in the final report. 

2. The names of consultative or administrative personnel in the 
agency (may) (mc~y-not"T be identified in the final report. 

3. The agency (wants) (does-not:.·--r-T'c.1ilt) a conference ,1ith the stu
dent when the report is completed. 

4. The agency is (,;,:rilling) (unw11-l=h!~) to allow the co:npleted 
report to be circulated through interlibrary loan. 

5. Other: __________________ __. ___ , __________ _ 

D:1te · (J .- '"? ·- r"J_ / 
.. --··· _.") / .. -Ltc..-..:.::.t; __ ~---

*Fill out and sir;n thrc:'.-~ copies to b1:~ distributed as follows: Original 
Student; first copy --- agr!ncy: second copy -- T.H.U. Collc!ie of Nursing. 
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Houston, Texas 77025 

AGEt-JCY PERHISSION FOR COHDUCTING STUDYr, 

THE 
----------------------------------

a student enrolled in a proaram of nursing leading to a l~ster's Degree at 
Texn s YoDan's University, the privilege of its facilities in order to study 
th2 f ollowing problem: 

TlY; f 1~ohtc~;). of -t.hts ctucly H.i11 be to invcs·tic?1,te f :J..~contal responses 
in:-1.ucc.:d 2.s a :cc;;:;ul-t or scp:i.::cat1on f:r-on1 their children :.tt a time when 
·the chi J.rl is ::mbjcctsd to a tro.ur:1:~tic meclic2.l treatment. 

The conditions mutually agreed upon are as follows: 

1. The ar;ency (may) f;.11~..,~,'tt~~·~,·t:-) be identified in the final report. 

2. The na1~2s of consultative or administrative personnel in the 
a3ency (may) (1n,:#Y.::i ~s) be identified in the final report. 

3. The :i0cncy (t~~:'~~s) (docs not want) a conference with the stu
dent uhen the report is completed .. 

4. The ar,cncy is (willing) (n::.-1:-;;-r:.:~.l:±-:ig) to allm-1 the completed 
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ORAL DESCRIPTION OF THE PRESENTATION OF THE STUDY 

My name is Barbara Moore. I am a graduate student 

at Texas Woman's University. I am conducting a study here 

in the emergency room concerning the feelings of parents at 

a time when they are separated from their children, as you 

are now separated from your child. 

My study consists of asking a series of questions 

and then obta_ining some information about your age, how many 

children you have, your religion. I will be writing down 

the answers to the questions during this time with you. 

My questions should take about five to ten minutes of your 

ti.rne. 

If you decide to help me with this study, your name 

and. answers will be held in the strictest of confidence. 

Do you have any questions? 

Would you agree to help me with my study? If so, 

should you decide during this time not to continue to answer 

these questions, I want you to feel free to stop at any 

time. 
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INTERVIEW QUESTIONNAIRE 

1. What were you thinking about before I introduced 
myself to you? 

2. Have you been in any emergency room before? 

3. Have you been in any emergency room before with this 
child? 

4. How do you feel about the fact that you had to come 
to the emergency room with this child? 

5. How do you feel about the fact that your child is sick? 

6. Do you understand what is happening to your child 
right now? 

7. How do you feel about what is happening to your child? 

8. (a) Tell me what you understand about what is 
happening to your child. 

(b) Did anyone explain it to you? Who? 

(c) If no explanation, how do you feel about that? 



116 

9$ Where would you like to be right now? 

Why would you like to be there? 

10. (a) What do you understand about the reason you cannot 
be with your child at this time? 

(b) How do you feel about that reason? 

11~ What did your child do when you left -b.he room? 

How do you feel about that? 

