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Abstract

The purpose of the present study was to predict children’s
posthospitalization behavioural difficulties consequent to day
surgery. Temperament characteristics and characteristics of the
mother-child relationship were used to predict children’s
behavioural difficulties at three days, three weeks and two
months posthospitalization. The mothers of the 57 subjects rated
their child’s pre- and posthospitalization behaviour on the
Verron Hospital Questionnaire. The Behavioural Style
Questionnaire was used as the temperament measure and the
Parenting Stress Index was used to assess the degree of stress
withir the mother-child relationship.

Repeated measures analysis of variance on the Vernon
Hospitalization Questionnaire indicated that there were
significant differences among children’s scores at the pre- and
posthospitalization periods. Subsequent analyses indicated
significant differences on four of the six subscales of this
questionnaire. HMRs were conducted on children’s behavioural
difficulties with three temperament variables and the total
stress variable entered as predictors. The results of these HMRs
indicated that mood and total stress predicted behavioural
difficulties at pre- and two month posthospitalization, whereas
adapt and total stress predicted behavioural difficulties at
three days and three weeks posthospitalization. Assessment of

the predictive accuracy of the sample regression equations by the



vi
jackknife procedure indicated that the regression equations
provide accurate predictors. Recommendations are proposed
concerning how to identify children at risk for post-

hospitalization behavioural difficulties.
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Niv
INTRODUCTION
The purpose of the present study was to identify factors

that would predict behavioural adjustment difficulties in
children consequent to day surgery by focusing on internal child
variables and external environmental variables which may place
children "at risk" for such behaviocural adjustment difficulties.
The rationale for the project was influenced by the high rates of
surgery for children. Statistics indicate that, in the United
States, approximately 4 million children under 15 years of age
are hospitalized annually and at least one third of all children
will have undergone hospitalization befor= reaching adulthood
(Field, Alpert, Vega-Lahr, Goldstein, & Perry, 1988). In Canada,
statistics indicate that approximately 94,431 children are
admitted annually to a paediatric hospital (Canada Health
Statistics, 1987-1988). The Canadian statistics, however, do not
include information on the number of children admitted to general
or adult hospitals. Many researchers in the area of child
hospitalization have clearly identified that the hospital
experience and the various procedures inherent in such an
experience are stressful for children (Field et al., 1988;
Thompson, 1985).
In 1979, Werry stated that although most children who undergo
hospitalization experience few deleterious effects, we should be
aware of the fact that many children will be acutely unhappy in
the hospital and a few will be pefmanently damaged. However, the

majority of investigations of the short~term effects of
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hospitalization on children were conducted over 20 years ago
(saylor, Pallmeyer, Finch, Eason, Trieber, & Folger, 1987). An
extensive literature review of articles on child hospitalization
published before 1965 was conducted by Vernon, Foley, Sipowicz,
and Schulman (1965). The authors concluded that prolonged
separation from mother and lack of familiarity with the hospital
setting appeared to be significant factors associated with
psychological upset. This term was used by Vernon et al. (1965)
to describe a multidimensiional phenomenon which included
behavioural, physiological, and subjective components.

In a review of the literature from 1965 to 1985, Thompson
(1985) identified over 300 research reports that have emerged
since 1965. Thompson (1985) concluded that the primary focus of
the research studies on child hospitalization and health care was
to chronicle children’s psychological upset during their
hospitalization, while undergoing treatment either in the
hospital or in a day treatment facility, and during the
posthospitalization period. Assessment of children’s emotional
responses to hospitalization or health care (e.g., outpatient
department, deﬁtal treatment) received the most attention with
161 studies out of over 300 studies reviewed devoted to this
topic (Thompson, 1985). Documentation of the immediate emotional
responses of children manifested during health care treatment was
identified in 143 studies. Less attention was directed to
children‘’s posthospital responses (66 studies).

Research in this latter area has examined posthospital
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psychological upset within a time frame of 2 days to more than 10
years post disciia:ge. According to Thompson (1985), the majority
of studies on posthospital responses have been concluded within
one month following discharge from the hospital. The present
study, in an attempt to provide more long-term data, assessed
children’s posthospital responses at three specific points in
time; 3 days, 3 weeks, and again at 2 months. Whereas Vernon et
al.’s review of the literature up to 1965 identified separation
anxiety and lack of familiarity with the hospital setting as
variables impacting on children’s responses to hospitalization,
Thompson’s review identified a number of sociodemographic factors
and intra and inter personal factors which appeared to impact on
children’s immediate and posthospital responses.

He determined, from his review of the literature up to 1985,
that the areas of most importance were the following: (1)
children’s perceptions of illness, hospitalization, and health
care; (2) children’s emotional and psychological behavioural
responses to hospitalization and medical care; (3) family members
reactions to a child’s hospitalization; (4) aspects of the
hospital experience unrelated to medical care such as activities
and interactions with medical personnel and parents; and (5} the
initiation of a number of intervention strategies designed to
reduce psychological upset. These interventions involved the
inclusion of parental presence during various treatments, the
initiation of preparation programs, and the effect of play

activities in the hospital setting. Thus, it is clear that the
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number of investigations documenting children’s immediate and
posthospital responses in the direction of psychological upset
strongly suggest that hospitalization appears to be a traumatic
event for some children.

The results of these research endeavours encouraged a number
of changes in medical procedures, hospital practices, and even in
the physical design of many hospitals (Saylor et al., 1987).

More recent studies coﬁtinue to identify specific factors
contributing to in- and posthospitalization psychological upset
such as the age of the child, immaturity of cognitive abilities
that limit understanding of the necessity for various procedures,
length of hospitalization, and the severity of the illness.
(Peterson, Mori, & Carter, 1985; Peterson & Toler; 1986) .

Hall (1987), however, while encouraged by such changes,
suggests that many areas still have not been addressed. He
contends that medical personnel need to rethink the cultural and
traditional models of medicine and nursing to establish positive
and active roles for the hospitalized child and for parents. He
also questions why changes have taken so long to occur since
research studies on child hospitalization have consistently
documented negative impacts on children’s psychosocial
functioning. Hall (1987) suggests that the answer to this
question will be found through examination of the dominance and
endurance of attitudes grounded in the structure of hospital
organizations.

While previous research has investigated the types of
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behavioural problems children experience beth during and
posthospitalization, few studies have attempted to identify
factors that might differentiate children who experience
adjustment difficulties during the posthospitalization phase trom
children who experience few, if any, difficulties.

Drotar (1981) voiced a similar criticism of the research
conducted on the psychological effects of chronic illness in
children. He suggested that research focusing on the differences
between chronically ill children and healthy children has been
counterproductive because such research should be addressing the
differences within chronically ill children, and should attempt
to identify factors that may predict satisfactory adjustment.
Drotar recommended that future research would benefit from the
use of a coping model similar to the one used by Cohen and
Lazarus (1973), with a focus not only on individual differences
but on intervention strategies geared toward facilitation of
healthy behavioural adjustment. Thus, an investigation of
variables that may impact on children’s behavioural adjustment
following brief hospitalization is warranted. In the present
study, it is hypothesized that a number of these variables will
predict posthospitalization behavioural adjustment difficultieé

in children consequent to day surgery.

A Theory of the Child "In Context"

Thomas, Chess, and Birch (1968), along with other

researchers on temperament characteristics, proposed that
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temperament characteristics may explain why certain children
respond in a predictable manner and other children respond in an
unpredictable manner. Temperament, according to Thomas et al.
(1968), is defined as an individual’s characteristic style of
response, and refers to an individual’s characteristic tempo,
rhythmicity, adaptability, energy expenditure, mood, and focus of
attention, independent of the content of any specific behaviour.
Rutter (1982) proposed that children differ in their temperament
characteristics and such characteristics can be measured
reliably. Although no particular temperament characteristic or
set of characteristics have been reliably identified as causal
factors in the development of a maladaptive behavioural style,
certain characteristics may place a child at risk for the
development of maladaptive responses (Carey, 1985).

Temperament characteristics have been used to predict
children’s differential responses in a variety of situations;
such as, infants’ reactions to separation and then reunion with
their mother (Ainsworth, 1979; Ainsworth & Bell, 1974, Ainsworth,
Blehar, Waters, & Wall, 1978). As well, temperament
characteristics have been used successfully to predict changes in
children’s behaviour after the death of a sibling (Dunn, 1980;
Dunn & Kendrick, 1980) and to predict children’s responses to
divorce (Heatherington, Cox, & Cox, 1979; 1982). Significant
relations have been found between certain temperament
characteristics in children and the development of psychiatric

disorders (Dunn, 1980; Rutter, 1977). Recent studies (Carey,



NN
1985; Dickie, Schroeder, Van Noord, & Cushman, 1987; Peterson et
al., 1985) have recommended that temperament characteristics be
considered as only one part of a multifaceted approach when
attempting to explain or to predict the utilization of
maladaptive behaviours.

Researchers have suggested that temperament and its
interaction with environmental factors may offer a more plausible
and accurate explanation of response adaptation than
investigations of either of these variables singularly. This
interactionist model, or goodness-of-fit model, suggests that the
individual be considered "in context" (Garber, 1984; Lerner,
1984; Palermo, 1982; Thomas & Chess, 1977). Context refers to
those external characteristics that are part of the individual’s
daily living situation and that have a significant impact on an
individual’s life. The parent-child relationship and the spousal
relationship are predominant contextual factors in a child’s
life. While temperament characteristics have been used alone to
predict outcome in certain situations, temperament
characteristics, together with environmental characteristics, may
permit improved identification of maladaptive response patterns
in children before they experience a potentially traumatic event.
Such identification would profide valuable information for the
development of intervention strategies aimed at the prevention of
maladaptive responses and the facilitation of the development of
adaptive responses; thus, addressing the concerns put forth by

Drotar (1981).
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Environmental characteristics, in reference teo the child in
context, refer to those parenting variables which define the
mother-child relationship in terms of a stressful or non-
stressful relationship, and to mothers’ perceptions of adequacy,
and degree of satisfaction with the dual role of mother and
spouse, which are frequently cited as contributors to the quality
of the mother-child relationship. Thus, in the present study,
maternal perceptions of satisfaction and competency in these
roles and their relation to children’s posthospital adjustment
Iare investigated.

For the present study, temperament variables and
environmental variables were used to predict children at risk for
the development of posthospital adjustment difficulties. The
temperament characteristics used were those assessed by the
Behavioral Style Questionnaire (BSQ; McDevitt & Carey, 1978) and
the environmental characteristics are those assessed by the
Parenting Stress Index (PSI; Abidin, 1982). Pre- and
posthospital behaviours were assessed by an adapted version of
the Vernon Posthospital Behavior Questionnaire (PHBQ; Vernon et
al., 1965). It was hypothesized that temperament characteristics
together with environmental characteristics of the mother-child
relationship would predict children experiencing posthospital
adjustment difficulties. |

Orqanization of the Literature Review

The first chapter reviews the literature on children’s

responses to hospitalization. Although the present study
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investigates predictors of behavioural maladjustment consequent
to day surgery, a review of the literature on long-term
hospitalization is presented to provide a historical framework ot
the developments which encouraged the shift from long- to short-
term or day hospitalization and to enhance the understanding of
factors which may continue to impact negatively on children’s
posthospital adjustment. Prediction of variables attecting
children’s behavioural adjustment consequent to day
hospitalization nmay indeed be relevant to longer confinements:
only future research can evaluate this assumption. The review of
the hospitalization literature concludes with hypotheses
proposing variables which may differentiate children experiencing
posthospital behavioural maladjustment consequent to day surgery
from children experiencing no such difficulties. The second
chapter discusses the role of temperament and its relation to
children’s behavioural adjustment. The child "in context" theory
of temperament or the goodness-of-fit model is presented. Also
in this chapter the interaction of child temperament
characteristics, with characteristics of the parent-child
relationship, is discussed with reference to the impact this
variable may have in contributing to posthospital adjustment
difficulties in rchildren consequent to brief hospitalization.

The chapter concludes with a presentation of the hypotheses. A
detailed description of the participants, the research
instruments and data collection procedures is presented in the

third chapter. The fourth chapter provides a presentation of
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the results of the analyses, and the final chapter concludes the
study with a discussion of the results, the limitations of the

study, and suggestions for future research endeavours.



CHAPTER 1
Review of the Literature
Children’s Responses to Hospitalization

The psychological effects of hospitalization on children has
been researched extensively during the past several decades.
This research has identified a number of sociodemographic, and
intra and interpersonal factors (Thompson, 1985) purported to
place hospitalized children at risk for the development of
psychological upset (Vernon et al., 1965) while in hospital and
after hospitalization. Vernon et al. (1965) referred to
psychological upset to describe a multidimensional phenomenon
representative of behavioural, subjective, and physiological
reactions of children to medical interventions, and
hospitalization. In the present study the term behavioural
maladjustment was used to refer to children’s posthospital
adjustment difficulties which, for some children, could persist
for several months. Specific factors such as the age and/or sex
of the child, separation from the mother, severity of the illness
or the procedure, children’s perceptions of the reason for their
hospitalization or outpatient medical treatment, and lack of
familiarity with the hospital environment have been identified as
contributors affecting positive posthospital adjustment (Beuf,
1979; Peterson et al., 1985; Peterson & Toler, 1986; Robinson &
Clarke, 1980).

Following long~term hospitalization, clinically significant

behavioural maladjustments have been reported, with children



manifesting regressive toileting and feeding behaviours,
aggressive or withdrawn behaviours, increased dependence, night
terrors, fear of strangers and novel situations, negative fantasy
formation, and hyperactive behaviour (Aho & Erickson, 1985;
Ferguson, 1979; Vernon & Schulman, 1964). In what is considered
a classic review of the literature, Vernon, Foley, Sipowicz &
Schulman (1965) concluded that sepafation from mother and lack of
familiarity with surroundings were clearly related to
posthospitalization distress. In a more recent review, Peterson
et al. (1985) indicated that separation from the mother, age and
sex of the child, perceived lack of control, prior negative
experiences, and absence of information were significant
variables in the development of posthospitalization behavioural
adjustment difficulties. Separation from the mother, however,
has been identified as being of highest risk and has also been
cited in the etiology of many of the regressive, aggressive, and
withdrawal behaviours mentioned previously.

In order to provide a logical presentation of the review of
the literature on hospitalization, sociodemographic data
pertaining to the effect of age and/or sex on children’s
posthospital adjustment behaviours are presented first.
Interpersonal factors specifically, separation anxiety, emotional
aspects of parents, and quality of the parent-child relationship
as it affects posthospital adjustment are presented second.
Intrapersonal data such as lack of familiarity with the hospital

setting, learned helplessness, perceptions and fears of medical



interventions and specific personality factors are discussed
next. Factors affecting the hospital experience which include
information on the effects of previous hospitalization, the
duration of the hospitalization, and the impact of

prehospitalization preparatory programs conclude the literature

review of child hospitalization.

Sociodemographic Factors
Age differences.

A number of research studies have found age to be
significantly related to children’s posthospital adjustment (Aho
& Erickson, 1985; Castell, 1970; Erikson, 1963; Hyson, 1983;
Peterson et al., 1985; Robertson, 1973; Vernon, Schulman, &
Foley, 1966). Vernon et al. (1965) and Rutter (1983) indicated
that children between 6 months and 3 to 4 years of age appeared
to be vulnerable during hospitalization, and older children or
children younger than 6 months manifested little posthospital
behavioural maladjustment. In another study by Vernon et al.
(1966) children between 6 months to 4 years of age manifested
more behavioural adjustment difficulties one week after
discharge. A second study by Vernon, Foley and Schulman (1967)
investigated the relation of age, birth order and_separation to
children’s in- and posthospital responses. Thirty-two children
between the ages of 2 years and 5 years, 11 months were admitted
to the hospital for tonsillectomies. Thirty children returned

home the same day and 2 children returned home the following day,
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Vernon et al. (1967) examined the effect of maternai presence and
maternal absence during anaesthesia induction. The Posthospital
Behaviour Questionnaire (Vernon et al., 1966) was used to assess
the effects of separation. Age differences in mood during the
initial phase of induction indicated that children between 2 and
3 years of age demonstrated more upset than 4 and 5 year old
children. Further, age differences on a sleep anxiety factor
approached significance, with younger children obtaining a mean
of 9.9 and older children obtaining a mean of 9.0. However,
Vernon et al. (1967) found no relation between birth order and
posthospital adjustment difficulties.

A more recent study, however, found age to be unrelated to
posthospital behavioural adjustment difficulties (Field, Alpert,
Vega-Lahr, Goldstein, & Perry, 1988). Field et al. (1988)
investigated children’s coping styles with a sample of 56
children between 4 and 10 years of age who were hospitalized for
minor surgery (61% orthopaedic surgery; 39% cardiac
catheterization). Mothers and their children were interviewed on
the day of admission. At that time mothers also completed a
child history form, a number of independent measures assessing
children’s coping style, and the PHBQ (Vernon et al., 1966).
Analyses of the data indicated that age was not significantly
correlated with any of the dependent measures including the PHBQ.
Field et al. (1988) suggested that this finding may be related to
the restricted age range of the subjects as 80% were between 6

and 8 years of age.



Schaffer (1958) and Robinson and Clarke (1980) nevertheless,
proposed that particular ages were associated with specific
behavioural adjustment difficulties. Shaffer (1958) investigated
25 healthy infants below the age of 12 months admitted to the
hospital for elective surgery. Reactions were found to vary with
age; children 28 weeks and younger showed little differentiation
to people, whereas children from 28 to 51 weeks of age
demonstrated clinging to mother and hostility toward strangers.
In another study, Wolfer and Visintainer (1975) investigated the
effects of age on children’s posthospital adjustment. They
studied 163 children between 3 and 12 years of age who had been
randomly assigned to one of five treatment conditions. They
reported that independent of treatment conditions, children below
7 years of age experienced greater upset and demonstrated less
cooperative behaviours than children who were older than 7 years.

Bowlby (1973) concluded that children between 2 years 6
months to 3 years of age appeared to suffer from separation
anxiety, whereas children between 3 and 5 years of age
demonstrated an increased tolerance to separation from the
primary caregiver. After 5 years of age, few children appeared
to be adversely affected by brief separations. These results
lead to the suggestion that even brief hospital admissions before
5 years of age should be avoided, except in cases of extreme
need, and that mothers should be permitted to remain with the
hospitalized child (Robertson, 1974).

Kerr (1979) found that children between 3 and 6 years of



age appeared to interpret hospitalization as punishment for bad
behaviour. Also, for children between 3 to 6 years of age,
anxiety was heightened by the immaturity of intellectual
functioning, thereby limiting an understanding of hospital
procedures. Anxiety was still a factor for children between the
ages of 6 to 12 years even though their more mature cognitive
functioning enabled them to better comprehend the procedures.
The anxiety factor in the 6 to 12 year old age group appeared to
be associated with fears of body mutilation, while younger
children were concerned with fears centring around actual loss of
body parts (Kerr, 1979).

With the exception of a few studies, the data appear to
consistently identify the preschool age group as the children
most likely to experience behavioural adjustment difficulties
consequent to a hospital experience (Thompson, 1985). Thompson
(1985} however, cautions against a broad acceptance of the
results concerning age and vulnerability to posthospital upset.
His concern is that investigations which include a considerable
age range (i.e., infancy or toddler period through school years)
may not utilize appropriate instruments sensitive to posthospital
behavioural adjustment difficulties within a developmental
framework. It is possible that certain measures may indicate
psychological difficulties when in fact, developmentally, the
observed bhehaviour is indicative of a natural process of change.

The present study assessed children’s responses to day

surgery, therefore it was hypothesized that separation anxiety



was not expected to be an influential factor as children spent
only a few hours in the hospital, thus, it was hypothesized that
age would not have an effect on children’s posthospital
adjustment. Further, many of the studies reporting a significant
relation between age and posthospital adjustment investigated
this variable with children admitted to the hospital for a
minimum of two days and longer. The review of the literature
continues with an examination of the impact of gender on

children’s posthoSpital adjustment behaviour.

Sex differences.

Few sex differences have been found to bhe related to
children’s responses to hospitalization (Thompson, 1985).

Studies investigating the relation between sex and children’s
posthospital adjustment, or medical procedures not requiring
hospitalization have reported non-significant relations (Field et
al., 1988; Sipowicz & Vernon, 1965; Vernon et al., 1966; WO;fer &
Visintainer, 1975). A small number of studies, however, have
reported sex differences.

Dearden (1970) observed and interviewed thirty-six 4 year
0ld children and their mothers 1 month'before admission to the
hospital for elective tonsillectomies. She also assessed the
children’s posthospital behaviour and again interviewed mothers
at 2 weeks, 2 months, and 6 months after discharge. Dearden
(1970) reported that boys displayed higher levels of disturbed

behaviour than did girls during the posthospitalization period.



Aisenberg, Wolff, Rosenthal, and Nadas (1973) reported
differences in the types of aggression engaged in by boys and
girls after cardiac catheterization; boys scored higher in
physical aggression than girls and girls scored higher than males
on verbal aggression. It is c¢lear that more research on the
existence of sex differences is required before firm conclusions
can be made.

The majority of research studies have reported a non-
significant relation between sex and posthospital behavioural
maladjustment. Thus, in the present study, it was hypothesized
that sex would not differentiate children experiencing
posthospital behaviour adjustment difficulties from those not

experiencing such difficulties.

Interpersonal Factors

Separation anxiety.

One of the first attempts to investigate the effects of
infant separation from the mother figure was by Spitz (1946). He
demonstrated that institutionalized infants who lacked mothering,
human contact, and who were left to lie in their cribs for
prolonged periods, manifested not only delayed physical
development and growth, but also severe affective disturbances.
These disturbances included weight loss due to anorexia, apathy
and withdrawal, and initially, constant crying which ceased only
after a prolonged period of time. For some infants, these

disturbances persisted for long periods of time. For treatment,
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staff were assigned to the task of simply holding these intfants,
thus providing tactile stimulation through human contact.

