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Abstract
Partnership-in-care is a concept espoused to be fundamental to achieving excellence in paediatric
nursing. The basis of partnership-in-care is negotiation between parents and the nurse. The purpose of
this study is to identify whether partnership-in-care is occurring in paediatric settings in rural Western
Australia and will explore parents' and nurses' perceptions of the concept. A questionnaire will be
designed based on the literature and common themes identified focus groups. Multi-stage sampling
will be used to randomise the selection of hospitals within a rural health zone. Parents of hospitalised
children and nurses involved in the direct care of children will be sought to complete the
questionnaire. Analysis of quantitative data will include parametric and nonparametric methods as
appropriate. Common themes will be identified from the qualitative data.
Objectives
The objectives of this study will be:
1. To explore and compare perceptions of partnership-in-care between parents and nurses in
selected rural hospitals in Western Australia.
2. To determine the extent to which partnership-in-care is implemented in paediatric nursing in
rural areas of Western Australia.
Background
Paediatric nursing has progressed since the 1960s when parents handed their sick child over to
the care of hospital staff and the parents were only allowed to visit once a week for a very limited
time. The Platt Report of 1959 into the welfare of children in hospital brought about major changes to
this way of thinking. Over the following decades open visiting was introduced eventuating in parents
being encouraged to live in the hospital and participate in the care of their sick child. In the 1990s
paediatric nursing is advocating partnership-in-care.
Partnership-in-care is the recognition that caring for a child includes caring for the family by
respecting the parents' knowledge about their child and their right to be involved in decision making
and the caring process, thereby enabling the family to retain control over this aspect of their lives
(Smith, 1995). Although nurses undertaking most specialist paediatric and undergraduate nursing
programs are educated in the principles of partnership-in-care and learn about the child in the context
of the family (Curtin University,1997; Princess Margaret Hospital, 1997) the literature supports the
view that partnership-in-care is still not being achieved within the health care system (Derbyshire
1994; Johnson 1996a).
This study will explore parents' and nurses' perceptions of parents being partners in the care of
their children when hospitalised in rural areas of Western Australia.
The basis of partnership-in-care is negotiation between the parents and the nurse cognisant of the
family's wishes (Casey, 1988; Smith, 1995). Implicit in this is the nurses' recognition and respect for
parents' expert knowledge of their child. Nurses should also recognise the parents' primary role and
respect the family's need to attend to the responsibilities associated with that role (Johnson, 1996a).
Nurses also need to recognise that the parents' role will differ with each parent and with time as
parents strive to meet the needs of their hospitalised child plus maintain the integrity of the family
unit (Johnson, 1996a; Knafl et al, 1988).
In 1992 the Australian Association for the Welfare of Children in Hospital (AWCH) conducted a
nationwide survey which focused on the psychosocial care of hospitalised children. The survey
included specific questions in relation to parents participating in the care of their children. Although