12. Do you have any particular concerns about your child's 
present sickness or accident? 



Parent with child 

Parent Age: ---

Occupation 
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DEMOGRAPHIC DATA 

Mother 

Sex: M 

Mother 

Father 

F 

Father 

Caretaker (specify) 

Significant Other 

---------------------------
Educational Level: Grade School ___ High School 

College Graduate ---

Religious Non-religious ----------- ----------
Nationality, ---------------------------
Parent income level: Below $6,000 $12,000 

$18,000' -- ---$18,000+ __ 

Aqe of child ______ Sex ____ _ Race 

Trauma Insued by child ---------------------
How long sick prior to emergency room admission? ______ _ 

Date and time of emergency room admission: 
Date time --------------
Who stays with the child the majority of time during the day? 
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OBSERVED BODY LANGUAGE 

Crying -----------
Laughing ----------
Continual clearing of throat 

----------
Bi ting nails -------
Pacing -----------
Wringing hands ------
Lethargy ----------
Shaking of body part --------------
St arr in g ----------
Facial expressions ---------------
Verb al expression: Hostile tone Monotone ------- -----

Fluctuant ______ Excited Unsure _____ _ 

General body position and/or action --------------

Other (specify) _______________________ _ 
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INTERVIEW QUESTIONNAIRE 

1. Before I began talking with you, what wene you 
thinking about? 

2. Have you been in any emergency room before? 

3. Have you been in any emergency room before with this 
child? (If so), when? 

4. How do you feel when your child is sick? 

.5 How do you feel about coming to the emergency room 
with this child? 

6. {a) Right now, do you understand what is happening 
to your child? 

(b) (If yes), tell me what you understand. 

(c) Did anyone e-xplain to you what is being done to 
your child? 

(d) ·who? 

(e) (If no explanation), how do you feel about not 
being told? 
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7. How do you feel about what is happening to your child? 

8. (a) Where would you like to be right now? 

(b) Why would you like to be there? 

9. Would you like to be where you are now or with your 
child during this procedure? 

1 0. (a) Do you know why you cannot be with your child at 
this time? 

(b) How do you feel about that? 

11. (a) Do you think you could help your child by being 
with him/her? 

(b) (If yes) , what would you do to help? 

12. Would it help you to be with your child now? 

13. (a) What did your child do when you left the room? 

(b) How do you feel about that? 
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DEMOGRAPHIC DATA 

Adult with child: Mother 
Other ---

Age of individual with child: 

Spouse's age: Sex: M 

Marital Status: S M 

Father 

F 

D 

Significant 

Sex: M F 

Sep. ---
Occupation: Mother Father ---------

Significant other ----------------
Educational achievement: Grade school High school· ---

College ___ Trade school_· __ College ---
Church affiliation: ----------------------
Nationality: --------------------------
Parent income: Below $6,000· $6,001-$12,000 --- ---

$12,001-$18,000 ---
Age of child Sex: M F ---
Race of child 

Number of children in family ----
Placement of child in family ----
Trauma insued by child ____________________ _ 

How long sick prior to emergency room admission? ______ _ 

Date and time of emergency room admission: Date ______ _ 

Time Interview time ________ _ 
-------

Who stays with child the majority of time? _________ , _ 

Admitted: Released:-'------------~ -----------
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OBSERVED BODY LANGUAGE 

Crying ------------------------------
Laughing ----------------------------
Cle a ring of throat · -----------------------
Biting lips ---------------------------
Pacing ------------------------------
Wringing hands -------------------------

' Expression of body posture (sitting, standing) , ---------

Facial expressions -----------------------
Verb al expression: Hostile Monotone ------ -------

Expressive/flu ct u ant Stuttering _____ _ 

Preoccupied/hesitant Explicit ______ _ 

General body position and/or actions ____________ _ 

Shaking of body part _____________________ _ 

Point of focal observation _________________ _ 

Other (specify) ______________________ _ 
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CATEGORY CLASSIFICATION OF RAW DATA 

Question 1. Before I began talking with you, what were 
you thinking about? 