Infants who received this attention began to gain weight and
minor illnesses frequently subsided. While such infants had
experienced prolonged separation from the mother, shorter
separations also appear to be detrimental to the developnent of
some infants.

Bowlby (1969) indicated that hospitalizations as brief as
3 days could cause éevere anxiety and that this anxiety could
facilitate the development of regressive behaviours. Eshaviours
such as bed wetting, night terrors, hostility and aggression
toward the mother, as well as clinging behaviours could last for
days, and, in some instances, for several months even after brief
hospitalization. According to Bowlby, the child exhibits
ambivalence toward the caretaker because of the child’s need for
love and security. The child’s perceived desertion by the mother
causes confusion and anger. It was believed that these
regressive behaviours developed due to separation of the child
from the primary caregiver during the writical period of the
attachment process (Bowlby, 1969). This attachment or bonding
process between mother and child (or permanent mother-substitute)
begins in early infancy and continues its development during the
first 3 to 5 years of life (Bowlby, 1951). Bowlby suggested that
interference with the development of this intimate and continuous
relationship between child and caregiver could eventuate in later

disturbances. During infancy, the infant perceives the mother as
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the sole provider of need fulfilment which encompasses not only
hunger needs, but also security and safety needs (Erikson, 1963).
Thus, the hospital experience, without the protective and
comforting arms of mother, placed the young child in a vulnerable
position.

Hospitalized infants and toddlers can experience an actual
mourning and grieving process similar to the actual loss through
death of a loved one (Bowlby, 1953; 1969; Robertson, 1973}. This
grieving process is characterized by three distinct phases or
stages: protest, despailr, and detachment. Each of these stages
is identified by specific behaviours that illustrate the degree
to which the child has accepted the new environment in the
absence of the mother figure. During the first two stagrs,
protest and despair, the child engages in crying and restless
behaviours and refuses comfort from hospital staff. The child is
seen looking frequently toward the door indicating the child may
be searching for mother’s return. If the mother is re-introduced
at this time, the child will ignore her but will eventually,
cautiously approach. The child may whimper for a few minutes
after her departure, but will soon return to the previously
withdrawn state. This period has been eguated with an actual
mourning process (Robertson, 1973). During the detachment stage,
the infant appears to willingly accept comfort and food from
hospital staff and may engage in play with others. The child
appears happy and accepting; however, physical contact is not

sought. The child appears to have accepted the new environment
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and is no longer observed looking toward the door for mother's
entrance. Robertson (1973) suggested that the child’s perception
was that the mother figure would not return.

This apparent accepting and contented attitude lulled
medical personnel into believing that the child had adjusted to
the hospital experience. The fallacy of this perception became
apparent during the posthospitalization period when mothers
voiced concerns regarding changes in their child's behaviour once
the child returned home (Robertson, 1974). Further, Nagera
(1978) suggested that when children were ill, experienced pain,
were frightened, or hurt, they demonstrated an inability to
tolerate separations from the mother. 1In such circumstances,
children manifested regressive behaviours.

Clearly, behavicural maladjustments appear to have a carry
over effect from the hospital into the home. This carry over
effect was examined in the present study by measuring children’s
behavioural maladjustments before and after the hospital
experience.

Further research on both short- and long-term
hospitalization of children concluded that, in numerous
instances, behavioural maladjustments were evident only after
discharge (Douglas, 1975; Ferguson, 1979; Sheore & Goldston, 1978;
Wallinga, 1975). The length of hospitalization in the majority
of these investigations ranged from 3 to 8 days and the age of
the subjects ranged from 2 to 12 years of age. These authors

reported the occurrence of a broad spectrum of symptomatology
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during the posthospitalization period. The most common of these
were: eating problems in the direction of under or over eating;
sleep disturbances characterized by insomnia, nightmares, or
phobias of the dark; enuresis; faecal soiling; regression to
previous levels of training and social functioning; tics;
depression and anxiety; terror of hospitals and hospital
personnel; death fears; mute autistic regression to
uncommunicative states; frightened withdrawal from contact with
people; exaggerated body concerns or actual delusions about body
functions; and hysterical symptoms such as aphonia after
tonsillgctomies. Estimations of the incidence of these
disturbances varied considerably, with some authors reporting
that 10% to 35% of hospitalized children manifested behavioural
problems once they returned home (Jessner, Jessner, Blom, &
Waldfogel, 1952; Prugh et al., 1953). Cassell (1965) reported
that 92% of children in her studies experienced at least slight
behavioural adjustment difficulties after a period of
hospitalization. Hunt (1974) and Wolff (1969), as well as those
investigators emphasizing separation anxiety as a casual factor
in the development of such behavioural disturbances (Barowsky,
1978; Bowlby, 1969; Spitz, 1965), felt certain that maternal
separation was the main contributing factor. This conviction led
the United Nations, in their 1959 formulation of the Declaration
of the Rights of the Child, to state:

"Whereas the child, by reason of his physical and

mental immaturity needs special safe guards and care,
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the child of tender years shall not, save in

exceptional circumstances, be separated from his

mother."

This declaration eﬁcouraged changes in hospital policies as
did the conclusions of one of the few empirical studies conducted
at that time (Vernon, Schulman, & Foley, 1966). This team of
researchers investigated the emotional and psychological eftects
of hospitalization on children’s posthospital adjustment
behaviour. The study involved 212 boys and 175 girls ranging
from 1 month to 16 years of age, with a mean age of 5.7 years,
and a standard deviation of 4.3. The mean duration of
hospitalization was 8.8 days, with a standard deviation of 8.5,
thus the hospitalization period included both short- and long-
term hospitalization. Mothers rated their child’s posthospital
adjustment on the PHBQ (Vernon et al, 1966). The results of this
study supported past findings that separation anxiety was an
important factor contributing to posthospital maladjustment
distress.

Developmentally, children younger than 5 years of age are
emotionally and physically dependent on mother’s presence.
Children within this age group can tolerate brief absences (2 to
3 days) from mother. Separations of longer duration, which can
be required due to hospitalization, can precipitate the
development of maladaptive behaviours (Bowlby, 1953; Robertson,
1953). A hospital stay as short as 3 days, however, can have

negative effects; such as, intensive and prolonged crying, active
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rejection of hospital personnel, and apathy and withdrawal
behaviours (Bowlby, 1953; Robertson, 1953). Thus, while
separation anxiety was clearly implicated as a factor
contributing to posthospitalization behavioural maladjustment, it
was equally clear that separation anxiety could not explain
posthospital maladjustment in children for whom separation from
the mother was not a factor. Increased visiting and rooming-in
facilities permitted mothers to stay with their children, thus
supposedly alleviating the effects of separation anxiety .
Studies of children’s posthospital adjustment, when mothers are
permitted to room-in with their children, have demonstrated that
posthospital behavioural maladjustment remains a problem for some
children (Hall, 1978; Kerr, 1979; Peterson et al., 1985; Saylor
et al., 1987; Willis, Elliott, & Jay, 1982).

Separation anxiety, while a primary factor for children
younger than 5 years of age, is no longer viewed as solely
responsible for the myriad of posthospital adjustment
difficulties in children. The present study investigated
children’s posthospital behavioural adjustment consequent to day
surgery, where separation from the mother occurs only while the
child is undergoing the actual procedure. Therefore, separation
anxiety was not a principal factor for investigation in the
present study. The literature review of interpersonal factors
which may contribute to children’s posthospital adjustment
difficulties continues with a review of several studies which

have investigated the impact of maternal anxiety on children’s
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posthospital adjustment.

Emotional status of parents.

Investigations of the relation between parental anxiety
levels and children’s behavioural adjustment, both in- and during
the posthospitalization period have examined this variable in a
number of settings (e.g., dental treatment, outpatient medical
care, and hospitalization). Dental studies have produced some
interesting results. Some investigators reported significant,
positive relations between parental anxiety and children’s upset
responses (Johnson & Baldwin, 1968; 1969; Wright & Alpern, 1971).
Further, a number of researchers reported that interventions
(Johnson & Machen, 1973) or prior dental experiences appeared to
reduce this relation (Klorman, Michael, Hilpert, & Sveen, 1979)

Studies of outpatient medical treatment also demonstrated
significant relations between parental anxiety levels and
children’é reactions to treatment (Heffernan & Azarnoff, 1971;
Thompson, 1985).

A study by Vardaro (1978) utilized physiological measures to
assess the level of anxiety in children and their mothers.
Vardaro investigated 18 children between the ages of 36 to 66
months of age who were scheduled for hernia repair. 1In order to
assess anxiety levels, mothers were required to collect 24 hour
urine samples for themselves and their children before entering
the hospital. Mothers were also required to complete the State-

Trait Anxiety Inventory (STAI; Spielberger, Gorsuch, & Luchene,
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1970) and a guestionnaire assessing their child’s prehospital
status. Urine samples were measured for the amount of 17-
hydroxycorticosteroid (17-OHCS) which is a hormone secreted by
the adrenal cortex when an individual experiences stressful
situations. Positive correlations between the amount of secreted
hormone and their scores on the STAI were found, and these two
maternal measures were correlated with the children’s 17-OHCS
sample. However, neither of the maternal or child measures were
correlated with the prehospital guestionnaire. Vardaro’s
contention that maternal anxiety had a significant effect on
children’s emotional responses to the hospital situation is not
warranted by a single correlational result.

In another study Goslin (1979) investigated the effect of
crisis intervention in reducing anxiety occasioned by an
emergency admission for gastroenteritis. The 40 subjects between
18 months and 6 years of age were randomly assigned to a control
and experimental group. The experimental group was read é story
about a child who was admitted to the hospital with the same
diagnosis that they had received. The story was designed to
address fears and misperceptions in pre- and school children.
Physiological measures including pulse, respirations, and
temperature were obtained for both groups of children before and
after the medical intervention. Mothers were required to
complete the State-Trait Anxiety Inventory as well as the
Posthospital Behavicr Questionnaire (Vernon et al., 1966).

Analyses of the data revealed that the experimental group had
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significantly lower temperatures than the control group the
evening following medical care. No other physiological or
posthospital behavioural differences were found. Goslin (1979),
however, reported a significant relation between maternal state
anxiety and inhospital physiological arousal of their children.

A similar investigation of children’s emotional responses to
illness and hospitalization and their relation to mothers' State-
Trait anxiety was completed by Sides (1977). One hundred and
ninety children hetween 5 weeks and 16 years of age were admitted
to hospital for a variety of conditions. Mothers were required
to complete the PHBQ assessing their child’s behaviour 2 weeks
posthospitalization. Mothers were also required to complete the
STAI which was hypothesized to predict children’s posthospital
upset 2 weeks after discharge. The results of the PHBQ indicated
that 120 children (63.2%) manifested behavioural adjustment
difficulties lasting at least 2 weeks following discharge from
the hospital; 48 children (25.3%) experienced no behavioural
maladjustment; and 22 children (11.6) exhibited an improvement in
behaviour. Sides (1977) also reported a significant correlation
between mothers’ state anxiety and children’s behavioural upset.
Thus these two studies appeared to indicate a relation between
maternal situational anxiety and children’s posthospital
behavioural adjustment difficulties.

Investigations of parental anxiety and its impact on
children’s response to hospitalization have not reported

consistent and conclusive evidence of a significant relation
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between these two variables as is indicated in a study by
Schulman, Foley, Vernon, and Allen (1967). They reported a non-
significant relation between mothers’ anxiety and the responses
of their children during anaesthesia induction. Brown (1979)
reported that children whose mothers were highly anxious
concerning their child’s admission to hospital exhibited
withdrawal behaviours. Dearden (1970) suggested that either high
or low levels of parental anxiety may impact negatively on
children’s behavioural adjustment during and after
hospitalization. She interviewed and observed thirty-six 4 year
old children admitted to the hospital for tonsillectomies. The
children were observed before admission and their mothers were
interviewed during this same period. Posthospital assessments
were completed at 2 weeks, 2 months, and again at 6 months.
Dearden reported that 29 children exhibited an increase in
behavioural difficulties during the posthospitalization period,
and that 10 of these children displayed the highest level of
behavioural adjustment difficulties at the 6 month posttest
period. She also reported that 7 children experienced high
levels of difficulties both before and after hospitalization.
She suggested that high levels of anxiety at the pretest period
may predispose these children or contribute to an increased
vulnerability to behavioural maladjustment during the hospital
experience, Dearden (1970) also proposed that the relation
between parental anxiety and children’s behavioural maladjustment

may be U shaped with high or low levels of parental anxiety
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contributing to increased behavioural adjustment difficulties
following hospitalization.

Thus, there seems to be some tentative support suggesting
that maternal anxiety can affect children’s posthospital
adjustment. However, data in this area are somewhat limited,
thus further research is required before definitive conclusions
can be derived. The present study investigated the effect of
maternal satisfaction with the dual role of mother and wife, and
mothers’ sense of competency with these roles in relation to
children’s posthospital maladjustment. The present study
hypothesized that maternal stress in these areas would predict
children’s posthospital behavioural maladjustment. A detailed
analyses of these variables are presented in the section
discussing the mother-child relationship as assessed by the

Parenting Stress Index (Abidin, 1982).

Parent-child interactions.

Few studies have investigated the effect of the quality of
the mother-child relationship and the role of maternal
perceptions of competency on children’s posthospital responses. A
number of studies, however, have examined different styles of
parental discipline, as well as styles or patterns of parent-
child interactions, specifically within the context of the
child’s response to various dental or medical settings. These
studies have concentrated primarily on two areas; style of

parental discipline and the type of interactions between parents
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and children.

Thompson (1985) reported that two types of disciplinary
styles appeared to be associated with children’s emotional
distress; permissive parents and those who primarily utilized
punishment. 2abin and Melamed (1980) investigated the relation
between parents’ style of discipline and childrens’ anxiety.
Questionnaires were mailed to the parents of 60 children who had
previously participated in a research study investigating
childrens’ behaviour during hospitalization for minor surgery
(Melamed & Sié;el, 1975). Zabin and Melamed (1980) reported a
significant relation between parents’ use of positive
reinforcement and lower levels of anxiety in children. Children
who received this style of discipline appeared to demonstrate
lower anxiety levels than children who were accustomed to being
disciplined through the use of punishment or force. In the
Dearden study (1970) reported previously, boys who were more
upset by the hospital experience had permissive parents.
However, boys whose parents adopted a more restrictive and
harsher form of discipline appeared to experience fewer
maladjustment behaviours concerning the hospital experience than
the permissive sample. Girls appeared to be unaffected by the
hospital experience if their parents were permissive. (It should
be noted here that the Dearden study (1970) is one of the few
studies to find sex differences.) In another study (Shade-
Zeldow, 1976), children of mothers who encouraged dependent

behaviour displayed an increase in regressive behaviours while
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confined to the hospital. These studies also appear to indicate
that the type of discipline used by parents can affect children’s
in- and posthospital adjustment, with harsh forms of discipline
more likely to influence the development of children'’s
posthospitalization maladjustment behaviour.

Limited data exist examining parent-child interactions and
how the type of interaction may impact on children’s response to
hospitalization. Brown (1979) analyzed the content of maternal
interviews and reported that she identified three specific
patterns of interactions between parents and children. She
termed these interactions as initiation, subordination, and
proximity. Initiation permits the child to control his/her
activities; subordination refers to parental control over most
activities; and proximity in which parents permit the child some
input intc his/her activities. Brown (1979), using a principal
components analyses of children’s inhospital behaviour identified
three specific response patterns: withdrawal - in which the child
refrains from both contact and conversation with others;
immobility = in which the child prefers to remain in his/her
hospital room; and distress behaviour - in which the child
displays upset or physiological disturbance.

Brown (1979) examined the relation between the above
inhospital behaviours and the three parent-child interaction
factors. She reported that high scores on any of the inhospital
behaviours were related to children who were rated low on

initiation in the home. Brown (1979) further reported that
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children who were rated as high on proximity, combined with low
initiation, displayed more behavioural distress during
hospitalization than the other groups of children. She also
found that children who used immcbility in the hospital setting
were rated as low both in proximity and initiation. There was
also an association between children who demonstrated distress
behaviours in the hospital and who were rated high on proximity
in the hone.

Thus, these studies, although limited in number, appear to
suggest that the type of parental discipline used in the home and
the type of family interaction patterns may be associated with
children’s maladjustment responses to hospitalization. Further
research in these areas would provide more definitive
conclusions. The literature review continues with the focus
shifting to child intrapersonal factors which have been suggested

to impact on children’s posthospital adjustment.

Intrapersonal Factors

Lack of familiarity and consistency of environment.

While research on the impact of the unfamiliarity of the
hospital setting on children’s behavioural adjustment is rather
sparse, a number of researchers have suggested that this variable
may contribute to children’s in- and posthospital behavioural
maladjustment (Brown & Semple, 1970; Frailberg, 1959; Janis,
1958; Robinson & Clarke, 1980). Brown and Semple (1970) observed

that children younger than 5 years of age, when confronted with
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unfamiliar surroundings, displayed a significant decrease in
motor, perceptual, and verbal behaviours, and an increase in
global gazing and freezing behaviours. It is interesting to note
that these behaviours are similar to a number of behaviours which
have been associated with separation anxiety.

Anthony, Koupernick, and Chiland {1978) suggested that the
hospital experience, due to its unfamiliar environment, could
place certain children at risk for the development ot behavioural
maladjustment difficulties both during and posthospitalization.
They suggested that the development of object constancy is
necessary in order for healthy adaptation to occur. Infants and
toddlers learn that the mother figure along with the familiar
home environment are objects that are consistent and dependable.
The mother figure becomes associated with familiar rituals and
routines and the child begins to organize his/her world (Anthony
et al., 1978). As this process unfolds, sameness and familiarity
of environment and events, along with the now familiar mother
figure, are critical. During maturation, children’s ability to
tolerate change increases.

Major disruptions of regular routines and/or familiar
environments may occasion feelings of insecurity, confusion, and
stress. Children learn adaptation techniques through reliance on
familiar objects and settings. Successful adaptation responses
are dependent on children’s ability to extract familiar aspects
of novel situations from their prior experience (Erikson, 1963).

If the child is unable to recognize familiar aspects of the new
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situation, the child is less likely to adapt in a healthy manner,
and may respond to the novel situation by withdrawing from the
situation, denying the situation, or fighting the situation
(Anthony et al., 1978; Piaget, 1960).

Similarly, according to Ragan (1989), important individual
difference are observed in an individual’s initial response to
untamiliar or challenging situations. A challenging situation
may be an event which is perceived as threatening or non-
threatening. Difficulties arise from the individual’s lack of
Familiarity with the novel event and the fact that the person has
no immediate coping responses available based on previous
experience. Kagan observed that some children and adults may
respond initially by becoming quiet and restrained while they
attempt to assess the sjituation and their coping abilities before
taking any action. Others, however, may react spontaneously, as
though the differences between the familiar and new situations
are of negligible psychological consequence.

Sameness and familiarity of environment and events, along
with the now familiar mother figure, are critical to a child’s
development of trust and security (Erikson, 1963). Since the
young child’s concept of time and space is directly related to
familiar routines and objects (Robinson & Clark, 1980), the
unfamiliar hospital environment with unfamiliar people may be
perceived as intimidating or threatening. In the hospital
milienn, the child may feel powerless to effect or change the

situation and may attempt to please and placate the unfamiliar



adults,

This description of children's responses to unfamiliar
situations bear marked similarities to Bowlby'’s (1953)
description of children’s separation anxiety reactions during and
posthospitalization. These similarities intimate that separation
anxiety involves an unfamiliarity component. It is conceivable
that reactions which have purported to be resultant from
separation anxiety may in fact be due to lack of familiarity with
the hospital milieu. Research studies investigating day surgery
or day hospitalization units would provide valuable information
by addressing the impact of unfamiliarity.

The introduction of preorientation programs in some
hospitals attempts to address this lack of familiarity by
introducing the child to the hospital environment before the
actual admission. While the child may remember the hospital
environment, freguently different personnel are present at the
time of admission. In the present study, a preorientation
program was available to all parents and children to familiarize
them to the hospital environment. The program consisted of a
tour of the day surgery unit and the recovery room. Once the
tour concluded, the children were offered refreshments and
invited to ask questions about the upcoming surgery.
Unfortunately, the program was not structured to ensure that on
admission the children would encounter the same personnel. The
present study provided for an analysis of differences between

children who attended the preorientation program and those who
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did not participate in this program. Many children still had to
contend with unfamiliar persons and for some children this
situation could place the child at risk for the development of
adjustment difficulties,
Other intrapersonal factors which may be associated with
children’s responses to the unfamiliar hospital éituation are

learned helplessness and perceived loss of control.

Learned helglegsness and perceived loss of control.

Unfamiliar routines and perceived loss of control may place
children at risk for the development of behavioural difficulties
and may stimulate a response akin to that suggested by Seligman’s
(1975) model of learned helplessness. This model of learned
helplessness appears to complement theories concerning
unfamiliarity. When children are contronted by strange or novel
situations, past coping strategies may prove ineffective.
Crying, refusing to eat, struggling against procedures, or
succumbing to the ministrations of others fail to achieve the
desired outcome. As the child begins to realize that familiar
coping strategies are ineffectual, learned helplessness,
characterized by a sense of futility and feelings of
powerlessness, may ensue. Learned helplessness fregquently leads
to perceptions that the situation is beyond the individual’s
control.