253 (100%) of hospitals that responded indicated that parents are able to participate in the basic care
of their children, only 163 (64.4%) allowed parental involvement in nursing care such as taking
temperatures. The results indicated some discrepancies between hospital policy and actual practice.
When asked about parents' presence during medical procedures 244 (96.4%) respondents stated that
parents are able to stay but there were a large number of qualifying statements such as "depends on
the treatment", "up to a point", or "if Doctor agrees" which indicated to the author that the percentage
of positive responses could be misleading and conditional. When asked if the hospital allowed parents
to be present for induction of anaesthesia and in the recovery room the positive responses were 63
(26.6%) and 123 (51.9%) respectively. Reasons for not allowing parents to be present were given as
the parents did not ask, lack of staff support, and inadequate facilities. While a positive response was
demonstrated to parents participating in their child's care when admitted to hospital, the questionnaire
was filled in by nursing staff only and the parents' views were not sought. As partnership-in-care is
based on negotiation between parents and nurses the views of the parents should also be sought.
Two models of partnership predominate in paediatric nursing. Although both the Nottingham
model (Smith 1995) and Casey's partnership model (1988) are based on negotiation and respect for
the family's wishes, the two models differ in their definition of 'client'. The Nottingham model
encompasses the family as the client. Care advocated in this model acknowledges the child's constant
interaction with the family unit. According to Smith, (1995, p. 33) " child is influenced by factors
affecting the family unit and it is recognised that the child can only function to his/her full potential
within a stable family relationship, therefore the whole family is seen as (the) client". In contrast,
Casey (1993) sees the child as the client. The paediatric nurse is only concerned with the family as
carers of the child. Information about the family's structure, dynamics and resources is only relevant
in assessing the family's ability to care for their child.
A central issue involved in negotiation relates to power and control between the nurse and the
parents. A perceived power imbalance prevents a partnership from occurring (Smith, 1995). When
parents are accepted as the client, as in the Nottingham model, the perception is one of the nurse
having power and control over the parents. When the parents are viewed as carer, Casey's partnership
model, there is recognition that the parent has some knowledge of their child. An equal partnership is
attainable only if nurses view knowledge held by parents to be of equal value to that of their own. By
acknowledging the parents as carer the power balance should be more equal thus enabling
partnership-in-care to commence.
Partnership-in-care equates with parents' participation in decision making and care as desired rather than an equal distribution of tasks which may incorporate technical nursing skills that will not
be required at home. When the parents wish to participate, it is the nurse's responsibility to ensure that
they continue to cope with the extra demands placed upon their usual roles of parent and spouse while
caring for their hospitalised child. The nurse is also responsible for ensuring that parents who are not
participating in the care of their child have been informed and invited to participate and that parents
have the necessary support for this approach (Casey, 1993).
Studies have found that where partnership-in-care does not occur the negotiation process
between parents and nurses is limited (Algren, 1985; Casey, 1993; Darbyshire, 1994 & 1996;
Johnson, 1996a). Contributing to this lack of negotiation is nurses' attitudes to parental participation
in care (Evans, 1994; Gill, 1987a; Johnson, 1996b; Palmer, 1993) and a lack of consistency in the
allocation of nursing staff (Darbyshire, 1994; Johnson, 1996a). Other studies related to the concept of
partnership-in-care have been more focused on parents' participation in tasks required in the care of
their child.
Algren (1985), Casey (1993) and Darbyshire (1994) found that nurses did not communicate with
parents about the parents' role whilst they were in hospital with their child. Clarification of the
parents' role would have reduced frustration, confusion and some of the parents' stress associated with
the child's hospitalisation. Johnson (1996a) and Knafl et al (1988) found that parents' believed that
their role changed throughout the hospitalisation as their child's condition changed and as the parents'
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confidence level and energy fluctuated, therefore nurses should negotiate with the parents about their
role throughout the hospitalisation.
An evaluation of Casey's partnership model also showed that nurses did not discuss the
partnership approach with parents, therefore, the parents were confused and uncertain of their role
(Casey, 1993). Parents of children newly admitted to wards learnt from other parents as to what the
'rules' were and, if the parents did not conform to the expectations, pressure was exerted from other
parents and nurses resulting in feelings of guilt and stress for the parents. Darbyshire (1994) supported
this view from interviews with parents who were living-in with their sick child. Parents were not
informed of their role as live-in parents and they did not know what was expected of them.
Nurses who hold senior positions such as instructors, supervisors and administrators were shown
to have a positive attitude towards parents participating in the care of their child (Gill, 1987a, 1987b
& 1993; Porter, 1979; Seidl, 1969). These studies also showed that nurses with a tertiary nursing
education were more accepting of parental participation in care. Seidl (1969) found that nurses with
young children at home had a more positive attitude and Gill (1987a & 1993) demonstrated that
nurses who were married or were parents themselves had a more positive attitude than those who
were not parents. Nurses' orientation to family centred care increased with the nurses' age (Porter,
1979) and a more positive attitude to parental participation in care was shown to exist when nurses
had greater than ten years nursing experience (Gill, 1987a).
A lack of consistency in the allocation of nursing staff was a major obstacle to parents being able
to successfully work in partnership with nurses (Darbyshire, 1994; Johnson, 1996a). Three aspects
which contribute to this are: differing standards of practice between nurses, inconsistency between
nurses in the level of care that parents are allowed to provide for their children and parents having to
develop new relationships frequently (up to three times a day) with nurses. These aspects confuse
parents who are already in a stressful situation and contribute to the lack of partnership-in-care
(Darbyshire, 1994; Johnson, 1996a).
Most parents want to be involved in self care tasks for their child such as feeding, bathing,
playing and comforting their child (Algren, 1985; Beck, 1973; Darbyshire, 1994; Hayes & Knox,
1984; Hill, 1978; Jackson et al, 1978; Johnson, 1996a; Knafl et al, 1988; MacDonald, 1969; Merrow
& Johnson, 1968; Stull & Deatrick, 1986). Parents who lived in hospital with their child assumed
these tasks automatically or by instinctive reaction but they were often confused and uncertain as to
the limits as no open negotiation with staff was evident (Darbyshire, 1994). Parents are less inclined
to participate in technical care such as dressings, tube feeding, taking vital signs or only want to learn
these skills if the parent will be required to continue them after the child has gone home or if
performing these tasks will decrease the length of the hospitalisation (Algren, 1985; Beck, 1973; Hill,
1978; Jackson, Bradham & Burwell, 1978). Darbyshire (1994) found that both nurses and parents