A. Procedure to be done 

1. What they were going to do to him/her (3) 
2. About the baby, what's going on in the 

room (1) 
3. They are doing too many tests on her (1) 

B. Child's diagnosis 

1. What was wrong with him/her (4) 
L. To understand about my daughter being 

sick Cl) 

C. Child-parent separation 

1. My little girl being in there without me (1} 

D. Concern over child's welfare 

1. Baby sister Cl l 
2 . About my baby/girl (2} 
3. Praying he's gonna be all right (1) 
4 . Hoping to see if he was all right, I would 

like to know (1) 
5. The baby well cared for Cl} 

E. Other 

1. Don't like him getting a spinal tap (1) 
2. If he was gonna die or not (1) 
3. If she was hospitalized--don't know what 

I'd do Cl) 
4. I didn't think all this was necessary, at 

c & Y I thought all was okay Cl) 
5. I didn't want to hear her crying (l} 

Question 2. Did not require categorization. 
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Question 3. Have you been in any emergency room before 
with this child? If so, when? 

A. Less than 6 months 

1. Last Wednesday, 
(1) 

fell with lump on his head 

2. Two months ago with a temperature of 104° (1) 
3. Few months ago with fever (1) 

B. Greater than 6 months 

1. Last summer for ear infection (1) 
2. Last year convulsion (1) 

C. Greater than 1 year 

1. When 8 months old (1) 
2. Over 1 year ago (1) 
3. 3 years ago--usually is not sick, is a 

heal thy girl (lJ 

Question 4. How do you feel when your child is sick? 

A. Anxious 

1. Worried (2) 
2. Nervous, upset, least little thing he 

does I cry Cl) 
3. Nervous, scared (1) 
4. Uncomfortable, really feel upset, think 

it is real serious (1) 
5. Don't like the idea of him being sick (1) 
6. Feel kind of upset, wonder what's her 

sickness (1) 

B. Helple~s 

1. Helpless, can't do anything for her (1) 
2. Wish I could do something to make her 

well right away, hurts me too, mentally 
(1) 

3. They should do what they can to help my 
baby (1) 

4. I don't know what to do--scared (2) 
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C. Empathetic 

1. 

2. 
3. 

4. 

Bad, makes me hurt--you always hurt when 
one of your kids is sick (2) 
It hurts--you think they may die (1) 
When he's sick I'm sick, I just wanna 
cry too ("l) 

Hurts me--more than her--she's all I've 
got--she can't really tell when it hurts 
Cl) 

D. Depressed/bad 

1. Upset, depressed (2l 
2. Terrible Cl) 
3. Bad (2) 

Question 5. How do you feel about coming to the emergency 
room with this child? 

A. Comfortable with decision 

1. Feel better (2) 
2. Fine (1) 
3. Feel sure of myself (1) 

B. Obtain diagnosis 

1. Rather bring him to the emergency room 
and find out what's wrong than keep him 
home (3) 

2. Better than not knowing what's wrong with 
her Cl) 

3. I don't like it at all, but it had to be 
done to find out what's wrong (1) 

4. If she's sick, it's what she needs to see 
what's wrong (1) 

5. wanted to bring her, didn't have any other 
choice (1) 

6. Doesn't bother me, we just want her to be 
seen (1) 

C. Helpless 

1. About the only thing we could do (1) 
2. She's gonna get well with the help of God 

Cl) 
3. I think he is real sick when I bring him 

here (1) 
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D. Anxious 

1. Takes a long time (1) 
2. Scared (1} 
3. I just be mostly concerned (l} 
4. Real bad, not very good, upset (3) 

E. Denial 

1. I didn't know he needed to come (1) 

Question 6A. Did not require categorization. 

Question 6B. Right now do you understand what is happening 
to your child? (If yes), tell me what you 
understand. 