Skolnick (1979), in discnssing perceived control believes

that controllable stress or the perception of controllable stress
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may actually be beneficial for a child’s development. She
suggests that self-esteem and competence issues may depend on a
sense of perceived control over events. The hospital experience
may threaten this sense of control and conceivably may genevate
psychological confusion in children who are just beginning to
develop a sense of mastery over their environment. Historically,
medical professionals were reluctant to explain procedures to
children or to parents especially when the impending procedures
were painful in the belief that this would somehow make the
experience easier for both child and parent. Minimal information
was perceived by physicians to reduce anxiety, but research
findings of the past three decades have demonstrated that
knowledge of impending procedures may provide a sense of
perceived control, thus permitting mobilization of previously
successful adaptive responses. The actual ability to control
impending events or situations as well as the perception of
control are associated with coping responses. Thus, studies
investigating children’s coping strategies are presented in the
discussion on specific personality characteristics and children’s
response to hospitalization. Following is a presentation of
children’s perceptions and fears concerning hospitalization and

medical interventions.

Perceptions and fears of medical /surgical interventions.

The child’s feelings about his/her body provides an

important basis for how the child will eventually develop a
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perception of their self-worth. Body integrity is a critical
issue for children between 3 and 6 years of age and fantasies
and fears concerning bodily damage frequently occupy their
thinking. Frailberg (1959) suggested that the child had
developed a heightened sense of body value because it is the home
of 2 new found, more powerful self, which the child fears may be
lost if the body is intruded upon. Accordinq to Frailberg, the
child’s wholeness as a person appears to be closely tied to the
completeness and integrity of his/her body.

Willis et al. (1982) suggested that fears and fantasies can
escalate when children know that surgery is pending. Aas well,
fears concerning bodily harm may become more realistic to
children at this developmental level when they are admitted to
the hospital (Prugh, 1967).

Children also tend to hold the concept that illness or
hospitalization is resultant from some type of misdeed or
misbehaviour (Beverly, 1936; Brewster, 1982; Gellert, 1961;
Peters, 1978). Peters (1978) interviewed 24 hospitalized boys
and girls between 8 and 10 years of age in an effort to
investigate children’s concepts of illness and hospitalization.
Children were required to view six pictures concerning illness
and to make-up stories about each of these pictures. Content
analyses were performed to identify the causal agent of the
illness, the intention of the causal agent, and the act or action
responsible for the illness.

Sixty percent of the children stated that the sick person



was responsible for his/her own illness. Significant sex
differences were found and indicated that girls felt the illness
was due to the sick person’s own actions, whereas boys attributed
the illness to external factors. Peters (1978) indicated that
the results of this study supported the suggestion that children
believe that illness is resultant from bad or disobedient
behaviours. In addition, Peters (1978) reported that younger
children were more likely than older children to attribute
treatment as punishment for misdeeds. This finding should be
accepted with caution as the age range and sample size were
somewhat limited and additional research addressing these two
issues would provide more substantive evidence to support the
differences found in this study.

" Brewster (1982) investigated 50 chronically ill and
hospitalized children between 5 and 12 years of age. The results
indicated that in general, children younger than 7 years of age
viewed illness and treatment as punishment for misbehaviour.
Again, acceptance of these results warrants caution due to the
small sample size in relation to the age range. Pidgeon (1967},
concerned with children’s perceptions of confinement in an
isolation unit, interviewed 50 children between 3 and 17 years of
age. Pidgeon (1967) reported that only 33% of the children
attributed their confinement in the unit as punishment for
misdeeds. Thus, this study does not support the findings of the
research by Brewster (1982)'or by Peters (1978). The same

criticism that has already been directed at the previous studies
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is also relevant to the study by Pidgeon (1967).

Children's fears concerning hospitalization and illness have
been investigated by a number of researchers. Several of these
researchers have indicated that certain organs are invested with
emotional significance and that certain conditions (e.g.,inguinal
herniorrhaphy) evoke emotional fears (Adamson, Hershberqg, &
Shane, 1976; Finch, & Crowe, 1976; Langford, 1961). Manipulation
of such body organs as eyes or genitals and procedures to assess
heart and brain functions may place some children in severe
enotional distress. Blumberg (1977) spoke about the fear of loss
of body parts associated with such operations as tonsillectomies,
circumcisions and other body altering procedures. For some
children, exaggerated concerns, occasioned by misunderstanding of
procedures, stage of developmental maturity, and extent of bodily
changes can lead to depressive reactions (Anthony, 1968; Finch et
al., 1976).

Beuf (1979) emphasized the role of symbol utilization in
children’s response to hospitalization. The young child, in
developing coping strategies, relies heavily on symbols to make
sense of the world. At a stage of development when the capacity
for abstraction is limited, the child employs symbols to express
feelings. Although adults may not view such procedures as a
spinal tap or an enema as an invasion of self, because they
understand the medical necessity for such procedures, children
have not yet developed the sophisticated thinking processes to

make such an abstraction. At this stage of development,
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youngsters may view the above procedures as actual assaults on
their person which they are powerless to prevent, Symbolically,
these events may represent a loss of a part of the body.

A 1985 study (Aho & Erickson) investigated the effects of
age, seX, and previous hospitalization on the medical fears ot
children using a sample of 150 girls and 141 boys from grades 1,
4, and 7. The total sample consisted of 105 children who had
been hospitalized at least once and 186 children who had never
been hospitalized. All children completed the Children’s Medical
Fears Questionnaire (Aho, 1984). The researchers concluded that
medical fears were at K least partially related to developmental
level, and that the fears most often expressed included items
associated with the possible loss of body parts and operations.
Significant differences were found for gender and grade with the
mean frequency score higher for girls than for boys. Duncan
post-hoc analyses suggested that mean fregquency scores were
significantly higher for the 4th and 7th graders than the scores
of the 1st graders, but the first two were not significantly
different from each other. Gender appeared to differentiate boys
and girls in the 4th and 7th grades in the quantity and the
intensity of expressed medical fears, with girls reporting more
fears and more intense fears than boys.

Generally, girls appeared more concerned with having a large
scar and of appearing different to their peers. BAho and Erickson
(1985) found no significant relation between previous

hospitalization and frequency or intensity of expressed fears;
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however, the group without a previous hospital experience
obtained higher intensity scores than the children who had been
previously hospitalized. The findings of a nonsignificant
relation between previous hospitalization and the frequency or
intensity of fears, although similar to some other research on
anxiety and the experience of recent hospitalization (Brodie,
1974), may be, in part, due to the rather broad definition of the
hospitalization variable (Aho & Erickson, 1985). The authors
suggested that recency of the illness, length of the illness, and
the reason for the hospitalization, in addition to the child’s
perception of the experience, are factors that merit inclusion in
future studies. The present study addresses a number of
suggestions recommended by Aho and Erickson (1985) by controlling
for previous hospitalization and the recency of such
hospitalization, as well as the severity of the medical condition
requiring hospitalization.

A rather interesting finding from the study by Aho and
Erickson (1985) was that the 1lst graders reported the smallest
number of fears which is contrary to what other research on
children’s fears has generally found. A possible explanation
offered by the authors suggested that this finding may be related
to the younger children’s need to appear brave or that they may
have reacted to the group situation more thaﬁ the older children.
Support for this explanation came from the fact that these
younger children compared their answers to those of their peers

even when requested not to do so.
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In conclusion, Aho and Erickson mentioned that one of the

items which children most frequently mentioned vas fear of
parents worrying about them. The authors suggest future research
might investigate the relation between children’s perceptions of
parental worrying and parents’ actual worries and the impact this
variable may have on children’s responses to their illness. The
present study investigates the child in context and the mother-
child relationship which is anticipated to provide valuable
information on mother-child interactions, the mother-child
relationship, and their effect on children’s posthospital
behavioural adjustment. Following is a presentation of
personality characteristics which have been suggested to affect

children’s posthospital adjustment.

Personality characteristics and coping responses.
Thompson (1985) stated that while a number of personality

variables and their relation to children’s in- and posthospital
responses have been examined, research in this area remains
relatively sparse. The studies that have been reported appear to
suffer from vague definitions of personality factors by
incorporating a variety of concepts subsumed under personality
characteristics. Temperament characteristics, defense
mechanisms, anxiety responses, field dependence/independence,
locus of control, and self-concept serve as examples of some of
the concepts included in studies on perscnality characteristics

(Thompson, 1985). While these variables may indeed be considered
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as personality characteristics, difficulties arise when
researchers indicate that they are investigating personality
characteristics but fail to specify which characteristics are
under investigation. Thus, it appears that a number of
personality characteristics under investigation have not been
operationally defined. This has resulted in serious difficulties
when attempting to evaluate exactly what has been examined and
what still remains to be done. Further, these same studies
utilize very small sample size, thus it is difficult to
generalize the findings. The review of the literature in this
area will briefly present a small number of investigations on
temperament characteristics, anxiety responses, and their effect
on children’s hospital adjustment.

Rose (cited in Thompson, 1985) investigated the effects of
hospitalization on children’s coping responses and their relation
to two temperament characteristics, flexibility and rhymicity.
Rose observed 32 behavioural responses of 14 children between 18
months and 7 years of age who were admitted for cardiac
catheterization. Behavioural observations occurred prior to
hospitalization, as well as during and posthospitalization. Rose
reported that 15 of the 32 behaviours selected for observation
changed significantly during the hospital experience. These
changes encompassed such in-hospital behaviours as (a) increased
time spent loocking and exploring; (b) a decrease in speech and
attempts to control the situation; and (c) an increase in crying

behaviour, sadness, and emotionality. Rose hypothesized that
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behavioural changes were resultant from children’s attempts to
cope with the experience, and thus, the behaviours would be of an
extremely short duration. Wwhile the results indicated support
for this hypothesis, it is suggested that the small sample size
and broad age range make acceptance of tiese findings somewhat
suspect. Rose reported that the temperament characteristics of
flexibility and rhythmicity were unrelated to the style of coping
responses used by the children. (This is one of few studies to
investigate temperament characteristics and their relation to
children’s responses to hospitalization.) The present study
investigated the effect of temperament characteristics as
predictors of behavioural maladjustment in children consequent to
day surgery. The temperament characteristics investigated in the
present study are those identified by Thomas, Chess, Birch,
Hertzig, and Korn (1963).

Burnstein and Meichenbaum (1979) investigated the relation
between children’s play, anxiety, level of defensiveness, and
childrens’ posthospital adjustment. Assessments of 20 children
between 4 and 9 years of age were completed in the child’s home
prior to hospitalization, the evening of admission prior to minor
surgery, the following day, and again in the home one week
following discharge. A questionnaire designed to assess level of
defensiveness (Wallach & Kogan, 1965) was used during the first
home assessment. Self-reported anxiety was assessed using an
unpublished battery by Gilmore (1966). Anxiety assessments were

cbtained at each of the three assessment periods. As well,
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children were permitted to select medical toys (stress-related)
or nonmedical toys (non-stress-related). Children's preferred
choice of play materials was established by observations of the
time spent playing with medical toys during the three assessment
phases. ’

The researchers noted a tendency for children who selected
stress-related toys prior to hospitalization to experience lower
levels of anxiety after hospitalization. They also noted a
negative relation between level of defensiveness and the amount
of play with hospital toys at the pretest period. Level of
defensiveness was found to be positively related to posthospital
adjustment. Burnstein and Meichenbaum (1379) suggested that
there may be two distinct groups of children who use different
responses to stressful situations. cChildren who experience
minimal anxiety after hospitalization rate low on defensiveness
in the prehospital period, and are found to actively engage in
play with stress-related toys during this same period. The
remaining children rate high on defensiveness, refrain from
playing with stress-related toys, and experience high levels of
anxiety following discharge.

A follow-up study was initiated 7 months following discharge
in an effort to further understand the differences between these
two groups of children. However, although the findings are
interesting, the problem of sample size (n = 4 for each of two
groups) again poses difficulties in the generalization of the

results, Clearly the area of personality characteristics is an
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important consideration in evaluating factors affecting
children’s behavioural maladjustment while in the hospital and
foliowing discharge. Further research is necessary addressing
the limitations of the studies conducted to date in order to
substantiate past findings and to provide more information
concerning the relation between various personality
characteristics and children’s responses to the hospital
experience.

In contrast to the sparse number of studies devoted to
personality characteristics, a rather extensive body of research
exits concerning various preparation techniques and their effect
on reducing both in- and posthospital behavioural adjustment
difficulties. A discussion of this literature follows and
concludes the review of the literature on children’s

hospitalization.

Hospitalization Experience Factors

Prioxr hospitalization and duration of hospitalization.

Rutter (1972) indicated that there was strong evidence
linking hospitalization in early childhood and acute emotional
distress which can persist for several months once the child
returned home. Further, Rutter (1972) suggested that
posthospital adjustment difficulties may be associated with
family discord and separation anxiety. Chronic family
difficulties are related to children’s behavioural disorders and,

when family difficulties are accounted for, no association
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remains between short-term separations and later behavioural
disorders in children (Rutter, 1971). Research findings remorted
by Douglas (1975) indicated that a single houspitalization of
short duration (1 week or less) was not associated with
behavioural difficulties in later life. However, Douglas
reported a relation between prolonged or repeated
hospitalizations in early childhood and behavioural disturbance
in later life. This later finding stimulated further research
investigations addressing the impact of early childhood
hospitalizations, length of hospitél stays, and number of
admissions, on the development of behavioural difficulties later
in life.

Quinton and Rutter (1976) documented a number of
methodological deficiencies in the Douglas study (1975). They
were concerned that data were missing on a substantial proportion
of nis population, and they expressed serious reservations that
the findings from the Douglas study were derived from data
collected a generation age. Thus, in an attempt to replicate
Douglas’ findings, Quinton and Rutter (1976) had teachers rate
children’s school behaviour by using a questionnaire designed to
identify children with emotional or behaviocural difficulties at
school. Children were classified into two groups (i.e., deviant
and non-deviant) dependent on the scores they received on the
questionnaire, Additional information on children’s behavioural
functioning was obtained from detailed interviews with mothers.

These interviews also extracted information on family relations,
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interaction patterns, and medical and psychiatric histories of
both children and parents. The finding that a single hospital
admission lasting a week or less was not associated with an
increased risk of later emotional or behavioural disturbance was
confirmed. Quinton & Rutter, (1976), however, confirmed that
repeated hospitalizations appeared to be associated with
disturbances in later childhood.

Lavigne and Burns (1981) reviewed the literature on
children’s hospitalization and concluded that there were strong
indications supporting a relation between the number of
hospitalizations before the age of 5 years and poor long-term
adjustment. More recently, Rae, Worchel, Upchurch, Sanner, and
Daniel (1989) found no significant differences between number of
previous hospitulizations and the psychosocial adjustment of
hospitalized children. cChildren were selected if they met the
following criteria: (a) They had no evidence of mental impairment
or communication difficulties, (b) they were between 5 and 10
Years of age, (c) the planned hospitalization was at least 3
days, (d) they had no more than four prior admissions, and (e)
they had never had contact with a mental health professional.
Thus, the selection criteria included children who had never been
hospitalized as well as children who had experienced as many as
four prior admissions. A large portion of the research on
factors hypothesized to affect posthospital behavioural
adjustment have usually excluded children who had prior

hospitalizations or who had been hospitalized within the past
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year.

Bowlby (1969) and Robertson (1973) suggested that admissions
as brief as 3 days could result in severe anxiety reactions
during the in- and posthospital periods. Thus, there appears to
be some evidence indicating that repeated hospitalization has an
effect on childrens’ posthospital adjustment. However, the
evidence supporting a relation between short-term hospitalization
and the development of posthospital adjustment difficulties is
inconclusive. It is of some interest that studies conducted
before the mid seventies and those conducted after this time
period report conflicting results concerning the impact of
previous hospitalization on children’s posthospital behaviour.

It is suggested that changes in hospital procedures and policies
in the past two decades may explain the contradictory results. .
final area of research that has yet to be discussed concerns the
effectiveness of various preparation techniques in reducing
children’s behavioural maladjustment difficulties consequent to

hospitalization.

Preparation programs.

Tt has been widely accepted that hospitalization is a
significant psychological event in childhcocod (Frank, 1978) which
can impact on a children’s behavioural adjustment while in
hospital and following hospitalization. This finding has
facilitated the development and implementation of new policies

encouraging extended visiting, rooming-in facilities, increased
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parental participation in the care of their hospitalized child,
and where appropriate, changes in medical procedures and
techniques. Concerns about the effects of separation anxiety,
the age of the child, and length of hospitalization were
addressed by permitting longer visiting hours, and many hospitals
encouraged parents to sleep over, thus providing the presence ot
the primary caregiver. The idea that psychological preparation
prior to hospitalization may be beneficial for children has been
generally acdepted by many health professionals (Meng, 19380).
What remains controversial is the type or types of preparation
that are the most effective in alleviating behavioural adjustment
difficulties resultant from hospitalization.

A number of preparation programs were implemented to
familiarize children with the hospital environment before the
admission occurred, and other programs were designed to be
initiated when the child arrived at the hospital but before
intervention occurred. Some of these former programs utilize
pre-admission psychiatric interviews, books explaining various
procedures, films, puppet shows, and pre-admission parties
designed to familiarize the child and parent with hospital
equipment and procedures. The latter programs, for the most
part, have an instruction component in which parents and children
are taught various techniques designed to reduce stress or
anxiety reactions in hospitalized children and their parents.
Broad acceptance of these ﬁrograms is hindered by a lack of

agreement as to which interventions if any, promote the
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healthiest adjustment to hospitalization.

Robertson (1973) suggested that children under 4 years of
age derive little benefit from pre-admission preparation. They
are still too immature in thinking and abstraction to grasp the
concepts and, as such, come away from sugh programs with little
appreciation of the relation between such programs and
themselves. However, Ferguson (1979) observed that 3 to 4 year
old children who viewed a peer-modelling film, manifested a
decrease in posthospitalization behavioural problems. Ferguson
(1979) investigated two methods of preparing 3 t§ 7 year old
children for minor elective surgery (e.g. tonsillectomy, or
tonsillectomy and adenoidectomy). One method involved a home
visit by a nurse, and the second method used a filmed modelling
sequence which was viewed on admission. Data were collected on
82 children who were randomly assigned to one of four treatment
conditions: (a) children who received the regular admission
procedure and who also viewed a nonmedical-related film, (b)
children who experier ed the regular admission procedure and also
viewed a hospital-related peer~-modelling film, (c) children who
were visited in their home by a nurse prior to admission and
viewed a nonmedical-related film, and (d) children who received a
home visit from a nurse prior to admission and viewed a hospital-
related peer-modelling film. All children received admission
information from the same nurse.

A number of measures were used to evaluate children’s

adjustment to hospitalization. These measures assessed
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children’s anxiety and fears concerning hospitalization, and
consisted of self-report and physiological measures. Children’s
posthospital behavioural adjustment was measured by the
Posthospital Behavior Questionnaire (PHBQ; Vernon et al., 1966)
which was ccmpleted by mothers 7 to 10 days after discharge. The
Mood Adjective Check List (Radloff & Helmreich, 1968) was
completed by mothers 7 to 10 days after the child’s surgery.
Results indicated that the home visit appeared to be associated
with a decrease in maternal anxiety both during and after
discharge. The home visit was also associated with a decrease in
posthospital maladaptive responses especially in children in the
6 to 7 year age range. Whereas 3 and 4 year old children
reported more hospital-specific anxiety than did 6 and 7 year old
children, the former group also evidenced a decrease in
posthospital maladaptive behaviours. These behaviours in younger
children appeared to be reduced by the peer-modelling film.

Thus, this latter result is in direct contrast to Robertson
(1973) who felt that children under four were toc young to
benefit from preparation.

In another study Vernon (1973) investigated the use of
modelling to modify children’s response to a potentially
threatening situation. Thirty-eight children between 4 and 9
years of age were admitted to the hospital for a variety of minor
elective surgeries (e.g. tonsillectomies, herniorrhaphies,
miscellaneous surgery). Assignment of subjects was accomplished

by random assignment of all children scheduled for surgery on the
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same day. Children assigned to the exéerimental group viewed a
film of 4 children reacting calmly to anaesthesia induction. The
children saw the film alone or with 2 or 3 other children 30 to
60 minutes prior to surgery. Subjects who viewed the modelling
film appeared to be less upset during the waii outside the
operating room and they were also less upset once they went into
the room. Results of posthospital responses indicated no
significant differences between the two groups during the first
week after discharge. However, at the fourth week following
discharge Vernon (1973} reported a significant difference on PHBQ
scores between children who viewed the peer-modelling film and
children who did not see the film.

Whereas the above studies have examined the effects of
preparation, specifically film modelling, other studies
investigated the effectiveness of puppet play in reducing
children’s behavioural upset (Cassell, 1965; Lende; 1971).
Cassell (1965) investigated the responses of 40 children between
3 and 11 years of age admitted for cardiac catheterization.

Equal numbers of children were randomly assigned to the control
and experimental groups. Children in the experimental group
watched a therapist demonstrate the catheterization procedure by
using miniature models, puppets, and toy medical instruments.
children’s questions were answered. These children also engaged
in a second play session.the morning of their discharge.
children in the control group received no prior instructions.

Children’s pre- and posthospital adjustment were assessed by



using a modified version of the PHBQ (Vernon et al., 1966),
Parents completed this questionnaire prior to their child'’s
prehospitalization period and again at 6 days and 30 days
posthospitalization. Cassell (1965) reported no significant
differences between the two groups on the PHBQ. However, she did
report that the experimental group appeared more willing than the
control group to return to the hospital for further treatment.
Cassell did not propose any explanation of why the PHBQ failed to
identify group differences. It is suggested that the sample size
may not have been sufficiently large enough to detect sighificant
differences. '

An interesting study by Lende (1971) found that although the
type of preparation was unrelated to posthospital behavioural
adjustment difficulties, there was a significant relation between
children’s knowledge of surgery and posthospital behaviocural
upset. Lende (1971) examined the effect of four types of
preparation on the posthospital responses of 72 children between
4 and 6 years of age. The four types of preparation were; (a) a
‘puppet play group, (b) a book group, (c) a discussion group, and
(d) no preparation, but children in this group spend the same
amount of time as children in the other group talking with the
researcher. Behavioural upset was found in the majority of
subjects from 10 days to 2 weeks after discharge for
tonsillectomies aﬁd adenoidectomies, Thus, type of preparation
was not found to be a significant factor in children’s

posthospital reactions. Lende (1971) attributed the lack of
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significant group differences to the fact that the children
received appropriate preparation from their parents.