initiated technical tasks but participation was controlled by medical and nursing staff who informally
assessed the parents to deem them capable of performing the task.
Parents being partners with the health professionals involved in their child's care whilst their
child is in hospital is a concept espoused to be fundamental to achieving excellence in paediatric
nursing. Effective, frequent communication and negotiation between parents and nurses are required
for partnership-in-care to occur which enables parents to participate in the care of their child whilst
hospitalised. The literature supports the view that partnership-in-care is still not being achieved in
metropolitan paediatric hospitals. No studies were identified that relate to the concept in rural settings.
The purpose of this study is to identify whether partnership-in-care is occurring in paediatric settings
in rural Western Australia and will explore parents' and nurses' perceptions of the concept.
Significance
The literature cites studies that have been undertaken in large metropolitan paediatric hospitals
mostly in the United Kingdom and North America. An extensive search of the literature failed to find
any studies on partnership-in-care which were undertaken in rural settings. A significant number of
children are nursed in rural hospitals. In Western Australia (WA) 19,483 children were nursed in rural
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hospitals during 1995-1996 financial year which is 29% of all children hospitalised in WA that year
(HDWA, 1997). Nurses in rural areas often have to care for people across the life span and in some
instances may have limited paediatric experience. However, this limited experience may be balanced
by an awareness of a family's many roles within the community and a respect for their need to attend
to them. As this knowledge is fundamental to achieving partnership-in-care (Johnson, 1996a) this
study will determine whether the setting influences the extent of parental participation.
The results will be significant to children, parents and to paediatric nurses. It is anticipated that
the data will assist in the development of nurses' understanding of parents' perceptions of partnershipin-care and to promote paediatric nursing practice which is sensitive and responsive to the needs of
parents and families.
Research Method
This will be a descriptive study which uses both qualitative and quantitative data.
Instrumentation
Two focus group interviews will be conducted by the researcher in the rural area. The focus
groups will be with nurses and parents in separate groups to encourage open discussion of
partnership-in-care. Six to ten volunteers will be recruited for the focus groups and the interviews will
be audiotaped and transcribed. (See Appendix A for interview questions). Common themes will be
identified from the data and the questionnaire will be developed to reflect these themes.
Using the information obtained from the literature and the focus groups, two questionnaires with
Likert scale, closed and open ended questions will be designed for distribution to parents and nursing
staff.
Face and content validity will be sought by a panel of experts and the questionnaire will be
piloted to ensure readability and clarity of content prior to conducting the research. Demographic
details will also be sought in the questionnaire.
Sample Selection
One hundred and fifty parents and 75 nurses will be sought in the selected rural zone. Only one
parent of each child will be asked to participate. Multi-stage sampling will be used to maximise the
representation of the rural population within the confines of cost (Selltiz et al., 1965). This approach
will consist of three stages:
1. random selection of one health service zone
2. random selection of hospitals from the stratified categories according to paediatric patient
numbers
3. identification from admission registers of parents whose children are admitted to the selected
hospitals over a three month period
All the registered and enrolled nurses who are responsible for the direct care of children in the
selected hospitals will be approached to participate in the study.
Exclusions from the Sample
The area above the 26th parallel will be excluded due to travel costs. Parents of children over the
age of ten years. Older children may be involved in the decision making of their care at the partial
exclusion of their parents.
Data Collection
The researcher will visit all the hospitals selected in the study to explain to staff the reason for
the study as personal contact should improve response rates. The questionnaire will be given to nurses
and parents who are available when the researcher visits. The remaining nurses and parents will have
the questionnaire mailed to them. A letter of introduction and explanation of the study, and a reply
paid, addressed envelope will be included with all the questionnaires.
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Hospital policies relating to parents' participation in the care of their child whilst hospitalised and
brochures given to parents when their child is admitted will be sought from all of the hospitals
included in the study to ascertain the extent of the hospitals stated commitment to partnership in care.
Data Analysis
The quantitative data from the questionnaire will be analysed using Statistical Package for Social
Sciences (SPSS - X) Windows computer software. Comparisons between parents' perceptions and
nurses' perceptions will be made. Univariate analysis will be carried out for all continuous variables
with frequencies performed for categorical data items. Comparisons will be made using parametric
and nonparametric methods as appropriate. The qualitative data from the open ended questions will be
analysed for common themes.
Ethical Issues
Approval will be sought from the Human Research Ethics Committee at Curtin University and
from the managers of the selected health services to obtain the names and addresses of parents of
hospitalised children from the admissions register prior to the study taking place. A letter introducing
the researcher and explaining the purpose of the study will be used to seek consent from all
participants at the time of initial contact. Written consent will be obtained from both parents and
nurses. Participants will be informed that they can choose not to participate in the study without
compromising their position, or the care of their child. Should any parent have any issues of concern
regarding the care of their child the parent will be referred to the health service manager or to the
hospital's parent/patient advocate, whoever is appropriate.
Confidentiality will be maintained at all times. While it is likely that some hospitals will be
identifiable, the results will be reported in aggregate and tabular form so as to protect the identity of
the participants. Neither electronic nor paper records will have the subject's name or address attached.
Names and addresses will be stored separately. Subjects will be identified by a code known only to
the researcher. Transcriptions of the focus group interviews and the completed questionnaires will be
held in a secure place for five years in keeping with University policy. The audiotapes will be held
securely and destroyed after examination of the thesis.
Facilities and Resources
Travel expenses to a country area and costs associated with the printing and administration of
questionnaires will be required. See budget, attached.
Data Storage
The data storage provisions are outlined in the attached Research Data Management Plan and
meet the Curtin University Research Data and Primary Materials Policy.
Time Line
October Year 1

Division of Health Sciences Committee

November Year 1

Ethics Committee

November Year 1

Pilot study

February Year 2

Data collection

April-June Year 2

Data entry and analysis

August-September Year 2

Thesis preparation

July Year 3
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Nursing Postgraduate Committee
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