A. Lab work (general} (blood workup, lumbar 
puncture] 

1. Spinal tap, blood work (1) 
2. Blood tests (lJ 
3. Just a little bit, taking blood, that's 

it (1) 
4. Blood test, spinal tap, checking for 

some kind of disease (1) 
5. Blood tests, urine, find out why he's 

like he is (1) 
6. I don't know what's wrong, running tests 

to find out Cl) 
7. Blood tests, I don't understand spinal tap 

(1) 
8. Tests to see what's wrong with her (1) 

B. Diagnosis and labwork 

1. Draw blood to see if kidney infection, 
spinal tap--what's that for (1) 

2. Pneumonia, IV (1) 
3. Pneumonia, tests, medical diagnosis (1) 

c. Diagnosis (general condition) 

1. Might be bleeding fluid in the spine (1) 
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D. Specific treatment (lumbar puncture, 
myringotomy, thoracentesis) 

1. Put in hospital, needles in your back and 
ear Cl J 

2. Spinal tap, needle in chest, blood 
tests Cl} 

3. Strapping him down to puncture his ear, 
pus spot in ear (1) 

Questions 6C-6E. 'Did not require categorization. 

Question 7. How do you feel about what is happening to your 
child? 

A. Other 

1. Can't answer--I don't know (11 
2. No answer (1) 
3. I don't know (lJ 

B. Empathetic 

1. Hurts me cause I know she's probably scared 
to death (1) 

C. Anxious 

1. Nervous (.11 
2. Upset (lJ 
3. I can't stand to see her hollaring (1) 
4. Mostly scared (2) 
5. Just hope he's gonna be all right (ll 
6. Upset, nervous (1) 
7. Need to find out what's wrong with her (1) 

D. Depressed/bad 

1. Pretty bad (1} 
2. Really feel bad (1) 

E. Uncomfortable 

1. r don't like it-~but know she's got to have 
it (1) 

2. Don't like it (1) 
3. Not ·too good--I don't like it (11 
4. Confused 



130 

F. Comfortable 

1. Feel all right about it (lJ 
2. Feel better--because I know they're going 

to try to help her (1) 
3. Better to go ahead and diagnose now (1) 
4. I know it's something that's necessary-

a physical only can't tell (1) 

Question 8A. Where would you like to be right now? 

A. With child 

1. In there Cl} 
2. With him/her, with the baby (16) 

B. Other than hospital 

1. Working (1) 
2. Asleep (11 
3. At home (2) 

C. Ambivalent 

1. Here and with her (1) 

Question 8B. Why would you like to be there? 

A. Parent-child well-being 

1. Be able to comfort him (1) 
2. Would like to see what all is going on (1) 
3. To know what's going on (2) 
4. To see what they are doing to her, to be 

with her (1) 
5. I would feel more comfortable in seeing 

what is happening (1) 
6. She's my baby, I love her (1) 
7. Just to know immediately what was 

happening (1) 
8. I want to see what is gonna happen (1} 
9. Just to be with him/her (2) 

10. She/He would know I was there (2) 
11. Because I feel she's mine, cause she knows 

me (1) 
12. She's the afraid type, told me she was 

afraid (1) 
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13. He would be well (1) 
14. I wouldn't be -upset, he wouldn't be sick (1) 
15. Be able to comfort him fl) 

B. Other 

1. No answer (1) 
2. Just resting (1) 
3. I have another baby (1) 
4. Be able to do what I want to do (1) 

Question 9. Would you like to be where you are now or with 
your child during this procedure? 

A. Where I am now (2) 

B. With child (17) 

C. Ambivalent 

1. Here and with her (ll 
2. I would like to be waiting and my husband 

with her (1) 
3. Would like to be with her, but want to 

stay here because I get too upset (1) 

Question 10A. Did not require categorization. 

Question 10B. Do you know why you cannot be with your child 
at this time? How do you feel about that? 