Many hospitals used a combination of modelling, play, and
film viewing in their preorientation programs, and a small number
of hospitals included an additional component designed to assist
both parent and child during and after hospitalization. This
additional component involved teaching the parent to act as
therapist and assist their child in relaxing and in developing
mental imagery. This coping technique is geared to minimize
anxiety in both the parent and child. Peterson ¢nd Shigetomi
(1981) compared the effectiveness of this coping technique with
filmed modelling, and with filmed modelling and minimal
preparation, in reducing children’s adverse reactions to minor
surgery. Results from the sample of 66 children between 2.5 and
10.5 years of age indicated that the children who had received a
combination of coping techniques and modelling demonstrated
better adjustment tc the hospital experience than children who
had received coping or modelling alone. The parents of the
children who had received the coping technique reported less
anxiety than the parents of children in the other conditions.
Further, a one year follow-up of the parents who were still
available revealed that 30% of these parents had used the coping
techniques in other situations (Peterson & Shigetomi, 1982).
(Unfortunately, although this study assessed parents’ usage of
the coping techniques one year later, this study did not assess

children’s posthospital adjustment.)
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The results of this study are interesting in light of the
few studies conducted to date which demonstrate an intormation
seeking disposition in children. Peterson and Toler (1986) in
reporting the paucity of studies in this area, used the scores
from the Coping Strategies Interview (Siegel, 1981) to assign an
information seeking score to children scheduled for elective
surgery. The Coping Strategies Interview is considered to be a
primary measure of information seeking as a coping style. Six
types of information were collected from 26 girls and 33 boys
betwzen 5 to 11 years of age. This information included
demographic data, observational validation measures, stress
response measures, physiological and self-report measures, and
the Coping Strategies Interview. Peterson & Toler (1986) found
that the degree of information seeking was strongly related to
the actual amount of information the child obtained prior to
admission. The degree of information seeking was also related to
parental reports of their child’s usual interest in and
receptivity to information and to past successes with aversive
medical procedures. It was found that children with high
information seeking scores were rated as less upset during the
postsurgical phase than children who had lower information
seeking scores. Thus, this study appears to confirm the
existence of a high information seeking disposition in some
children. Perhaps tentative conclusions can be drawn suggesting
that information may provide a child with the perception of being

able to control, if not the environment, at least one’s responses
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to environmental events.

Some facilities have not only implemented various
prehospitalization programs, but have alsc introduced day
surgery and day treatment facilities. These units serve to
reduce actual hospital admissions by providing care on a day
basis. Surgical cases of a minor nature are handled in such
units and the child remains with mother except during the actual
surgery. Unfortunately, there appears to be little research into
the effectiveness of these day units as concerns post-
hospitalization adjustment difficulties. A possible explanation
for the apparent lack of research on the effects of day surgery
may be due to the assumption that posthospital adjustment
difficulties were addressed by providing the presence of the
primary caregiver and that preorientation programs familiarized
the child with the hospital environment, thus helping to reduce
adjustment difficulties during the hospital stay.

Abrams (1982) is one of the few researchers who has
investigated the effect of preparation on children scheduled for
day surgery. Sixty children between 4 and 11 years of age were
randomly assigned to one of three treatment conditions. The day
before surgery two groups viewed the same 6 minute slide
presentation of hospital scenes, but each group heard a different
narration. One tape discussed procedures and activities each
child would encounter during day surgery. The second tape
emphasized the sensations the children would experience. In the

third condition, the children were not shown any preparation
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programs. Observations were conducted on children’s behaviours
before and during anaesthesia induction and following surgery, in
order to ascertain the prevalence of resistance behaviours.

Resistance behaviours are overt behaviours which are
indicative of anxiety, stress, or poor coping strategies. The
Posthospital Behavior Questionnaire {(Vernon et al., 1966) was
completed over the telephone by parents, 2 days after the
surgical intervention. Resistance behaviours were found to occur
with insufficient frequency to permit statistical analysis.
Abrams (1982) suggested that the data imply that children who
viewed either of the slide presentations appeared less upset than
children who received no preparation. Parental responses on the
PHBQ indicated that nearly all children had returned to thgir
prehospitalization adjustment behaviours by the second day after
discharge. It is suggested that this result could be due to the
short duration between hospitalization and measurement of
posthospitalization responses because most studies investigating
the effects of long- or short-term hospitalization have found
posthospital behavioural adjustment difficulties three days
following discharge. More data needs to be collected before
definitive conclusions can be made.

In the present study, it is hypothesized that age will not
be related to posthospital adjustment difficulties in children
consequent to day surgery. Although age has been shown to affect
children’s posthospital adjustment (Aho & Erickson, 1985;

castell, 1970; Erikson, 1963; Kerr, 1979; Peterson et al., 1985),



50
these studies have shown that the effect of age is largely
related to separation anxiety. Since the present study examined
day hospitalization, separation anxiety was not expected to be an
influential factor, thus it was hypothesized that age was not
expected to be a factor in the prediction of behavioural
difficulties consequent to day hospitalization. Gender
differences regarding the development of posthospitalization
difficulties have not been widely supported in the
hospitalization literature. Vernon et al. (1966) found that
gender did not appear to differentiate children who developed
posthospital behavioural difficulties from those who experienced
no such problems. aho and Erickson (1985), however, found that
girls expressed more fears and concerns about body disfigurement
than did boys. This is a finding that has not as yet, been
rerlicated. Thus, in the present study, it was hypothesized that
gender would not be related to children’s posthospital adjustment
difficulties. The literature review continues with the focus
shifting from a general review of the factors affecting
children’s responses to hospitalization to a more detailed review
of specific factors hypothesized to predict children’s
posthospital adjustment. The specific factors are children’s
temperament characteristics and characteristic of the mother-

child relationship.



CHAPTER II

Introduction to Temperament and the Child-In-Context

Research studies on the effects of both long- and short-term
hospitalization of children have examnined factors extsrnal to the
child, such as the impact of various procedures and policies
which frequently restricted parental involvement in the care of
the child. These external factors were viewed as contributing to
behavioural difficulties for sone children, during
hospitalization and after discharge. Few studies in this area
have focused on internal child characteristics as contributors to
adjustment difficulties consequent to day surgery. Even fewer
studies have investigated the child’s context, specifically the
mother-child relationship, as a factor in the development of
posthospital adjustment difficulties consequent to day surgery.
The present study investigates the child-in-context by examining
internal child variables, namely child temperament
characteristics, and external environmental characteristics,
namely the mother-child relationship. These internal and
external variables are used to predict posthospital behavioural
difficulties in children consequent to day surgery (i.e.,
tonsillectomies). The internal child characteristics
investigated in the present study are the temperament
characteristics proposed by Thomas, Chess, and Birch (1968). The

mother-child variables are those identified by Abidin (1982) in
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his investigation of the impact of stress within the parent-child
relationship.

The literature review begins with a discussion of
temperament by presenting a description of the first major
longitudinal study on temperament, widely known as the New York
Longitudinal Study (NYLS). Due to the findings of this study,
numerous research investigations in temperament characteristics
have followed. Thus, the NYLS is presented with rather extensive
attention given to the initial subject pool, the method of item
scoring, and the derivation of the temperament categories and
constellations. This detailed description is provided as many
researchers have used the temperament criteria from the NYLS in
investigations of temperament characteristics in a wide variety
of situations. Since the publication of the findings from the
NYLS, controversy has arisen as to the actual number of
temperament characteristics found by other researchers using the
NYLS criteria; criticisms have been voiced as to the validity of
the behavioural criteria used to classify particular behaviours
as representative of a particular temperament; and questions have
been posed concerning whether temperament characteristics are
genetic or influenced by external variables. The majority, if
not all of these investigations, have utilized the original NYLS
nine dimensions and have proceeded from that point to either
modify, expand, or delete various behaviours and temperament
characteristics in attempts to define new categories.

The review of temperament proceeds with a presentation of



studies which either support the NYLS findings or offer
alternative temperament categories. A number of studies which
have used temperament characteristics to predict outcome in
various situations are presented to support the use of
temperament characteristics in the present study to predict
posthospital adjustment difficulties after day surgery. The
‘review continues with a presentation of the importance of
considering the child-in-context and reviews the research of
Abidin and others on variables which impact on the guality of the
mother-child relationship and the effect of this relationship on
children’s behaviour. Hypotheses are presented concerning the
child-in-context and specific characteristics of the mother-child
relationship which may impact on children’s posthospitalization

behavioural adjustment consequent to day surgery.

Historical Development of Temperament Characteristics

The New York longitudinal Study.

Thomas, Chess, Birch, Hertzig, and Korn (1963) initiated one
of the first major longitudinal studies on temperament. 'The NYLS
began in 1956 with the primary goal being the identification of
characteristics of individuality in behaviour during the first
few months of a child’s life. The researchers were concerned
also with examining the extent to which such characteristics
persist and impact on later psychological development. The NYLS
included 138 children from 85 families. Children were included

from the first few months of life with the intent of following
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these children to young adulthood. The collection of data was
cumulative and extended over a six year period in order to obtain
the requisite number of children. Only five children were lost
from the initial sample over a 12 year period, thus data were
collected on a total of 133 subjects (96%). Forty percent of the
mothers and 60% of the fathers had obtained college and
postgraduéte degrees and only 9% of mothers and 8% of fathers had
no college education. The families were representative of the
middle and upper middle socioceconomic groups. Religious
affiliation was predominantly Jewish (78%), 15% were Protestant,
and 7% were Catholic.

The primary source of information during the infant stage
was derived from parental reports. As the children grew older,
information was obtained from teachers and through direct
observations in the school setting. Psychometric testing at
three, six, and nine years of age was also completed. For the
initial NYLS sample, a direct interview format was utilized with
parents and children separately, when children were between 16
and 17 years of age. Academic transcripts were also included to
provide additional information on the consistency of children’s
performance. The interview and observational data were obtained
through a factual descriptive reporting technique. Observations
of actual behaviours, as well as information from parent-teacher
interviews, required a description of the how or the content of a
particular behaviour; that is, what the child actually did, as

opposed to the why of such behaviour. Although inferences about
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behaviours might provide interesting clues, this could only be
presumptive, therefore it was mandatory that a descriptive
behavioural analyses was followed. 1In order to analyze the
massive amounts of data gathered in the initial NYLS, Thomas cot
al. (1963) utilized an inductive content analysis of the
behaviour protocols.

fhe interview protocols for the first 22 children studied
were subjected to a content analysis. Through this content
analysis, nine categories of functioning were scored consistently
for each of the 22 protocols. The spread of the distribution of
scores in each of the nine categories was sufficient to enable
differentiation among the subjects within each category. Through
this content analysis nine categories assessing individuality in
behavioural styles were adopted. A brief description of these

categories follows:

1) Activity Level - describes mobility during such routines as
bathing, eating, playing, etc., as well as the sleep-wake
cycle, crawling, walking, etc.

2) Rhythmicityv (regularity) - refers to the predictability or
lack of predictability in time of any function.

3) Approach-Withdrawal - refers to the characteristic response to
any new stimulus.

4) Adaptability - describes the ease with which responses are
modified in the desired direction.

5) Threshold of Responsiveness - this is the level of stimulation
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intensity required to evoke a discernable response.

6) Intensity of Reaction -~ refers to the energy level of a

response.

7) Quality of Mood - refers to the amount of crying, pleasant

behaviour, etc.

8) Distractibility - refers to the effectiveness of extraneous
environmental stimuli in interfering with ongoing behaviour.

9) Attention Span and Persistence - attention span refers to the
length of time engaged in an activity and persistence refers
to the ability to continue the same activity while faced with
obstacles.

Once the above categories were identified, a three-point
scoring method was adopted which used the polar extremes and the
middle level. Thomas et al. (1963) initially used a five-point
scale but the reliabilities for the middle categories were low.
Every behavioural protocol was scored on the three-point scale
for each of the nine categnries independently and a specific item
sum for each category was obtained. Each protocol, therefore,
was scored nine times. This scoring method was used on the
remaining 80 subjects (only subjects who had attained two years
of age were used in the above analysis at this point in time) and
all children were classified according to their characteristic
mode of functioning.

Thomas et al. (1963), concerned about the reliability of the
scoring techniques, compared the results of two independent

judges who scored each of the 22 protocols. They had two
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additional judges score the same protocols at a later date, and
found the interscorer reliability was at the 90% level for both
comparisons. Intrascorer reliability was examined by submitting
the 22 protocols to the original scorers three months later; the
intrascorer reliability was also at the 90% level. The validity
of parental reports was also assessed. Because of the nature of
adaptability and rhythmicity, independent observations were not
possible, as these two categories represented events occurring
over prolonged periods of time. The remaining seven categories,
however, were assessed through direct observations by two
observers. |

Each direct observation lasted approximately two to three
hours and the observations were each independent of the other.
Comparisons of the direct observations with the parental reports
were in agreement at the .01 level of confidence. A similar
level of confidence (.05) was established for the independent
direct observations of the two observers. Thomas et al. (1963)
concluded that the assessments of the reliabjlity and validity of
the data obtained through parental interviwews indicated that this
interview data accurately refiected the children’s behaviour.
Further, the high level of intra- and interscorer reliability
suggested that the scoring method was appropriate and accurate.
Eventually all 133 child protocols were scored, as well as the
parental interviews. During this period, 42 of the 133 children
were identified as having behavioural disturbances (Thomas,

Chess, & Birch, 1968) and were classified as members of a
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clinical sample.

This classification was made on the basis of parental
reports, clinical diagnostic procedures, and psychiatric
confirmation of the presence of significant behavioural
disturbance. It was found that children presenting with such
behavioural disturbances appeared to have similar scores on a
number of temperament characteristics. Children not presenting
with significant behavioural symptoms appeared to share similar
patterns of scores with each other on various temperament
characteristics. These patterns were the first statistical
evidence that children may display similar temperament
characteristics and that children experiencing clinically
significant behavioural disturbances manifested different
patterns of temperament characteristics from children who did not
display clinical symptomatology. Further, there was some
evidence to indicate that children diagnosed with clinical
symptoms could be identified by the scores they obtained on the
temperament characteristics. Thomas et al. (1968} conducted more
extensive analyses in an effort to identify consistent and
specific patterns of behaviour. Comparisons of protocols for all
children for the first five years of life were made using a
weighted score model. Using the three-point scale, one of the
extreme scale positions was represented by 0, the other extreme
position by 2, and the middle position by 1. The number of items
scored in each category was multiplied by the weighted value (0,

1, or 2) and the products were summed and divided by the total



number of scored items in each category.

This method illustrated that the distribution of the scores
had sufficient spread to permit dirferentiation of temperament
categories among subjects for eight of the nine categories
represented. (Distractibility had a markedly different
distribution.) Varimax rotation factor analysis of the nine
categories of temperament, for each of the first five years of
life, yielded three factors which appeared behaviourally
neaningful in relation to the items which clustered under each of
the factors. The results of these factor analyses established
three behaviour groupings classified as temperament
constellations and enabled the classification of the clinical and
nonclinical subjects into one of these three constellations. It
must be noted, however, that the Difficult Child constellation,
which is described below, does not imply a clinical diagnosis of
significant behavioural disturbance. Rather, children who
qualify for membership in this category appear to be more at risk
for serious behavioural disturbance. A brief description of the

temperament constellations follows:

The "“"Easy Child"

- These children display high adaptability to change and
positive approach responses to new events and situations. Mood
intensity ranges from mild to moderate and is predominately
positive. The development of regular sleep-wake cycles and

feeding routines are easily accomplished. These children accept
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the introduction of new foods, readily respond positively to
strangers, and generally accept new rules with little difficulty.
Parents and teachers usually describe these children as a joy.

(comprised 40% of the sample).

The "Difficult child"

- These children are identified by non or slow adaptability
to change or novel situations. Mood expression is usually
intense and frequently negative. Marked irregularity in sleep
and feeding schedules, prolonged adjustment periods to new
roﬁtines, as well as low frustration tolerance, characterize
these children as having difficulty in adapting to and handling
most types of change. Violent tantrums are not uncommon when
these children experience frustration. Typically, these children
are described by mothers, teachers, and others as difficult

children (comprised 10% of the sample).

The "Slow to Warm Up Child"

- These children display a combination of negative responses
of mild intensity and slow adaptability to novel situations.
Reactions are in the direction of mild intensity and can be
positive or negative. They display less irregularity of
biological functions than children in the difficult group. Given
the time needed to adapt to new situations, these children are
usually able to react positively to such events. (comprised 15%

of the sample).
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These three constellations of functional significance

comprised a total of 65% of the sample. Thomas et al. (1968)
explained that the remaining children could not be identified by
any one particular constellation, but exhibited characteristiecs
of the three constellations. It must be emphasized that the
three constellations represent variations within normal limits.
Psychopathology is not indicated by high or low extremes; rather,
such extremes simply indicate the range of behavioural styles
displayed by normal children. A second longitudinal study was
initiated in 1961 by the NYLS group to provide a contrasting
cultural and socioeconomic sample.

This study was comprised of 95 Puerto Rican children and
their parents. Eighty-six percent of this sample lived in low-
income public housing projects. The Puerto Rican sample was
followed longitudinally from early infancy and the same method of
data collection and analyses used in the NYLS was adopted with
this sample. Analyses of the data from this sample provided a
cross—cultural comparison with the subjects from the initial
NYLS. This comparison revealed that identificatijion of
temperament characteristics and subsequent membership in the
three temperament constellations were similar to the results from
the NYLS.

An additional longitudinal study using premature infants was
initiated to provide data concerning the relation of prenatal and
perinatal factors to temperament (Hertzig, 1974). This study

used 68 premature infants in which 55% of boys (16 out of 29) and
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36% of girls (14 out of 39) were identified as exhibiting
neurological impairment at five years of age. This study
utilized both the interview form of the NYLS and the item-scoring
method for the nine temperament categories. Hertzig (1974) found
that the distribution curves of the weighted scores for the
premature subjects were analogous to those found in the NYLS
sample. Since premature infants can be vulnerable to brain
trauma during the birth process, the absence of differences in
the distribution curve with this sample was quite remarkable
(Thomas & Chess, 1977). Longitudinal studies of children
presenting with mild mental retardation (Chess & Hassibi, 1970)
and congenital rubella (Chess, Korn, & Fernandez, 1971) were
conducted to provide additional comparative samples to the
original NYLS sample. The 52 children in the mental retardation
sample were followed from 5 years of age to 11 years of age and
the congenital rubella sample consisting of 243 children were
followed from 2 years to 4 years of age. These special groups
provided an analysis of temperament characteristics in children
with physical, neurological and intellectual handicaps. Data
were obtained on the NYLS temperament characteristics and scored
according to the NYLS protocols. Although the signs of the
Difficult Child appeared more frequently in the mental
retardation and rubella groups, the pattern of the results was
not significantly different from the NYLS sample., Identification
of all nine categories was possible for every child at various

age levels and in all populations represented by the NYLS.
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Graham, Rutter, and George (1973) studied 60 children
between 3 and 7 years of age and concluded that their study
supported the validity of the theoretical framework established
by the investigators of the NYLS. Graham et al. (1973) added an
additional characteristic termed fastidiousness. Thus, the above
studies appear to confirm the findings of the NYLS in so far as
the identification of temperament characteristics and the
specific clustering of items which form the three temperament
constellations. Thomas et al. (1968) suggested that these
tenmperament constellations or patterns of behavioural responses
could influence the reactions of others toward the child.
Previously, mothers had been viewed as largely responsible for
emotional problems experienced by their children because the
infant was viewed not as a participant, but solely as a recipient
of what mother had to give. While environmental influences and
parenting practices may account for certain variations, such
influences are unable to explain all variations of child
behaviour. Thomas et al. (1963), in recognizing the impact of
parents and other environmental variables, emphasized that the
child may be responsible for some of the external cues he/she
receives. In analyses of the data at various points in time,
Thomas et al. (1963; 1968; 1977) found ample evidence to support
their view that the child with a preponderance of certain
temperament characteristics can be a powerful force influencing
“the quality of the mother’s interaction with her child. Mothers,

having been primed for numerous years that their parenting
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practices and style of interaction with their child could
facilitate the development of behavioural disorders, felt guilty
and responsible for perceived incompetencies in dealing with
problem children.

The NYLS, from as early as 1968, demonstrated that the
difficult child constellation displayed by some children fostered
and encouraged an increased sense of incompetence in mothers who
had doubts concerning their role as mother and spouse.
Unfortunately, it was not until more recently that serious
consideration was paid to the influence of the guality of the
parent-child relationship, and specifically mother’s sense of
competence in her role as spouse and mother. Abidin’s
investigations (1982) indicated that this sense of competency or
lack of competency could have a significant impact on the quality
of the mother-child relationship. This impact could be positive
or negative and could influence the development of behavioural
difficuities in certain children. The present study examines
characteristics of the mother-child relationship and child
temperament characteristics in the prediction of behavioural
difficulties in children consequent to day surgery. More
definitive evidence concerning a direct and consistent relation
between parenting, environmental influences, and specific
personality dynamics in any given child is needed. The
contribution, therefore, of the child and the child’s interaction
with the environment may indicate that development may be

substantially affected by the nature of the child as an organism,



oh

As stated earlier, temperament characteristics interact with
the environment and may be responsible, to a large extent, tov
the external responses they elicit. This interactionist approach
warrants a consideration of temperament and its relation to the
individual’s motives, abilities, and external events. It is this
interaction which produces patterns of functioning and various
behavioural consequences, as well as the adoption of new or
recurrent characteristics. Thomas et al. (1968) cautioned
against viewing temperament as the complete picture responsible
for one’s style of functioning. They emphasized that in order to
offer a viable view of the human species it is necessary to

include temperament in any personality theory.

Genetic component.

The results bf the NYLS stimulated research interest in the
number of temperament categories, the type of behaviours that
could be identified, as well as interest in the origins of
temperament. In attempting to address the issue of whether
temperament has a genetic component, Thomas and Chess used the
classic twin study method, as have several other investigators
(Buss & Plomin, 1975; Plomin & Rowe, 1977; Rutter, Korn, & Birch,
1963; Torgersen, cited in Thomas & Chess, 1977).

In a twin study, Torgersen (cited in Thomas & Chess, 1977)
identified 34 pairs of twins as monozygotic, 16 pairs as
dizygotic, and 3 pairs as of uncertain zygosity. All medical

records, demographic information, and behavioural histories were
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compiled for each pair of twins. As well, Torgersen used the
nine temperament categories identified by the NYLS for obtaining
temperament protocols. The rationale for the twin study method
was that, if temperament had a genetic component, monozygotic
twins should display less differences for a particular trait than
dizygotic twins. The results showed that at 2 months of age,
statistically significant differences between the two groups
existed for regularity, threshold, and intensity. Two months was
too young to enable scoring on persistence and the other five
categories were not significant. Further analyses at 9 months of
age showed significant differences for all nine categories.
Moreover, monozygotic pairs exhibited a marked decrease in intra-
pair differences and dizygotic twins showed a tendency toward
increased differences. Torgensen concluded that temperament had
a strong genetic component.

The NYLS used a smaller sample of 34 pairs of which 3 twin
pairs were monozygotic, 5 were dizygotic and 26 pairs were
siblings (Rutter, Korn, & Birch, 1963). Monozygotic pairs should
display less differences than sibling pairs. The results
indicated no preponderant genetic basis for any of the three
groups, although activity level, approach- withdrawal and
adaptability showed the strongest evidence for a genetic basis.
There was less evidence for threshold, intensity and mood.
Rhythmicity appeared unrelated to a genetic component. The
authors indicated, however, that the small sample size might have

affected the findings,
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In a twin study, Plomin and Rowe (1977) developed a scale to
measure temperament characteristics by merging some of the
temperament dimensions examined in a study by Buss and Plomin
(1975) and some of the temperament dimensions of the NYLS. They
identified six categories: sociability, emotionality, activity,
attention span/persistence, soothability, and reaction to tood.
This twin study reported support for a genetic component for all
traits except reaction to food.

Thomas and Chess (1977) indicated that the results from the
study of the Puerto Rican sample, compared to children in the
initial NYLS sample, showed marked differences for rhythmicity
and intensity, and marginal significance for activity level, mood
and threshold; however, there were no significant differences for
the remaining four temperament categories. Thomas and Chess
(1977) remarked that these results were interesting in light of
the dissimilarities in parental attitudes and child rearing
practices between the two samples. They further suggested that
if parental attitudes and behaviours were solely responsible for
the shaping of temperament characteristics in children,
differences would have been more pronounced. Thus, this study
would appear to substantiate a relatively strong genetic
component for four temperament categories, and at least marginal
support for three others.

Buss and Plomin (1975) developed a scale to measure
temperament characteristics based on five criteria they perceived

necessary for the identification of temperament traits: genetic
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component, stability during development, presence in adults,
adaptiveness, and the presence of characteristics in animal
forebears. Traits meeting this selection criteria would be
considered temperament traits. The four traits chosen by Buss
and Plomin (1975) have previously been studied as personality
traits and, as such, are not entirely new concepts. Buss and
Plomin (1975), however, suggested that the novelty in utilizing
these constructs was the establishment of selection criteria.

According to the authors, four traits satisfied the
necessary criteria and are as follows: emotionality, activity,
sociability, and impulsiveness. Through factor analysis, 20
items were subsequently selected with 5 items assigned to each of
the four temperaments categories. Buss and Plomin (1975)
contended that these four temperament categories and the
behaviours manifested within the four categories bore little
similarity to the nine categories identified by Thomas et al.
(1968). In addition, they suggested (1975) that their criteria
for inclusion of a trait as a temperament, of which |
inheritability was the most important, lent more credibility to
their temperament categories as the NYLS group did not provide a
rationale for the behaviours that they included, and which
subsequently derived the temperament categories.

It could be argued that multiple observations of behaviours
which appear over time, cross-culturally, and across parenting
practices would provide support for the validity of the

behaviours investigated by the NYLS uroup. Numerous studies have
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used the NYLS questionnaire and the BSQ. A large number of
studies investigating temperament characteristics have developoed
other scales to assess these characteristies. The majority ot
investigators, however, have utilized the NYLS or BSQ
questionnaires as the basis for their measure. Thus, it appears
that many researchers, while not confirming the nine dimensions
of temperament, still find the overall measure valid tor
assessing temperament characteristics.

Presently, few researchers appear concerned with the genetic
origins of temperament, perhaps due, in part, to the inconsistent
results that have been reported. As yet, no definitive
conclusions can be drawn which support or refute a genetic origin

for temperament characteristics.

Measurement issues.

Numerous studies have used the NYLS guestionnaire and the
éSQ. The BSQ, which is used in the present study, was developed
by McDevit and Carey (1978) and was based on the NYLS
questionnaire; thus these authors support the nine dimensions of
temperament suggested by Thomas et al. (1963). Studies
investigating temperament characteristics have developed other
scales to assess temperament characteristics and the majority of
these have utilized the NYLS or BSQ gquestionnaires as the basis
for their measure. Thus, it appears that many researchers, while
not confirming the nine dimensions of temperament, still find the

overall measure valid for assessing temperament characteristics.
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The present study utilized the BSQ because it is one of the fteow
available measures for investigating temperament characteristics
of children during the middle childhood period and because thiws
measure has been used successfully to predict outcome in various
situations.

It is acknowledged that statistically sound wmeasurement
instruments must be developed and utilized to permit acceptance
of research findings as credible. Since measurement can be one
of the most important tools of research and factor analysis is
most frequently utilized to assess the reliability and validity
of gquestionnaires, the rationale for not investigating the
factorial validity of the BSQ in the present study follows.

First, a robust factor analysis requires large numbers of
subjects in relation to the number of items under investigation.
An acceptable ratio is 10 subjects per item. Since the present
study utilized the BSQ which consists of 100 items and 57
subjects comprised the sample for the present study, factor
analysis was not appropriate. Second, a number of researchers
have factor analyzed the BSQ (which is based on the NYLS) and
have derived variable numbers of factors ranging from three to
nine. Finally, since a relatively large number of researchers
have used the factors identified by the NYLS and the intention of
the present study was concerned with prediction and not
measurement development, factor analysis was not undertaken.

This rationale does not imply that the measurement of temperament

characteristics would not bhenefit from further analyses. In
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fact, the stand is taken that measurement of these
characteristics should indeed continue to be investigated.

Research in the area of temperament during the past two
decades has resulted in a number of methodological improvements
in measurement techniques. Further, there has been an
encouraging movement away from viewing children as members of a
particular temperament constellation towards viewing individual
temperament characteristics and how they impact with
environmental characteristics to predict outcome in a variety of
situations. Since it is possible, however, to misunderstand what
is meant by temperament, clarification is necessary before

proceeding with the literature review on temperament.

Definitions, and functional significance.

Gordon Allport, in 1961, referred to temperament as "....the
characteristic phenomena of an individual’s nature, including his
susceptibility to emotional stimulation, his customary strength
and speed of response, the quality of his prevailing mood, and
all the peculiarities of fluctuation and intensity of mood; these
being phenomena regarded as dependent on constitutional make-up
and therefore largely hereditary in origin" (p. 34).

Thomas et al. (1968) have shown that temperament
characteristics are identifiable as early as two months of age.
Their definition states temperament toc be ".....a
phenomenological term which describes or refers to the

characteristic tempo, rhythmicity, adaptability, energy



expenditure, mood and focus of attention of a child,
independently of the content of any specific behavior" (p. 4).
Temperament, as previously mentioned, refers to the how of
behaviour or the way an individual behaves, rather than the why
or the content of behaviour. Since the child responds in an
interactionist capacity and is open to environmental influences,
so too is temperament. Temperament is not always a significant
variable in the ontogenesis and course of behaviour disorders;
however, temperament should be considered along with other
available information for each individual case (Buss & Plomin,
1975: 1984; Chess & Thomas, 1986; Kagan, 1989). Various
temperament characteristics combined with particular
environmental influences may place a child more at risk for the
development of .a behaviour problem. This is the view supported
in the present study. It is hypothesized that children with
particular temperament characteristics, when combined with
particular characteristics of the mother-child relationship, may
be at risk for the development of behavioural difficulties
consequent to day surgery.

In attempting to explain the significance of various
temperament characteristics and their role in the development of
maladjustment behavioural difficulties, Thomas et al. (1968) and
a number of other researchers have moved toward a consonance-=
dissonance model or degree of goodness—of-fit. A discussion of
this model and how it relates to temperament, environment, and

the development of maladaptive behavioural responses follows.
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Consonance-dissonance cor goodness—of-fit model.

Such a model implies that behaviour has a goodness-of-fit
with environmental demands when these demands are coasonant or in
agreement with the individual’s expectations, beliefs, and
capabilities. For the young child, each day is a new challenge
filled with novel situations to congquer, practical tasks to
learn, as well as the discovery of effective wethods to deal with
the environment. The child is reinforced for some behaviours,
learns to modify others, and adopt new ones. As was earlier
shown, temperament should be viewed in interaction with the
individual’s abilities, motives and external environmental
events. This interaction results in certain behavioural
outcomes, which in turn interact with recurring environmental
events. Kagan phrased it another way. He suggested that "the
consequences of an event are dependent upon the structural
readiness of the organism" (cited in Garmezy & Rutter, 1983,
p-192 ). Chess and Thomas (1986) have suggested that new
behaviours or attributes at various developmental stages may be
previous learning patterns, but in a new form. This is a common
assumption. They suggest that these new behaviours may, however,
actually constitute the emergence of qualitatively new
psychological characteristics. They state that such a concept
ma' 1indicate that the devglopmental process is subjected to
discontinuities, as well as continuities.

Such discontinuities may result in discrepancies between

what the child’s potentials or capabilities are at a particular
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time and what the environmental demands are. These discrepancies
can be equated with a poorness of fit. The environment demands
more than the child is capable of at the time and, thus,
distorted development and maladaptive functioning may occur. The
child’s limited capacities place the child in a position of
dissonance with the environment. Such dissonance places. the
child in a stress situation and since limited capacities prevent
appropriate responses, the response is unsuitable for the
particular situation. On the other hand, goodness-of-fit does
not imply an absence of stress. Stress is an inevitable
concomitant of the developmental process and has both positive
and negative connotations (Chess & Thomas, 1986). These
stressors, if consonant with the child’s potentials and
capabil;ties, are constructive and will not result in maladaptive
behaviours. Excessive stress, occasioned by a poorness of fit
between environmental demands and the child’s capabilities at a
particular time, predisposes the child to develop maladaptive
behaviour patterns.

Stress for children is manifested in a number of ways. They
cry, whine or scream, and cling to their parents. Appetite may
diminish and they may become tense and fearful. If they are ill,
they may resist medical treatment and medications. An increase
in regressive or compulsive behaviour may be manifested and they
may engage in hostile and destructive behaviour, both toward
their environment and themselves (Nagera, 1978). Humphrey (1988)

indicates that coping with stress poses unique difficulties for
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children. Certain acceptable or permissable responses by adults
as they cope with various stressors are either not available teo
children, or constitute behaviours by the child that are not
acceptable by adult standards. This being the case, a child may
attempt to respond to stress in a manner that is acceptable to
the significant adults in the child’s life, but which may not be
the child’s most effective manner in adapting ﬁo the stressful
event or situation. Thus, due to parental expectations, the
child may adopt coping mechanisms which may result in maladaptive
responses. These responses, if evoked often enough, and over a
period of time, can become actual behavioural response patterns
anytime the child feels threatened. Thomas et al. (1968; 1977)
state that no particular temperament characteristic by itself
results in the development of behaviour disorders.

In the initial stages of temperament research, investigators
identified children displaying the difficult child constellation
as the group most at risk to develop maladaptive behaviours. In
recent years there has been a shift toward looking at temperament
characteristics individually rather than as constellations. The
rationale for this shift is that some children may possess a
particular temperament characteristic, which when combined with
particular environmental factors, may place these children at
risk for the development of maladaptive behaviours. Maladaptive
behaviour results from interactions which constitute a poor fit
between a child’s individual style of functioning and particular

features of the environment.
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Many researchers, while recognizing the importance of the
goodness-of-fit model, however, continue to assess temperament
characteristics alone (Lerner, 1983). It has been suggested by
Lerner and Lerner (1983) that much of the research in temperament
continues to remain focused on: (1) the psychometric stability of
one or more temperament characteristics or (2) the evaluation of
individual temperament characteristics and the long-term
predictive ability of these characteristics in relation to
healthy or maladaptive psychological functioning. Bates, in
1980, contended that researchers who continue to investigate
temperament characteristics alone continue to promote the idea of
temperament as a within-the~person concept. This continued
adherence to investigations of temperament attributes without
consideration of the context of the individual fails to recognize
that "temperament only has meaning for the person as a
consequence of the impact it has on the physical and social
context" (Lerner & Lerner, 1983, p.206). The Lerners also
suggest that research studies, which investigate temperament
without consideration of the individual in context, provide
little information as to the meaning of temperament in various
situations nor are these investigations able to adequately
predict or explain the functional significance of temperament
scores. Further, such investigations cannot or more importantly
should not attempt to relate temperament scores to psychosocial
functioning.

As stated earlier, the present study investigates the child-
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in-context and defines the child-in-context or the child’s
environment in terms of the mother-child relationship, as this
relationship is a dominant factor in ycung children’s lives.
Thus, if the child perceives the hospital environment as
threatening and the child’s temperament characteristics are in
the direction of slow or non-adaptable, low approach, and easily
frustrated, the child may be susceptible to behavioural
adjustment difficulty. If, hewever, the mother-child
relationship is also under stress due to the mother’s perceived
incompetencies as mother and spouse, the child is in a higher
risk category for the development of behavioural maladjustment
difficulties consequent to the hospital experience.

Interestingly Frank (1978), in assessing the effectiveness
of a weekly therapy group session for hospitalized children,
emphasized that a child’s ability to adjust to the myriad of new
experiences encountered in the hospital was dependent on a number
of factors. He stated that, apart from the child’s medical
condition, healthy adaptation was resultant from the child’s past
successes and failures in stressful situations, the child’s
normal style of resolving inner conflicts, and the quality of the
environmental supports from family members. Thus, Frank
recognized the importance of the child-in-context as a factor in
a child’s ability to adapt to a stressful event.

The present study utilizes the child-in-context theory by
investigating the internal child temperament characteristics and

those variables which are dominant in the young child’s life,
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namely the mother-child relationship. These external variables
form, in large part, the child’s context. A number of other
researchers are also promoting the child-in-context theory and a
review of some of these investigations are presented along with
studies that have used temperament characteristics to
successfully predict outcome in a variety of situations or
contexts. Before these studies are reviewed, however, another
area concerning temperament that has been the subject of
considerable debate revolves around the issues of the consistency
or the stability of temperament characteristics.

In the temperament literature both consistency and stability
are used interchangeably to refer to the persistence or endurance
of temperament characteristics over time. Contradictory
arguments have emerged over which temperament characteristics
remain stable and which ones are subject to change. This is not
surprising in light of the controversies regarding genetic
origins, number of temperament characteristics, as well as
whether the measures used to assess temperament characteristics
meet acceptable reliability and validity criteria.

The purpose of the following critique is simply to provide
the reader with a broader information base from which to draw
reasonable conclusions regarding the merit of utilizing a
temperament framework when attempting to explain behavioural
difficulties in a number of diverse situations including
posthospitalization. The present author, however, contends that

the issue of stability of temperament characteristics provides
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little information if one utilizes a child-in-context
orientation. This orientation necessitates investigating the
internal child and external environmental characteristics that
impinge on the child’s present situation. Thus, if a particular
characteristic is stable or not is of importance only if that
characteristic is present and exerts some influence on the course
of a child’s development at a particular point in time. This

view is, in fact, similar to that of Chess and Thomas (1986).

Stability/consistency of temperament characteristics.

In discussing the consistency of temperament
characteristics, Chess and Thomas (1986) suggest that it is
contrary to a commitment to an interactionist model to promote
the notion that temperament characteristics remain stable. An
interactionist model views individual development in terms of a
constantly changing and evolving process of organism-environment
interactions. They further suggest that if intellectual
abilities, adaptive patterns, value systems, and coping mechanism
change over time, temperament should follow a similar course of
change. Strelau (cited in Kohnstamm, 1986) discussed the concept
of stability as almost non existent in humans, simply because the
human organism is in constant change and this change is resultant
from environmental factors which are subject to ongoing changes
due to the human factor. The interactionist viewpoint accepts
and expects change in development. The difficulty, for those who

expect stability to be a necessary component for assessing the
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validity of a temperament characteristic, arises when stability
is referred to in a literal sense; that is, no change at all
(Strelau, 1986). Strelau suggests that the notion of stability
or consistency can have several meanings: 1) undetectable or
unrecognizable changes from one point of time to another with.
little consensus as to the time intervals one should use to
measure stability; 25 stability in comparison to other
behaviours; temperament characteristics may appear more stable
when'compared to other behaviours, but that does not mean
temperament does not also change; and 3) stability may be viewed
in terms of only slight differences in temperament
characteristics when measured within the same individuals at
different periods of time. This latter meaning is similar to the
Chess and Thomas (1986) viewpoint which suggests that temperament
characteristics can be functionally significant at one point in
time and not at another.

As a result of research investigations from the NYLS and
subsequent studies using the NLYS subjects, Chess and Thomas
(1986) identified five patterns of consistency concerning
temperament characteristics: 1) clear-cut consistency; 2)
consistency in some temperament characteristics at one period of
time and consistency in other characteristics at other times; 3)
distortion in the expression of temperament by other factors,
such as psychodynamic patterns; 4) consistency in temperament but
changes in the quality of temperament-environment interactions;

and 5) a change in a prominent temperament characteristic. Such
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patterns or combination of patterns may be manifested by any
individual at any point in time. Further, the permutations and
combinations of such patterns may lead to the belief that a
particular temperament characteristic no longer exists. A
particular characteristic may be important during a specific age
related developmental phase, but not at another. Various
characteristics can be expressed in a qualitatively different
manner than previously expressed. As was mentioned earlier, the
interactionist nature of temperament characteristics indicate,
that while they may influence environmental responses,
environmental changes and social demands can moderate their
particular mode or intensity of expression.

A child, who at a particular age may have used withdrawal
behaviour in a particular situation, may learn to approach
similar situations in a qualitatively different manner at a later
age period. Such a child or adult would, however, not likely
ever approach novel situations eagerly and without caution.
While overtly the child may appear calm, internal structures may
still be subjected to stress. Similarly, a child who always
experienced a high degree of internal stress when confronted by
large groups, would probably rarely feel comfortable as an adult
in similar situations. The qualitative difference would appear
in the behavioural strategies utilized to deal in an effective
manner with such events, ét various age periods. Therefore, it
is doubtful that a particular temperament characteristic ever

entirely disappears. It may be more appropriate to state that it



may become dormant, or its mode of expression changes. A
particular set of environmental and social demands may serve to
reactivate the dormant characteristic., It is clear, morcover,
that temperament does not follow a stable course and recent
studies in temperament are suggesting that the three temperament
patterns identified from the NYLS should be reconsidered.
Further, since only 65% of children can be classified into
one of three categories, it is more profitable to investigate tho
role of individual temperament characteristics and their
combinations with other temperament and environmental
characteristics in the development of particﬁlar response
patterns. In the present study, the temperament characteristics
delineated by Thomas et al. (1963; 1968; 1977) will be used to
predict behavioural difficulties consequent to day
hospitalization. Further, in keeping with the findings of a
number of researchers in the area of temperament (Buss & Plomin,
1975; Chess & Thomas, 1986; Thomas et al., 1968), who have not
found relations between age or gender and temperament
characteristics, it is hypothesized that nzither age nor gender
will be related to children’s scores on temperament
characteristics. The interactionist model or the child-in-
context approach would appear to be a most effective method in
attempting to explain why particular responses patterns are
utilized. More specifically, the child-in-context model may
provide important information concerning the adoption of

maladaptive behavioural responses in specific situations. This
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model has been used successfully to predict outcome in a variety
of situations and is the modei that is used in the present study.
A presentation of a number of research studies which have
successfully predicted outcome and those which have not

successfully predicted ocutcome follows.,

Child_and Environment

The child-in-context.

Thomas et al. (1963; 1968; 1977), early in their research on
temperament characteristics, emphasized the reciprocal nature of
the child and the environment. Internal and external
characteristics, each impacting on the other, can affect response
patterns which in turn can impact positively or negatively on
behavioural adjustment. In 1968 these researchers began
promoting investigations of the child-in-context. This view
promoted investigating the child and the immediate and dominant
features of the child’s environment to determine which factors
influenced the development of adjustment difficulties. They also
established a number of temperament characteristics which
appeared to predict certain children’s responses in a number of
situations. Until recently, the majority of investigations have
been concerned with prediction of school performance, prediction
of psychiatric problems as the child matured, or other outcomes
by investigating the impact of the child’s temperament on his/her
environment.

Recently, researchers have begun to examine the child’s
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context in an effort to predict behavioural responses. The
present study investigates the child-in-context by including
characteristics of the mother-child relationship as a significant
factor in the development of posthospital behavioural adjustment
difficulties consequent to day hospitalization.