A. Uncertain 

1. I don't know--I think I understand why 
they don't want you in there (1) 

2 . I don' t know (1) 
3. I don't feel cheated or abused or anything 

(1) 

B. Comfortable 

1. I don't feel bad because I'm waiting for 
the doctors to say how she's gonna be (11 

2. Don't like to watch them take blood from 
her--so I'm kind of relieved~-wouldn't 
have watched the blood taken (ll 
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I'm a painter--I know how to paint-
doctors know how to be a doctor (1) 
No feeling at all--I know it's the hospital 
and doctors' procedures in doing things 
like this (1) 
That's okay (1) 

C. Uncomfortable 

1. I would like to know, don't feel too good 
about it (2) 

2. I feel bad--makes you wonder if there was 
no mother, then what (1) 

3. No matter what time or place I should be 
allowed to be with her at her age {l) 

4. Unhappy Cl) 
5. Not too good, if that's the way they're 

doing it, that's all right (1) 
6. I wanna be with her (1) 
7. Bothers me not knowing the reason (1) 
8. I don't want to be away from her (1) 
9. Be wondering what's going on--I just have 

to trust them to do what they have to do 
(1} 

10. I feel something is going on real bad-
the way he cries makes me feel real bad 
(_l) 

11. I don't like it (l} 
12. Want to at least be given the choice (1) 
13. Feel I should be given the choice, I am 

paying for her care (1) 

Question llA. Do you think you could help your child by 
being with him or her? 

A. Yes (10) 

B. No (10) 

1. I don't think so because I get scared (1) 
2. No, not really, I'm too upset, ~f s~e 

see me upset, she thinks something is 
wrong with me (1) 

c. Ambivalent 

1. Probably yes, probably no (21 



133 

Question 11B. (If yes), what would you do to help? 

A. Parent-child security/support 

1. I would make her feel more secure by just 
holding her hand and standing beside her 
(1) 

2. I know I could help her--she would look 
to me as a mother, she responds to me when 
she would wake up (1) 

3. I would comfort her, hold her when needed 
(1) 

4. I might put confidence in her not to be 
afraid (1) 

5. He wouldn't probably have cried (1) 
6. If the baby knew I was there, she would 

feel a lot better (lJ 
7. My presence hasn't helped all day as far 

as medicine wise, as far as crying, he 
could see me and not be scared (1) 

8. Just to be there, so he know's I'm there 
(1) 

9. Just to be there, don't like to hear her 
cry (l}. 

B. Uncertain 

1. I don't know, a hard question (1) 

Question 12. Would it help you to be with your child now? 

A. Yes (15) 

B. No (6) 

1. 

2. 

3. 

No, I would probably break down and 
start crying (1} 
I'm too upset, if she sees me upset, 
she thinks something is wrong with me (1) 
No I would just be looking and know I 
ca~'t pick him up and hold him (1) 

C. Ambivalent 

1. Probably yes, probably no (11 
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Question 13A. What did your child do when you left the 
room? 

The response of the child upon separation was 
dependent upon the developmental stage of the 
child, and the seriousness of the illness, to 
include lethargy and/or drowsiness from 
increased temperature. The response of the 
child would have an affect upon the expression 
of feeling stated by the significant individual 
regardless of the cause of the response. 

A. Cried ( 11} 

Ages included were: 2-7 months, 13-15 months, 
2 years and 4 years 

B. Quiet (_8) 

Ages included were: 7 weeks, 1-11 months, 
2, 3, and 8 years. 

Question 13B. How did you feel about that? 

A. Comfortable 

1. Okay (3) 

B. Uncomfortable 

1. 
2. 

3. 
4. 

5. 
6. 
7. 

8. 

9. 

10. 

11. 

Worried (2) 
Just hurts to walk out and leave her like 
that (1) 
Bad (2) 
Terrible, I still don't know what's going 
on, I did blame the nurse (1) 
Upset (2) 
Real sad (2) 
Real bad for leaving him, never cried so 
much in all his life (1} 
rt hurt, made me feel good yet hurt too--
good that she needed m~ (1) . 
Concerned about his being quiet--he is 
normally quite alert (1) 
Concerned and worried--he usually runs 
pretty strong and awake m_ost of the day Cll 
I really didn't like it (1) 
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12. She's too young--all I can do is see 
her well taken care of (1) 

C. No response (3} 
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