A goodness-of-fit model has been a useful approach in
studies dealing with prediction of outcome. Research with adults
has demonstrated that the degree of fit between personality
characteristics and the demands of the work place predict mental
and physical health (French, Rodgers, & Cobb, 1974). This same
model has shown that, in adolescence, the fit of personality
characteristics and demands of high school covaries with a
feeling of school alienation and involvement and misbehaviour in
the school setting (Kulka, 1979; Kulka, Klingel, & Mann, 1980).
Sorell and Nowak (1981) found that for children, the extent of
fit with societal attitudes regarding physical attractiveness
covaries with personal, interpersonal, and school behaviour in
the academic setting. Recent studies investigating child
temperament characteristics and goodness-of-fit have successfully
predicted outcome in a number of situations.

The relation between child temperament characteristics in
the school setting, academic performance, and teachers’
perceptions of children’s bhehaviour has received a moderate
amount of attention and research in this area is ongoing.
Presently, there is considerable evidence to support the

contention that temperament characteristics demonstrate important
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individual differences in the school setting and that certain
temperament characteristics are predictive of acadenic
performance.

Lerner, Lerner, and Zabinski (1985) tested the goodness-of-
fit model and its predictive ability when child temperament
characteristics were combined with contextual demands.
Specifically, these researchers investigated the relation of a
goodness-of-fit between children’s temperament, teachers’
demands, and children’s scholastic accomplishments. The subjects
were 194 fourth-grade students from nine different schools. The
mean age of the students was 10 years of age. Child temperament
was assessed by the Dimensions of Temperament Survey (DOTS)
(Lerner, Palermo, Spiro, & Nesselroade, 1982) which is a self-
report questionnaire assessing five temperament attributes:
activity level, rhythmicity, attention span/distractibility,
adaptability/approach-withdrawal, and reactivity (which pertains
to threshold and intensity of response as well as activity
level). Teachers’ expectations/demands pertaining to students’
behavioural style were evaluated by a form of the DOTS which was
constructed from the original DOTS measure. The teachers’ form
consists of the original 34-item questionnaire in which all items
were rephrased to relate to teachers’ expectations regarding
their students. Further, students’ acrdemic performance was
evaluated by obtaining their scores on four measures generally
used within the school system to assess both reading ability and

basic school skills.



The results of this study indicated that teachers’
expectations/demands were similar across all classes; however,
there was considerable variability among students’ seltf-report
measures (the DOTS). Teachers' expectations were in the
direction of low activity, high attention span, high
adaptability, approach, and rhythmicity, and low reactivity.
Further, teachers’ ratings of students were predictive of
concurrent scores on achievement measures. The data analyses
indicated that child temperament characteristics are related to
teachers’ judgements of academic abilities and to actual student
scores on standard achievement tests. Although the variance
accounted for was low, Lerner et al. (1982) attributed this to
the questions on the DOTS which ask for responses across
contexts, rather than for specific-contextual situations. In
summary, the findings from this study indicated that the two
temperament characteristics of activity level and adaptability
were predictive of objective measures of achievement.

Lerner (1983), in an earlier study with eighth-graders,
found that students whose temperaments closely matched teachers’
demands received more favourable ratings of adjustment and
ability, achieved higher grades, had more positive peer
relations, and more positive self-esteem than did students whose
temperaments appeared less well matched with both teacher
expectations and/or peer demands. Keogh (cited in Lerner &
Lerner, 1986) suggests that teachers’ perceptions of children’s

temperament characteristics are of considerable importance
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because such perceptions may influence teachers’ decisions and
actions concerning perceived characteristics in particular
children. Brophy {1983) proposed that temperament
characteristics may contribute to teachers’ actions. In this
respect, a study by Keogh and Burnstein (1985) demonstrated that
children’s temperament was related to the amount and quality of
teacher-student interactions. This study used handicapped and
nonhandicapped preschoolers. Although the sample size was small
(nine subjects from each group), the six-week observational study
found that teachers had more frequent interactions with children
who displayed positive temperament characteristics and who were
not handicapped. This pattern, however, was just the opposite
for the handicapped subjects. That is teachers tended to
interact more frequently with handicapped children who displayed
negative temperament patterns.

Martin, Nagle, and Paget (1983), in an observational study,
found that classroom behaviours were significantly related to
teachers’ ratings of temperament characteristics; such as
activity, adaptability, distractibility, and persistence. These
dimensions have been found to be related to a task attention
factor which has been found to be very powerful in research on
temperament in the school setting (Keogh, Major-Kingsley, Omori-
Gordon, & Reid, 1982; Keogh, Pullis, & Cadwell, 1982; Martin et
al., 1983). These studies demonstrated that adaptability was
correlated with certain behaviours. The researchers suggested

that teachers tended to focus on time-on-task (child self-
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directed behaviour) and out-of-seat behaviour (perceived as
inappropriate behaviour) in making decisions concernrning a child’s
adaptive functioning. As research in the school setting
continues, there is growing evidence suggesting that teachers’
perceptions of their students’ temperaments are grounded, to a
certain extent, by actual behaviours. Further, temperament
characteristics, both positive or negative, may influence
teacher-student interactions. Thus, there is growing evidence to
support the interactionist model and to suggest that the
goodness-of-fit concept is an important consideration in teacher-
student relationships and in academic performance.

Other areas of research have investigated the utility of the
goodness—-of-fit model in relation to child temperament
characteristics and their effect on the gquality of the mother-

child relationship.

Maternal characteristics.

A number of studies have examined maternal characteristics,
most often focusing on maternal depression and its effect on the
mother-child relationship. Other maternal characteristics such
as the physical and emotional health of the mother, her sense of
competency in the dual role of wife and mother, and the guality
of the spousal relationship, have been shown to influence the
quality of the mother-child relationship. . Most investigations
have loocked at one or possibly two maternal characteristics at a

time, and have shown their association to the child’s
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temperament, or to mothers’ perceptions of negative child
behaviours, and the impact of these relations on the quality of
the mother-child relationship. The present study attempts to
provide a more comprehensive view of the influence of maternal
characteristics due to the inclusion of the Parent domain of the
PSI which assesses maternal characteristics and maternal
perceptions of her relationship with her child.

The present study adheres to the child-in-context
theoretical framework and, as such, encompasses the goodness-of-
fit model. Thus, the nine child temperament characteristics
employed by Thomas and Chess (1968; 1977} and the six child and
seven maternal characteristics used by Abidin (1983) were
investigated. These variables were examined as to their power in
predicting posthospital behavioural adjustment consequent to day
surgery. The following is a brief review of several recent
studies which have investigated certain maternal characteristics
namely depression, social isolation, the spousal support system,
and the physical and emotional health of the mother as factors
contributing to the gquality of the motherwchild relationship.
Several of these studies have used child temperament measures or
other behavioural assessment instruments to assess the effect of
maternal characteristics on children’s behaviour. Most of these
investigations can be viewed in the context of the goodness-of-
fit model or child~in-context model though few have stated that
this was the model employed.

Van Tassel (1985) investigated the influence of child and
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environmental characteristics on sleep disturbances in infants
during the first two years of life. Child variables were
assessed by the Carey Toddler Temperament Scale (Fullard,
McDevitt, & Carey, 1982), and the environmental variable was the
degree of maternal depression which was assessed by the Beck
Depression Inventory (Beck, Ward, Mendelson, Mock, & Exbaugh,
1961). The results indicated that the child temperament
characteristics of mood and adaptability were highly correlated
with maternal depression. The higher the maternal depression
score, the more likely mothers were to report negative mood in
their iﬁfants. Also, high depression scores were associated with
mothers’ perceptions that their infants were less adaptable than
other infants. Thus, it appears that maternal depression plays a
significant role in maternal perceptions of infants’ behaviour.
The reverse, however, could also be arqued. That is, considering
the reciprocal nature of temperament-environment interactions,
negative mood may facilitate the development of depression in
mothers who perceive that their child’s negative mood may be
resultant from their perceived sense of incompetence in
mothering.

Webster-Stratton and Hammond (1988) assessed the degree of
depression reported by mothers on the Parenting Stress Index
(Abidin, 1983) and the effect such depression had on the mother-
child relationship. They concluded that mothers who were
moderately to severely depressed, perceived their children as

having significantly more behavioural problems than did non-
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depressed mothers. The depressed mothers reported problems in
the area of attachment and they also felt restricted in their
roles as wife and mother, experienced a decreased sense of
competence, felt socially isolated and reported more physical and
emotional health problems than non-depressed mothers. This study
concluded that certain maternal characteristics impacted on
mothers’ perceptions concerning their children’s behaviour.
Further, it was clear that mothers’ perceptions of their
children’s behaviour were not always in agreement with teachers’
perceptions or with the assessments of trained observers.
Nevertheless, how mothers perceive their children may influence,
either positively or negatively, the quality of the relationship
they have with them. As well, maternal attitudes toward
parenting, and degree of satisfaction both in the role of wife
and mother, and the quality of the spousal relationship can
influence the quality of the mother-child relationship.

Little attention, however, has been directed to assessments
of women’s feelings and attitudes toward the maternal role, even
though there is evidence to suggest that there is a decrease in
marital adjustment during the transition to parenthood (Belsky,
Lang, & Rovine, 1985). Goldberg and Easterbrooks (1984)
concluded that mothers’ reactions to their 20 month old infants
were different according to the degree of marital adjustment,
with more positive interactions associated with higher
adjustments. These findings are not new. As early as 1279,

Lamb, Chase-Lansdale, and Owen suggested that satisfaction in the
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dual role of wife and mother was associated with a sense of self-
fulfilment and increased self-esteem. They suggested that these
qualities promote an increase in sensitivity in mothers.

Further, this sensitivity leads to a heightened responsiveness to
their child’s needs. Lamb et al. (1979) emphasized that such
sensitivity and responsiveness were important for the development
of a high quality mother-child relationship.

In more recent studies, Lerner and Galambos (1985)
demonstrated that a woman’s lack of satisfaction in the maternal
role could lead to eventual rejection of the child. Lancaster,
Prior, and Adler (1989) explain that the dual roles of wife and
mother may affect a woman’s identity. Dissatisfaction with
either of these roles may result in negative consequences
concerning a woman’s psychological health. Lancaster et al.
(1989) investigated the relation of maternal characteristics and
child temperament variables on maternal ratings of child
behaviour. They studied 100 mothers between 24 and 45 years of
age with a mean age of 29 years. The study included 60 male
children and 40 female children with a mean age of 45 months.
Mothers rated their child’s behaviour on the Behar Preschool
Behavior Questionnaire (PBQ; Behar, 1977; Behar & Stringfield,
1974). Mothers’ ratiﬂgs of their child’s temperament were
obtained by using a shortened form of the Thomas and Chess Child
Temperament Questionnaire (CTQ; 1977) which was adapted for
Australian families (Prior, Sanson, Carroll, & Oberklaid, in

press). They also assessed the quality of the mother-child
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relationship, maternal psychological health, and maternal self-
esteem.

The results of this study showed that maternal psychological
health, marital adjustment, and confidence in the dual role of
wife and mother, as well as three of the nine child temperament
variables, (i.e., activity, mood, and intensity)}, were
significantly correlated with the total Behar Preschool Behavior
Questionnaire scores. Confidence in the role of wife and mother
was significantly correlated with the three behaviour subscales
of the PBQ: anxious-fearful, hostile-aggressive, and hyperactive-
distractible behaviour. Marital adjustment was significantly
correlated with hostile-aggressive and anxiety behaviours, but
maternal psychological health was correlated with only hostile-
aggressive behaviour. They also found that confidence in dual
role and maternal psychological health were significantly
correlated with the child temperament characteristics of activity
and mood. Thus the child temperament characteristics of activity
and mood were significantly negatively correlated with both
negative child behaviours, and with the maternal characteristics
of confidence in the dual role of wife and mother, and maternal
psychological health.

Although this study is one of the few studies to combine a
number of maternal characteristics, there is consistent
similarity among the associations found between investigations of
individual maternal characteristics and ratings of child

behaviour (Bates & Bayles, 1982; Emery & O’Leary, 1982;
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Fergusson, Horwood, & Shannon, 1984; Friedlander, Weiss, &
Traylor, 1986). That is, mothers who experience depression,
decreased or low feelings of competence in che dual role of wife
and mother, and marital adjustment difficulties appear to
perceive their children as engaging in more problem behaviours
than mothers who are not experiencing such feelings. Thus, while
the findings from these studies suggest that mothers’ perceptions
of their children’s behaviours were related to particular
maternal characteristics, it is important to understand that
perceptions, even if they are not accurate, can affect how
mothers interact with their children. Similar conclusions
regarding the importance of maternal perceptions and their effect
on parenting have been found in a recent study by Holden, Willis,
and Foltz (1989).

This team of researchers investigated the efficiency of the
Child Abuse Potential Inventory (CAP; Milner, 1986) and the
Parenting Stress Index (PSI; Abidin, 1983) in differentiating
between two groups of parents; those referred because of abuse or
neglect, and those referred for other reasons. The researchers
found that the former group (referred to as at risk parents)
reported higher levels of distress and unhappiness thﬁn the other
group. The at risk mothers also reported higher levels of total
parenting stress. Specifically, sense of competence,
relationship with spouse, and psychelogical health were
significantly correlated with child mood. Whether their children

actually displayed more negative mood than other children was
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difficult to assess as no observations of children were compiled.
These researchers suggested that maternal characteristics such as
decreased sense of competency and unsatisfactory relationships
with spouse may have contributed to the developmnent of negative
mood in their children, or that the high stress scores
contributed to misperceptions concerning their children’s actual
behaviour. Unfortunately, Holden et al. (1989) were unable to
assess the direction of the relation, but it was clear that
mothers’ perceptions of negative behaviour affected the mother-
child relationship.

While these studies were designed to specifically assess the
influence of maternal characteristics on maternal ratings of
child behaviour, the researchers consistently identified a number
of maternal characteristics which influenced the quality of the
mother-child relationship. Lancaster et al. (1989) expressed
some concern that few researchers have investigated a combination
of maternal characteristics to assess their influence or
contribution to the guality of the mother-child relationship or
how the combination of such variables impact on children’s
behaviour. The present study addresses their concern by
utilizing three child temperament characteristics, as Qell as six
child and seven maternal characteristics from the Parenting
stress Index (Abidin, 1983) to predict children’s responses
consequent to day hospitalization. Investigations of the child-
in-context, that is those studies mentioned above which have

examined child and maternal characteristics, have been
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predominantly concerned with the effect of maternal depression on
the guality of the mother-child relationship. There are,
however, a number of studies that have investigated the spousal
relationship, sense of competency in the dual role of wife and
mother, and degree of marital satisfaction as variables which may
impact on the guality of the mother-child relationship. These
studies are included because the variables cited above form part
of the Parent Domain area assessed by the Parenting Stress Index
(Abidin, 1983).

The amount of warmth and degree of support in the spousal
relationship have been used successfﬁlly to predict toddlers
social competence (Dickie, Schroeder, Van Noord, & Cushman,
1987). This team of researchers observed 25 couples and their
two year old toddlers both in the home situation and in the
laboratory. Children’s temperament was assessed by parental
ratings on the Toddler Temperament Questionnaire (Fullard,
McDeyitt, & Carey, 1979). It was found that the spousal
relationship most strongly predicted toddlers orientation toward
peers and social competence within the laboratory setting.
Interestingly, infant temperament was the most important
predictor of social orientation toward mother and away from peers
and strangers. Toddlers who were slow to adapt, withdréwn,
intense, and who displayed negative mood, were more oriented
toward mothers in the laboratory setting. This association did
not appear to hold for the home setting; thus, the researchers

cautioned against generalizing across contexts. Kagan (1980)
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also suggested the necessity of investigating situation specific
stressors rather than generalizations from one context to
another.

Warmth and degree of support in the spousal relationship has
also been linked to the degree of stress perceived within the
parent-child system. Roberts (1989) states that there are
relatively few studies which focus on factors that influence
parenting. He further stressed that most of the research on
stress and social networks has focused on parents and children in
maltreating families. Thus, it is unclear whether the results
from these studies hold for families in which adequate parenting
and low levels of stress exist. In order to address this
concern, families characterized by adequate parenting were used
to investigated parents’ stressful life events and social
networks and their effect on the parent-child relationship and
children’s competence in preschool (Roberts, 1989). The results
from this study indicated that warmth variables, which were
defined as responsiveness between parents and responsiveness of
mother and father toward the child, were the most important
predictors of general competence in children. Similar to the
maltreatment literature, stress was associated with lower levels
of warmth. Only two categories of stress, however, were
associated with decreased warmth. For mothers and fathers the
association was with the stress due to loss, whereas for mothers
the association was with the stress of disappointments. While no

consistent relations were found between support from spouse and
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parent-child interactions, decreased maternal warmth was found
when fathers had an active social network outside the home. 1t
was unclear, however, whether decreased maternal warmth resulted
from paternal involvement outside the home or whether paternal
involvement in activities unrelated to the home were in response
to a lack of maternal affection. It was interesting that
consistent relations were not found between spousal support and
parent-child interactions.

Maternal social networks consisted of relatives and friends,
but paternal social networks most frequently were comprised of
friends only. Mothers obtained support and help with child
rearing from kin and used both friends and relatives as
confidants. Fathers, however, confided almost exclusively in
friends. Thus, the presence of maternal relatives was positively
related to parent-child interactions and child outcomes, whereas
the involvement of paternal relatives was frequently problematic.
Fathers reported they received little emotional support from
relatives and child care by paternal kin had negative
correlations with children’s competence. This study provides
important information with regard to mothers’ reliance on support
from extended family members and from friends. Feelings of
social isolation reported by mothers have been associated with
negative mother-child interactions. The above studies appear to
suggest that the quality and the degree of support systems
available to the mother may mitigate mothers’ perceptions

concerning the amount of problem behaviours displayed by their
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children. Further, if mothers feel strong support from
significant others, this may mediate negative associations in
mother-child interactions when spousal support is lacking.

Mouton and Tuma (1988) showed that maternal dissatisfaction,
specifically in the spousal relationship, contributed to negative
mother-child interactions. In a study designed to assess stress,
locus of control, and role satisfaction in clinic referred and
control mothers, the researchers found that lack of spousal
support and a decreased sense of parenting competency were
related to mothers’ sensitivity and responsivity to negative
child behaviours. Clinic mothers perceived their children as
displaying a higher frequency ofrcommon childhood behaviour
problems than did non-clinic mothers. Clinic mothers also viewed
these behaviour problems as more problematic than control
mothers. Mothers who exhibited high levels of stress reported
dissatisfaction in the spousal relationship and felt a general
lack of competence in the parenting role. The results of this
study also demonstrated that the high stress levels reported by
clinic mothers were a function of both characteristics of their
children and dimensions of functioning as determined by the PSI.

While previous studies have suggested that clinic mothers’
difficulties are related to atypical child behaviours (Mash &
Johnston, 1983a; 1983b), Mouton and Tuma (1988) suggest that such
problems appear to be related to both parent and child
characteristics. Maternal variables affect child behaviour

(Forehand, Wells, McMahon, Griest, & Rogers, 1982; Furey &
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Forehand, 1984) and child variables affect maternal behaviour
(Maccoby & Martin, 1983; Patterson, 1980). It appears that the
mother-child relationship is a reciprocal one and that difficult
relationships may be related to a poor fit between parenting
satisfaction, sense of competency, and child behaviour.

Thus, in the present study it is hypothesized that
characteristics of the mother-child relationship will predict
children’s posthospital behavioural adjustment difficulties. The
characteristics of the parent-child relationship will be those
assessed by the Parenting Stress Index (Abidin, 1983). It is
also hypothesized that age of the child will not be related to
scores on the Child or Parent Domains of the PSI. Similarly, it
is hypothesized that gender will not be predictive of differences

in ¢child and Parent Domain scores.

Summary

The literature review on the hospitalization of children has
identified a number of variables which contribute to behavioural
adjustment difficulties consequent to a hospital experience.
This review demonstrated that, with the exception of separation
anxiety (Peterson et al., 1985; Robertson, 1973), there is little
consensus as to other factors which influence maladaptive
behaviours in children following leng- or short-term
hospitalization. The age of the child, fears and fantasies of
body mutilation, perceived loss of control, the child’s coping

style, and the mother-child relationship have been suggested to
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impact on children’s behavioural difficulties consequent to
hospitalization (Kerr, 1979; Peterson et al., 1985; Saylor et
al., 1987).

Research in this area is complicated by the finding that not
all children experience negative consequences from
hospitalization and no studies to date have attempted to identify
variables which might differentiate children who will experience
behavioural maladjustments from children who appear unaffected by
the experience. Further, much of the research on the effects of
hospitalization on children has investigated the problem by
utilizing either a subject specific or situation specific
approach; that is, variables related to the child gr to the
hospital environment have been proposed to contribute to
children’s behavioural difficulties consequent to
hospitalization. This approach has encouraged numerous changes
within the hospital setting, such as permitting the parent to
remain with the hospitalized child. The development of day
surgery and day treatment facilities enable a child to return
home without experiencing a separation from the familiar home
environment. Recent studies have shown, however, that some
children continue to experience posthospital behavioural
difficulties even after such a brief stay (Aho & Erickson, 1985;
Lumley, Abeles, Melamed, Pistone, & Johnson, 1990). Thus, the
present study attempts to address this issue by investigating the
child-in-context.

The child-in-context approach refers to internal child and



102
external environmental factors that influence behavioural
outcomes. The research of Thomas and Chess on temperament
characteristics (1963; 1968; 1977; 1986), as well as the numerous
investigations that followed, have suggested that the
investigation of temperament characteristics is a viable method
for differentiating children who respond in an expected fashion
from those deviating from the norm. Further, it has been shown
that certain temperament characteristics may place a child at
risk for the development of maladaptive responses. The review of
the temperament literature has shown that temperament
characteristics and their interaction with the environment can
provide a more accurate explanation of response adaptation than
investigations of either temperament or environment alone.
Further, recent investigations of temperament have used a
goodness—of-fit model to explain or predict both positive and
negative behavioural outcomes (Chess & Thomas, 1986; Lerner &
Lerner, 1983).

The present study combines both the child-in-context and
goodness-of-fit theoretical frameworks to assess children’s
behavioural difficulties consequent to day surgery. The nine
temperament characteristics proposed by Thomas et al. (1963) and
the six child and seven parental characteristics proposed by
Abidin (1983) encompass both the internal characteristics of the
child and the characteristics of the mother-child relationship.
It is felt that the mother-child relationship provides a large

degree of the child’s context.
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Present Study

The present study was designed to investigate and predict
children’s posthospital behavioural maladjustment consequent to
day surgery. Temperament characteristics and characteristics of
the mother-child relationship were used to predict behavioural
- difficulties consequent to day surgery.

In order to assess the effects of hospitalization on
children’s behavioural adjustment, children’s behaviour was
assessed before hospitalization and at specific periods of time
after hospitalization. Research investigations on children's
hospitalization have frequently assessed children’s behaviour
without benefit of a prehospital behaviour measurement. The
majority of studies have investigated changes from one posttest
time to another. The most widely used instrument assessing
children’s posthospital behaviour is the Vernon Post Hospital
Behavior Questionnaire (Vernon et al., 1966). This measure, as
its name implies, assesses posthospital behaviour, and since few
prehospital measures exist, it was decided, with the
authorization of Vernon, to administer this measure before
hospitalization and at three periods in time after
hospitalization. In order to use this instrument before
hospitalization, the response format was changed from a relative
format to an absolute format. Descriptions of the original
measure and the new measure are presented in Appendix A and B,

respectively.
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Research Hypotheses and Theoretical Rationale

The first hypothesis states that age will not be related to
children’s scores on the PHBQ at the pre- or at any of the three
posttest periods. Although the literature on hospitalization has
found age to be a significant factor in the development of
posthospital behavioural difficulties, separation anxiety has
been cited as contributing to such age related behavioural
difficulties. 8Since the present study investigates day
hospitalization, separation anxiety is not expected to be a
significant factor thus, age is not expected to impact on
children’s posthospitalization behavioural difficulties.

Further, since the literature on temperament has not found age to
be related to the manifestations of temperament characteristics,
it is hypothesized that age will not be related to children’s
scores on temperament characteristics. It is further
hypothesized that age will not be related to scores on the
measure of stress in the mother-child relationship.

The second hypothesis states that gender will not be related
to children’s scores on the PHBQ at the pre~ or at any of the
posttest periods. While Aho and Erickson (1985) found girls
expressed significantly more concerns than males regarding
hospital fears and concerns of body disfigurement, few studies on
hospitalization have identified similar gender differences.

Thus, it is expected that male and female children will not
differ on posthospitalization behavioural adjustment

difficulties. Similarly, investigators in temperament have not
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found gender to be significant in the development of temperament
characteristics; thus, in the present study male and female
children are not expected to differ on scores on temperament
characteristics. Further, gender differences are not expected on
children’s scores on the measure of stress in the mother-child
relationship.

Several studies have indicated that children can cope
adequately with a stressful event if they are familiar with
various aspects of the situation or if they perceive that they
have some control over the environment. However, when children
encounter a stressful event that is unfamiliar, or an event which
results in a perceived loss of control, adjustment difficulties
may occur. For some children, such adjustment difficulties may
be short lived if they are permitted sufficient time to make
sense of the situation, or if they are able to draw on past
experiences which may provide some similarities with the new
situation. Preorientation programs are designed to familiarize
children with the hospital and various procedures. Peterson and
Ridley-Johnson (1980), however, suggested that some children may
derive little benefit from such programs as not all children
prefer prior information concerning a potentially stressful
event.

Thus, the third hypothesis states that children who attend
and children who do not attend the preorientation program will
not differ on scores on the PHBQ at any of the three posttest

periods.
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Hospitalization is a stressful event. The results from some
studies suggest that admissions of less than 3 days are not
associated with behavioural difficulties after discharge;
however, few studies have investigated the impact of day surgery.
The present study investigates day surgery and it is suggested
that this event impacts on children’s posthospital adjustment.
Thus, the fourth hypothesis states that significantly more
behavioural difficulties will be present at the 3 day
posthospitalization period éhan at the prehospitalization period
or at the 3 week or 2 month posthospitalization periods.

Although fewer difficulties are expected to bhe present at the 3
week posthospitalization period, it is predicted that children’s
scores on the 3 week posttest PHBQ will still be significantly
higher than scores on the pretest PHBQ. It is possible that some
behavioural difficulties will be present at the 2 month
posthospitalization period, however, it is hypothesized that
children’s scores at the 2 month posthospitalization period will
not significantly differ from their scores at the
prehospitalization period.

The f£ifth hypothesis states that the temperament
characteristics proposed by Thomas et al. (1963; 1968) will
predict posthospitalization behavioural difficulties. It was
further hypothesized that the inclusion of the mother-child
variable (total stress) will add to the predictive power beyond
that afforded by the temperament characteristics alone. Recent

findings emphasize that neither temperament nor environment
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characteristics alone are sufficient predictors of outcome.
Thus, an investigation of the influence of temperament
characteristics, as well as the influence of characteristics of
the child’s environment, is necessary to provide & clearer
picture. The present study attempts to provide some new insight
into children's behavioural difficulties consequent to day
surgery by investigating the child-in-context and the predictive
power of some of the variables that comprise this context. The
value of research aimed at increasing our knowledge of the
predictors of behavioural outcome is that such research may

permit interventions to occur.
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CHAPTER III

Method

Subjects

Children were recruited from the practice of four E.N.T.
paediatricians utilizing the day surgery facility at the
Children’s Hospital of Eastern Ontario. Children were considered
for inclusion if they were English-speaking, between the ages of
3 years 6 months and 10 years, and scheduled for tonsillectomies.
Further, children were included if they had not had a hospital
experience within the past 12 months and if they had not had a
major surgical intervention at any time. Initially 135 mothers
were approached to request their participation. Data consisted
of mothers’ ratings on pre- and posttest questionnaires. One
hundred and ten mothers or 81.4% agreed to participate in the
study. Eleven children were subsequently dropped from the study
because surgery was cancelled by the physician. Four mothers
refused to continue with the study after the first posttest
period and two mothers failed to return any posttest
guestionnaires. An additional six children were dropped because
the researcher was unable to contact them due to the families
moving without leaving a forwarding address.

The resulting sample of 87 children consisted of 37 females
and 50 males with a mean age of 71.7 months. Unilingual English
children accounted for 90.8% of the sample. Of the remainder,

6.8% were bilingual English-French and 2.4% were English with
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another language. Information on previous hospitalization
confirmed that 54% of the children had never had a prior hospital
experience. Of the remaining children, 39.2% experienced a minor
hospital event, between 1 and 3 years of age, for which they were
not admitted (e.g., elevated temperature, flu, etc.), and 6.8%
experienced a previous hospital admission for a non-surgical
procedure between 4 and 6 years of age. Of the 46% of children
who had a previous hospital experience, only 2.35% of these
children had experienced a surgical intervention and this was in
the form of stitches. Due to the surgical nature of this
intervention, albeit a minor one, these two children were not
included in the study. The hospital provided an optional
prehospitalization orientation program in which 72.4% of the
children participated. The marital status of the mothers of the
children were distributed as follows; 90.8% were married, 4.5%
were divorced or separated, 1.1% were single parents, and 3.6%
declined to reveal their marital status. The level of parental
education represented consisted of 2.3% of mothers and 10.3% of
fathers with less than a high school education; 43.7% of mothers
and 31% of fathers with high school diplomas; 20.7% of mothers
and 11.5% of fathers with technical diplomas; 23% of mothers and
26.4% of fathers with undergraduate degrees; 6.8% of mothers and
. 8.2% of fathers with mastérs degrees or higher; 3.5% of mothers
declined to provide this information and 12.6% of mothers
declined to provide this informatioﬁ for their husbandé. Level

of education was divided among five categories with one
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representing parents with less than high school and five
representing parents with a master’s degree or higher. The
number of subjects varied for each of the three posttest periods
(N =87; N=82; N=67). Complete data were available for 57 of
these subjects. Several reasons are suggested for the above
differences. A number of mothers appeared to have sowe
difficulty completing the two versions of the posttest measure.
Since the Vernon PostHospital Questionnaire (Vernon et al., 1966)
had been used only as a relative measure in which parents
compared present behaviour with past behaviour without benefit of
a baseline measure, it was decided to provide an absolute measure
assessing prehospital behaviour. This absolute measure was
included in the pretest data package and also in each of the
posttest packages. However, the inclusion of both of these
measures in each of the posttest periods appeared to be confusing
for a number of mothers, although explicit information was
provided concerning the order and importance of completing both
questionnaires. Due to the difficulties of completion of both
absolute and relative measures and since a prehospitalization
measure was of particular interest, the absolute measure was used
in the present study. Thus, the relative measure was excluded
from subsequent analyses.

Other reasons for incomplete data follow. On occasion,
mothers forgot to fill out gquestionnaires even though they were
reminded to do so three days before the required completion date.

The final difficulty that occurred was the misplacement of
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questionnaires by parents. Time requirements did not pernit a
re-mailing to these parents. Complete data on the temperament
measure (BSQ), the measure of stress within the parent-child
relationship (PSI), and the measure assessing behavioural
difficulties (PHBQ) at the pre- and at the three post-
hospitalization periods were available for 57 subjects. Thus,
all analyses were performed on this sample of 57 subjects.

To examine whether subjects who completed the study (N = 57)
differed significantly from those subjects not completing the
study (N = 87 - 57 = 30), t-tests for independent samples were
conducted using the subject’s present age, subjects age at the
time of previous hospitalization (if a previous hospitalization
had occurred), educatiocnal level of parents, as well as the
scores for the three temperament characteristics, the six PSI
child subscales, the five PSI parent subscales, and the PSI total
score. These analyses indicated no significant differences (see

Table 1).

Procedure

The ethics committee of the Childrens’ Hospital of Eastern
ontario approved the method of subject participation and the
informed consent form. Once this approval was obtained, the four
paediatricians involved in the study spoke to the mothers of all
children that were being scheduled for tonsillectomies. Those
mothers who expressed a willingness to participate were contacted

by the researcher by telephone and the type of participation,
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Table 1

those Not Completing the Study

Group 1 Group 2

Variables M SD M sh t
Age 72.70 20.48 69.%0 22.61 .59
Prev. hosp. 1.12 1.40 .93 1.64 .56
Education-Mother 2.82 1.07 2.53 1.31 1.12
Education-Father 2.63 1.48 2.40 1.67 . GG
Temperament

Mood 3.21 .80 3.32 .91 -.58

adapt 2.57 .66 2.58 .87 -.04

Approach 3.17 .94 3.19 .77 -.07
PSI

Child domain 27.00 21.03 99.60 21.13 -.55

Parent domain 90.70 22.58 95.23 18.75 -.94

Total stress 187.70 39.47 194.83 35.84 -.83

Note. Group 1 (n=57) completed the study, whereas Group 2 (n=30)
did not complete the study.
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along with the time required to complete the study, was explained
to them. If they agreed to participate {81.4%), all necessary
jtems were mailed to them 6 weeks before the scheduled surgery.
Mothers received an introductory letter (see Appendix C), an
infgrmed consent form (see Appendix D), an interview
questionnaire (see Appendix E), and the prehospital
questionnaires which consisted of the Behavioral Style
Questionnaire, the Parénting Stress Index, and the Absolute
Vernon Hospital Questionnaires. The study package alsoc included
three sealed envelopes, which contained the posttest
guestionnaires, with instructions on the front of each envelope
informing the mothers when each was to be opened. Pre-addressed
and postage paid return envelopes were provided for all pre- and
posttest.materials.

Oonce the prehospital data were returned (3 weeks before
surgery), the interview questionnaire was reviewed to ensure that
all necessary information had been given and to screen subjects
who did not meet the inclusion criteria. In this instance,
mothers were recontacted, thanked for their participation, and
given the reasons why their continued participation was no longer
required. Informed consents were checked to ensure that they had
been signed. Once this preliminary information was provided,
subjects were assigned a number and placed on a schedule ensuring
that mothers would be contacted by telephone at the appropriate
posthospitalization times to remind them to complete the

posthospital questionnaires. 1In the case of the 3 day post-
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hospital data, mothers were contacted the first day post-
hospitalization and reminded to complete the questionnaire on the
third posthospitalization day and to mail this envelope. For
both the 3 week and 2 month posttest data, mothers were
telephoned 3 days prior to the necessary completion date and
reminded to complete and mail the appropriate questionnaires.

At this time the mothers were thanked for their cooperation.
Mothers requesting information about the outcome of the study
were informed that they would receive this information when the

study was completed.

Measures

The Behavioral Style Questionnaire.

The Behavioral Style Questionnaire (BSQ) (see Appendix F)
was completed by the mothers of the subjects at the pretest
period and provides a measure of temperament in children. The
BSQ, constructed by McDevitt and Carey (1978), was based on the
original New York Longitudinal Study (NYLS) temperament
questionnaire developed by Thomas et al. (1963). The BSQ was
designed to assess temperament in children from 3 to 7 years of
age and was standardized on a sample of 350 children. The 175
boys and 175 girls were drawn from the private paediatric
practice of the second author of the study. Ages ranged from 3
years to 7 years 4 months and, while all levels of socioeconomic
status were represented, there were a high proportion of parents
with college degrees (55% fathers, 41% mothers). The findings
from this study resulted in the exclusion of eight items of the
original BSQ (McDevitt & Carey, 1978) due to low correlations
with designated categories. This revised version of the BSQ had

a final item pool of 100 items. Item format is in statement form
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and the items describe various behaviours of children in a
variety of every day situations. Parents are required to rate
their child on a six point scale ranging from hardly ever (1) to
almost always (6). The BSQ takes approximately 25 minutes to
complete.

The BSQ is a standardized test which consists of the nine
dimensions of temperament derived from the NYLS (Thomas et al.,
1963). These dimensions are activity, rhythmicity, approach-
withdrawal, adaptability, mood, intensity, distractibility,
persistence, and threshold. Internal consistency of items within
each dimension was calculated using the K-R 20 formula for split-
half reliabilities. These reliabilities (on the total sample N =
350) ranged from .47 to .80. Threshold and rhythmicity were
found to have the lowest reliabilites (.47 and .48,
respectively). McDevitt and Carey (1978) offered two plausible
explanations for these low reliabilities. They suggested that
the variety of functions included within these two categories may
be more diverse and unrelated than those included in the other
categories, or sensory threshold and biological rhythm may be
more unevenly affected by environmental interactions than other
temperament characteristics such as activity or intensity. The
BSQ has a high test-retest reliability (n = 53, at an interval of
approximately one month), with coefficients for the nine
dimensions ranging from .67 to .94. The BSQ and the NYLS have
received considerable attention by other researchers regarding
psychometric properties and number of dimensions. Many of the
criticisms of the BSQ and the Infant Temperament Questionnaire
(ITQ), as well as the Parent Temperament Questionnaire (PTQ),
have come from researchers who disagree with the conclusions of

Thomas et al. (1963) that there are nine dimensions of
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temperament. Thus, the BSQ and other temperament questionnaires
that are based on the nine dimensions have been the subject of
considerable controversy. To date, there is little consensus as
to the number of temperament dimensions, although numerous
studies have factor analyzed either the original nine dimensions
of the NYLS or various abbreviated or adapted versions of this
measure.

Buss and Plomin (1984} factor analyzed an abbreviated
version of the BSQ (82 of the 100 items) using data from the
Colorado Adoption Project {Plomin & DeFries, 1983). Two hundred
4-year-old adopted and nonadopted children were used and mothers’
ratings on the BSQ were submitted to principal—components'varimax
rotation factor analysis, giving a subject to item ratio of
2.5:1. On the basis of the factor analytic findings, Buss and
Plomin concluded that only two of the original nine BSQ
dimensions were confirmed, distractibility and persistence. 1In
another study (Korner, Zeanah, Linden, Berkowitz, Kraemer, &
Agras, 1985), the BSQ was completed by 44 mothers'and 6 fathers
of children between 4 years 6 months and 8 years 6 months of age.
Factorial support was demonstrated for only three of the nine
dimensions {subject to item ratio for the factor analysis was
.5:1). Activity, the first factor, retained items from the
original BSQ dimensions of intensity, mood, and threshold. The
second factor, adaptability, included items from the original
dimensions of persistence and distractibility.
Approach/withdrawal, the third factor, included items from the
original dimensions of activity, persistence, and threshold.

The results of another factor analysis of the BSQ were
reported by Matheny and Wilson (1987) who used the BSQ as one of

several measures investigating children’s adjustment to first
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grade. The mothers of 80 children (44 girls, 36 boys)
representing 40 pairs of twins completed the BSQ. Factor
analysis of the BSQ supported a three factor model (subject to
item ratio was .8:1). The first factor, mood, was comprised of
items from the original dimensions of mood, adaptability, and
approach. The second factor, labelled distractibility, included
~items from the original dimensions of threshold and intensity.
The third factor, activity, consisted of items from both the
original dimensions of activity and attention-persistence.
Lerner, Palermo, Spiro, and Nesselroade (1982) used three age
groups of subjects (M age = 3.97 years, N = 161; M age = 10.77
years, N = 508; M age = 20.75 years, N = 717) to develop the
Dimensions of Temperament Survey (DOTS) based on the NYLS.
Factor analysis resulted in a final item selection of 34 items
and a five factor structure. The five factors are as follows:
activity; rhythmicity; attention span/distractibility which also
included items from attention, persistence, and distractibility;
adaptability-approach/withdrawal; and reactivity, which consisted
of items from intensity of reaction, threshold, and activity.
Lerner et al. (1982) caution that their measure is different from
other temperament measures because it was designed as a life-span
measure. As such, it may be useful in accounting for a portion
of the variance in individual-context interactions reflecting
continuity for a large portion of the early stages of life-span
development. They further suggest that the five factors
accounted for by the DOTS are not a representative sample of all
potential dimensions of temperament.

In the present study, factor analysis of the BSQ was not
performed for several of the reasons mentioned in the literature

review and, specifically, because a number of researchers have
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successfully used the BSQ. Further, conclusive evidence has yet
to emerge which refutes the nine dimensions proposed by Thomas et
al. (1963; 1977) and, finally robust factor analysis requires a
ratio of 10 subjects for each item included in the analysis.
Internal consistency, however, was assessed by Cronbach’s alpha
reliability coefficients for each of the nine scales of the BSQ.
The reliability coefficients were .33, .42, .62, .63, .68, .69,
.72, .76, and .81. The criterion for inclusion was based on an
alpha coefficient of .70 or higher. Three temperament dimensions
met this criterion: mood, adaptability, and approach. The number
of items per dimension were 12, 12, and 11 items, respectively.
These three temperament dimensions were the scales used in
subsequent analyses. It should be noted that these temperament
scales are scored in the negative direction (McDevitt & Carey,
1978) .

The fact that three temperament dimensions of the BSQ were
retained, based on their adeguate alpha coefficients of internal
consistency, is not dissimilar to the results of other studies
which have factor analysed the BSQ. These factor analytic
studies have identified between two and five temperament factors,
with a maximum of 34 items being retained. 1In the present study,
three temperament dimensions were retained and they included 35
items.

It is suggested, from the results of the present study and
factor analytic studies, that the three temperament scales used
in the present study adeqguately represent the construct of
temperament.

The_Parenting Stress_Index.

The Parenting Stress Index (PSI) (see Appendix G), which

consists of separate Child and Parent domains, was completed by
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the mothers of the subjects at the pretest period. The PSI is a
screening and diagnostic tool which provides a measure of stress
in the parent-child system and in the spousal relationship
(Abidin, 1983). The PSI, developed by Abidin (1982), originally
consisted of 150 items. This initial version of the PSI was
standardized on a sample of 208 mothers with children below 3
years of age. The children were from the well—plinic of a
private paediatric group practice. Further revisions of the PSI
lead to Form 5 which was standardized on a sample of 534 mothers
from the above practice. The mean age of the mothers was 28
years and all mothers had a minimum of one child younger than 3
years of age. Forty percent of mothers were employed with a
median annual family income between $15,000 and $20,000.

The currently used form, Form 6, was revised to facilitate
hand scoring and to reduce the overall length of the
questionnaire to 101 items. Form 6 also includes an optional
19 item Life Stress Scale. This current version of the PSI
consists of statements designed to assess a mother’s perception
of how her child perceives her, how she perceives her child’s
daily functioning in a variety of commonly occurring events, and
how the mother perceives various aspects of both the parent and
spousal relationship. Mothers are required to rate their
responses on a 5 point scale ranging from strongly agree (1) to
strongly disaqree (5). The PSI takes approximately 20 to

25 minutes to complete.

The PSI {(Form 6) consists of 13 subscales which are related
to the two domains mentioned previously. The Child domain has
47 items divided among six subscales. These subscales are
adaptability, acceptability, demandingness, mood,

distractibility, and reinforces parent. The Parent domain
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consists of 54 items divided among seven subscales: depression,
parent attachment, restriction of role, sense of competence,
social isolation, relationship with spouse, and parent health.

An optional 19 item Life Stress Scale was added and comprises the
Life Stress domain. For Form 6, items were retained or deleted
by obtaining correlations between each item and each domain
scale. The correlations provided information on the consistency
between the item and the given domain and also demonstrated the
ability of the items to discriminate among persons differing in
the degree of attributes measured by the three domains.
Correlations between each item and the subscales were also
obtained. These correlations formed the basis for retention of
items on some subscales and the deletion from other scales (Loyd
& Abidin, 1985). Alpha reliability coefficients for internal
consistency were obtained for each subscale, each domain, and the
total score, and were based on the responses of the 534 subjects
mentioned previously. The coefficients ranged from .62 to .70
for the subscales of the Child domain and from .55 to .80 for the
subscales of the Parent domain. The reliakility coefficients for
the two domains are .89, and .93, respectively. The reliability
coefficient for the total stress score is .95.

The stability of the PSI subscales was established by four
separate studies that assessed test-retest reliability (Abidin,
1983; Burke, 1978; Hamilton, 1980; Zakreski, 1983). Burke (1978)
used one of the early versions of the PSI with a sample of
15 mothers who were seen in a well-care paediatric clinic.
Mothers completed the PSI again, 3 weeks after the initial
administration. A significant relation was found for the scores
across the three week interval. Spearman rank-order coefficients

for the Child and Parent domains were .82 and .71, respectively.
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A study by Hamilton (1980) investigating the relation of stress,
coping, and quality of mother-infant attachment found that test-
retest reliability coefficients for one year were similar to
those obtained by Burke (1978). Hamilton (1980) readministered
the PSI to a sample of 37 mothers a year after they had completed
the initial PSI. The reliability coefficients were .55 for the
Child domain and .70 for the Parent domain. Thus, it would
appear that these studies indicate strong test-retest reliability
for the PSI. The present study utilized the Child and Parent
domains at the pretest period and only the optional 19 item Life
Stress scale was used as a pre-post measure to assess whether the
subjects had experienced any major life-stress changes during the
course of the research study.

Factorial validity of the PSI was demonstrated by three
factor analyses (Loyd & Abidin, 1985). Loyd and Abidin (1985)
used the data from Abidin’s sample of 534 mothers as the data
base for these factor analytic analyses. This sample consisted
of mothers of children who were referred to the clinic and
mothers of children one would expect to see in a well clinic.

The age of the children in the sample ranged from oné month to 19
years, with a mean age of 14 months and a standard deviation of
23.2 months. The first analysis was done using the responses to
the 47 items comprising the child domain. These data were
subjected to principal components analysis with varimax rotation.
A six factor solution accounted for 41.0% of the variance. The
second factor analysis was performed on the data derived from the
responses of the subjects to the 54 items of the Parent domain.
Principal components factor analysis with varimax rotation was
performed and a seven factor solution was found which accounted

for 44.0% of the variance. The third principal components factor
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analysis with varimax rotation was performed on the data which
were obtained from the scores for each subject on the 13
subscales. A two factor solution was found and accounted for 58%
of the variance. Loyd and Abidin (1985) suggested that the
pattern of these factor loadings demonstrated that the child and
Parent domains were tapping two distinct traits.

While a number of studies have investigated the relation of
the PSI and other measures such as the Child Abuse Potential
Inventory (CAP; Milner, 1986), few studies have factor analyzed
the PSI. A number of reasons are suggested for this. The
factorial analyses undertaken by the developers of the PSI have
demonstrated robust factors. Further, although the PSI is now
being widely used, it is still a relatively new measure. It is
anticipated that the PSI will be subjected to further factor
analyses as research with this measure continues.

For the present study internal consistency was measured by
means of Cronbach alpha reliability coefficients for each of the
six Child and seven Parent subscales. An alpha coefficient of
.70 or higher was used as the basis for the inclusion of a
subscale in further analyses. All six subscales of the Child
domain met this criterion (.70 to .77). For the Parent domain,
five of the seven subscales met the criterion. Alpha reliability
coefficients for the seven subscales were .38, .68, .81, .81,
.81, .84, and .86. Thus six Child subscales and five Parent
subscales were retained. The six Child subscales were summed to
obtain a Child domain score and the five Parent subscales were
summed to obtain a Parent domain score. The alpha reliability
coefficients for internal consistency for these two domains were
.91 and .94, respectively. In order to examine the correlation

between the Child and Parent domain scores, a Pearson correlation
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coefficient was calculated and a correlation of .64 was obtained.
Abidin reported a similar correlation of .61 between the two
domains. Although the Child and Parent domains may be tapping
somewhat distinect traits, a correlation of this magnitude |
suggests there is some overlap between these two domains. Thus,
a total stress score was obtained by summing the two domain
scores. The alpha reliability coefficient for internal
consistency for the total stress score was .95, which is the same
as the reliability coefficient observed by Abidin (1983) for the
total stress score. In the present study, due to subject to
variable concerns, the total stress score will be used in further

analyses.

The Vernon Posthospital Behavior Questionnaire.
The Vernon Posthospital Behavior Questionnaire (PHBQ);

Vernon, Schulman, & Foley, 1966) is a 27-item questionnaire (see
Appendix A) designed to assess changes in children’s posthospital
behaviour reactions. The initial PHBQ consisted of 28 items, but
Vernon et al. {1966) found inconsistencies in parental
interpretation of item 16, thus this item was dropped from the
final version of the measure. The PHBQ was standardized on a
sample of 387 children who ranged in age from 1 month to 16
years, with a mean age of 5.68 years. The mean length of
hospitalization was 8.8 days. The sample comprised 212 boys and
175 girls of which 228 children or 59% had experienced a previous
hospitalization. The 27 items of the PHBQ describe negative
behavioural changes demonstrated by children after a hospital
experience and are the behaviours that have been frequently cited
in literature on hospitalized children (Beller & Neubauer, 1959;

Jessner et al., 1952; Schaffer, & Callender, 1959). Mothers are



required to compare their child’s behaviour before
hospitalization to their child’s behaviour during the first week
after hospitalization. Mothers rate their child’s behaviour on a
five point scale ranging from much less than before (1) to much

more than before (5). The PHBQ takes approximately 10 wminutes to

complete.

Factorial validity of the PHBQ was demonstrated by Vernon et
al. (1966) by entering the data into principal axis factor
analysis with varimax rotation. This analysis supported a six
factor model: general anxiety and regression, separation anxiety,
anxiety about sleep, eating disturbance, aggression toward
authority, and apathy-withdrawal. Factor analysis resulted in a
further reduction of four items due to either factor loadings
below .3 or locadings of .5 or higher on more than one factor,
providing a final item pool of 23 items.

Test-retest reliability of the PHBQ was demonstrated by
Cassell (1965). Although Cassell (1965) used a slightly
different version of the PHBQ (two fewer items and only three
response alternatives) than did Vernon et al. (1966), the results
demonstrated a moderate degree of stability one month after the
initial assessment. Cassell used 37 subjects ranging in age from
3 to 11 years. Parents were required to rate their child’s
behaviour at three days and again at one month post-
hospitalization. The total scores for these two administrations
were positively correlated (xr = .65, p <.001), thus demonstrating
moderate test-retest reliability of the PHBQ at one month
posthospitalization. Support for the content validity of the
PHBQ was demonstrated by Vernon, Schulman, and Foley (1966).
Vernon et al. (1966) compared the responses of the mothers of

20 children hospitalized for tonsillectomies to psychiatric
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interviews. Moderate correlations were found (r = .47, p <.05)
between the behaviours described and the interview results.

Few measures are available which assess hospital-specific
reactions thus, the PHBQ has been widely used (Ferguson, 1979;
Field et al., 1988; Visintainer & Wolfer, 1975). The PHBQ was
primarily designed to assess children’s posthospital behaviour.
Few studies have assessed children’s prehospital behaviour and
even fewer have assessed prehospital behaviour while the child
was still at home. Studies using the PHBQ that have assessed
prehospital behaviours have done so after the child had heen
admitted to the hospital. This type of assessment may hot
provide the most accurate responses by mothers as they have to
contend with the fears occasioned by the admission and, thus,
they may not be able to fully concentrate on behaviour
assessments with the added strain of the admission. In order to
predict children’s posthospital behaviour in the present study,
the PHBQ was completed by mothers 3 weeks before the child’s
admission to the hospital. Children’s posthospital behaviour was
assessed at 3 days, 3 weeks, and 2 months. (The instructions to
the parent regarding the time period to consider in filling out
each of the posttests are found in Appendices H, I, and J,
respectively).

In order to use the PHBQ before hospitalization,
authorization was obtained from Vernon (personal communication,
July, 1989) to change the response format from a relative to an
absolute format. The absolute PHBQ had a response format which
ranged from almost never (1) to almost always (5). As stated .
earlier, since a prehospital behaviour assessment was of interest
in the present study and due to some confusion on the part of

parents concerning the completion of both the absolute and
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relative versions, the relative PHBQ was excluded from further
analyses. The internal consistency of the absolute PHBQ was
assessed by obtaining Cronbach alpha reliability coefficients at
the pre- and at the 3 day, 3 week, and 2 month posttest periods.
The alpha reliability coefficients were .75, .87, .83, and .89,
respectively. The inclusion criterion was an alpha coefficient
of .70 or higher. Thus, the pre- and the three posttest measures

were included in further analyses.

Variable Selection and Anaiyses

In the present study, temperament characteristics and
characteristics of the parent-child relationship are used to
predict children’s behavioural difficulties consequent to day
hospitalization. The statistical analysis utilized was
hierarchical multiple regression, with the temperament variables
entered in the first block and the parent-child variable entered
in the second block.

The predictor variables retained for subsequent analyses
were those variables that met the criterion of an alpha
reliability coefficient for internal consistency of .70. Three
temperament, six Child PSI, and five Parent PSI variables met
this criterion. Their alpha reliability coefficients are
presented in Table 2. Thus, 14 predictor variables were
considered for entry in the hierarchical multiple regressions
(HMRs) . "Approximately 15 subjects per predictor variable are
necessary for a reliable equation" (Stevens, 1986, p.58). 1In
order to approximate the above reqhirement for a sample of 57
subjects, variable reduction was required. Thus, the three

temperament variables were retained along with the total stress
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Alpha_Reliability Coefficients for Internal Consistency for the

Present Study and for Normative Studies

Variables Present Study Normative Studies
Temperament

Mood .76 .66

Adapt .72 .72

Approach .81 .80
Child domain

- Distractibility .70 .62

Reinforces parent L71 .70

Mood .77 .66

Accepting .74 .63

Adaptability .73 .66

Demanding .71 .62

Parent domain

Sense of competence .81 .74

Restriction of role .84 .79

Relationship with spouse .81 .70

Depression .86 .80

Sense of isolation .81 .73
Total Child domain .91 .93
Total Parent domain .94 .89
Total stress .95 .95
Pretest .75

3 day .87 .82

3 week .83

2 month .89




score on the PSI rather than the individual subscale or domain
scores of the PSI. Abidin (1983) considered the total score to
be of primary importance in the determination of parenting
systems "at risk for the development of dysfunctional parenting
behaviours or behavior problems in the child inveolved" (Abidin,
1983, p;aa). The six child PSI subscales were summed to give a
Child Domain score, and the five Parent PSI subscales were suwned
to give a total Parent Domain score. The alpha reliability
coefficients for internal consistency for these two domains were
.91 and .94, respectively.

As previously stated a Pearson correlation coefficient of
. .64 was obtained between the child and the Parent Domains. Thus,
a correlation coefficient of this magnitude, indicates that it is
appropriate to use the total score resultant from summing these
two domains. The total stress score, which is a measure of
stress within the parent-child system, was obtained by summing
the Child and Parent Domain scores. The alpha reliability
coefficient for internal consistency of this total score was .95.
This total stress score was entered in the second block of the
HMR. For the present study, the power of the test was regarded
as the most important censideration in providing an unbiased
analyses of the predictive power of the predictor variables.

The criterion measure for behavioural difficulties was the
PHBQ and this measure was used before hospitalization and as a
posttest at 3 days, 3 weeks, and 2 months posthospitalization.
Tt is reiterated that the purpose of the present study was to
ascertain whether tempevzment characteristics would predict
posthospital behaviour &nd whether the addition of environmental
characteristics (PSI) would increase the predictive power. Thus,

this study was not designed to assess individual changes from the
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pretest time of testing to the three posttest times of testing.
There were a number of considerations in making the decision not
to statistically measure change scores.

Firstly, Willett (1989) stated that if the variable
measuring change does not retain the same psychological meaning
over the various times of data collection - it is not meaningful
to discuss change. In the present study eating disturbance for
example, was expected to be significant at the three day posttest
period but not at other points in time. Similarly, anxiety was
expected to be significant at the pretest time of testing but not
at any of the posttest times of testing. Thus, measuring the
magnitude of change within subjects for variables that are
expected to have more or less psychological impact would provide
limited value. Secondly, Vernon discusses the PHBQ in terms of a
total score delineating a cut-off point above which subjects are
considered to demonstrate maladaptive responses to the hospital
experience. Cronbach and Furby (1970) discussed change scores as
vprimarily a way of singling out individuals who have changed
more or less than expected". Conceptually, Vernon has not
defined the magnitude of change "expected" from a hospital
experience.

Thus, in the present study four separate hierarchical
multiple regressions were conducted in order to assess whether
the three temperament predictor variables of mood, approach, and
adaptability would predict behavioural difficulties. Equally
important was to determine if the addition of the total stress
predictor variable improved the prediction of behavioural
difficulties beyond that afforded by the temperament variables at

each of the four points in time.
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CHAPTER 1V
Results

Hypothesis 1 - Agqe differences

Descriptive statistics and normative data for all variables
are presented in Table 3. The first hypothesis stated that age
would not be significantly correlated with scores on the Vernon
Hospital Questionnaire (PHBQ) at the pre- or the three posttest
periods. It was alsoc hypothesized that age would not be '
significantly correlated with temperament scores on the
Behavioral Style Questionnaire (BSQ). Further, age was not
expected to be significantly correlated with scores on the
Parentingrstress Index (PSI). The hypotheses concerning age were
examined by obtaining Pearson correlation coefficients between
children’s age and each of the variables mentioned above. This
information is summarized in Table 4. Examination of these
correlations indicated that age was not significantly correlated
with children’s scores on the pre- or posttest PHBQ, the BSQ, or

the Parenting Stress Index (PSI).

Hypothesis 2 - Sex differences

The second hypothesis stated that gender would not
significantly differentiate children based on their scores on the
PHBQ at the pre- or the three posttest periods. Gender would
also not significantly differentiate children based on their
scores on the BSQ, nor on their scores on the PSI. Examination

of the t-test results indicated that there were no significant
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Table 3

Means and Standard Deviations for Predictor and Criterion

Variables for the Present Study and Normative Studies

Present Study Normative Studies

Variables M sh M SD
Temperament

Mood . 3.21 .79 3.31 .68

Adapt 2.57 .66 2.55 .72

Approach 3.17 .94 2.99 .94
PSI

Child domain 97.00 21.03 98.40 19.20

Parent domain 90.70 22.58 122.70 24.60

Total stress 187.70 39.47 221.10 38.90
PHBQ

Pretest 41.21 8.87

3 day 44.16 12.69

3 week 38.25 9.48

2 month 38.11 10.69

Note. Present study: n = 57. Normative studies: Temperament n

= 350, PSI n = 534.



Table 4

Pearsonh Product Moment Correlation Coefficient for Age and
Predicteor and Criterion Variables

Variables Age
Temperament
Mood .02
Adapt + 26
Approach .26
PSI
Total stress .18
PHBQ
Pretest -.08
3 day -.12
3 week -.16

2 month -.10
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differences between girls and boys on their scores on the PHBQ
pre- or posttests, temperament characteristics, or total stress

(see Table 5).

Hypothesis 3 - Preorientation program

The third hypothesis stated that children who attended the
preorientation program would not differ significantly on the
pre- or posttest scores from children who did not attend the
preorientation program. T-tests for independent groups were
conducted on the scores at the pre- and three posttest periods.
These results indicated that there were no éignificant
differences between the groups at either the pre- or the three

posttest periods (see Table 6).

Hypothesis 4 - Behavioural difficulties
The fourth hypothesis was concerned with the extent of

behavioural difficulties conseguent to day surgery.
Specifically, this hypothesis stated that children’s scores on
the PHBQ at the 3 day posthospitalization period would be
significantly different from scores at the prehospitalization
period and from scores at the 3 week and 2 month
posthospitalization periods. It was also hypothesized that
children’s scores on the PHBQ at the 3 week posthospitalization
period would be significantly different from scores at the
prehospitalization period. Although children’s scores on the
PHBQ at the 2 month posthospitalization period were expected to
differ from children’s scores at the prehospitalization period,

the difference was not expected to be significant.



Table 5

-Test for Independent Groups Assessi Gender Differences for

Criterion and Predictor Variables

Females Males
lVariables M SD M SD t
Temperanment
Mood 3.33 <13 3.12 .16 97
Adapt 2.70 .71 2.48 .62 1!18
Approach 3.21 .19 3.14 W17 .26
Total stress 187.08  36.94  188.19 41.92  -.10
PHBQ
Pretest 42.68 8.92 40.06 5.88 1.11
3 day 46.52 14.70 42.31 10.75 1.25
3 week 38.70 10.13 36.57 7.18 .76
2 month 38.98 11.41 35.43 7.83 1.08

Note. Females n = 25 and males n = 32.
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T-Tests for Independent Groups between Subjects Who Attend the

Preorientation Program and Those Not Attending the Program
Attend Not-Attend
M 8D M §D t
PHBQ
Pretest 42.07 9.51 38.57 6.05 1.29
3 day 45.14 13.66 41,14 8.84 1.02
3 week 38.70 10.13 36.57 7.18 .76
2 month 38.98 11.41 35.43 7.83 1.08

Note. Attend n = 43 and not-attend n = 14.
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Repeated measures analysis of variance using BMDP2V was
conducted on the total score of the Vernon Hospital Questionnaire
at the pre- and three posttest periods.

The results of these analysis indicated a significant wain effect
for time of testing, F(3, 168) = B.88, p <.0l1. Post hoc analyses
indicated that scores on the PHBQ at the 3 day posttest period
were significantly higher than scores at either the 3 week or 2
month posttest periods, Scheffé, p <.01.

Repeated measures analyses of variance weré also conducted
on each of the six subscales of the PHBQ at each of the four
testing periods. The results of these analyses indicated a
significant main effect for time of testing for four subscales of
the PHBQ: (1) general anxiety, F(3, 168) = 5.53, p <.05; (2)
eating difficulties, F(3, 168) = 31.40, p <.001; (3) separation
anxiety, F(3, 168) = 4.16, p <.05; and (4) apathy, F(3, 168) =
4.24, p <.05.

For the general anxiety subscale, post hoc analyses
indicated that scores at the 3 day posttest period were
significantly higher than scores at either the 3 week or 2 month
posttest periods, Scheffé, p <.05. For the eating disturbance
subscale, post hoc analyses indicated that scores at the 3 day
posttest period were significantly higher than scores at either
the 3 week or the 2 month posttest periods, Scheffé&, p <.01l.
Interestingly, for the eating disturbance subscale, chi}dren’s
scores at the pretest period were significantly higher than
scores at the 2 month posttest period, Scheffé, p <.01l.

For the separation anxiety subscale, post hoc analyses
indicated that children’s scores at the 3 day posttest period
were significantly higher than scores at the 2 month posttest

period, Scheffé, p <.05.
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For the apathy subscale, post hoc analyses indicated that
scores at the 3 day posttest period, were significantly higher
than scores at the 2 month posttest period, Scheffe, p <.05.
Table 7 presents a summary of these findings. Thus, these results
supported the hypothesis that scores on the PHBQ at the 3 day
posttest period would be significantly higher than scores on the
PHBQ at either the 3 week or the 2 month posttest periods. This
finding suggests that children do experience behavioural
adjustment difficulties at the 3 day posthospitalization period.
However, the hypothesis that stated that scores on the PHBQ would
be significantly higher at the 3 day posttest period than scores
at the pretest period was not supported, as there were no
significant differences between the scores of the PHBQ at the
pretest and at the 3 day posttest period. Possible explanations
for this finding are presented in the discussion section.
Further, the hypothesis that stated that score- on the PHBQ would
be significantly higher at the 3 week posttest period than scores
at the pretest period was not supported. However, the results
did support the hypothesis that children’s scores on the PHBQ at
the 2 month posttest period would not differ significantly from
scores on the PHBQ at the pretest period.

Although hypotheses concerning the type of behavioural
difficulties were not offered, the results indicated that
children experience a significant increase in general anxiety,
separation anxiety, eating disturbances, and apathetic behaviours

during various stages of the posthospitalization period.

Hypothesis 5 - Predictors of behavioural difficulties

The fifth hypothesis stated that temperament characteristics

would predict behavioural difficulties consequent to day



Tabhle 7

Means and Standard Devigtions fur the Subscales of the PHBOQ ¢

Pretest Posttest
3 day 3 week 2 munth
Scules M SD M SD M s M M P)
Gen. anx. 8.70 2.08 9.56ah 3.21 8.25a 1.93 _8.23!» 239
Sep. anx. 6.67 1.99 7.30c | 3.21 6.47 2.43 6.18¢ 212
Sleep anx. 6.68 3.02 6.02 2.68 6.37 3.28 6.32 3.00
Eat disturb. 6.42de 245 8.42de 3.40 5.42¢ 2.2 5.07d 1.98
Ap. withdraw 8.81 291 9.04fg 3.17 7.77¢ 2.31 8.21p 2.97
Aggression 3.93 1.46 3.82 1.76 3.96 1.61 4.11 1.72

Note. Means indicated by the same notation ditfer significantly from each other and do not differ significantly from

the other mean scores,
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surgery. It was further hypothesized that the inclusion of the
variable assessing stress in the mother-child relationship (total
stress) would increase the power of prediction beyond that
afforded by the temperament characteristics alone. Specifically,
the total stress variable would result in a significant increase
in prediction of behavioural difficulties consequent to day
surgery than temperament predictors alone.

Hierarchical multiple regressions (HMRs) were conducted in
order to assess whether the three temperament characteristics of
mood, approach, and adaptability would predict behavioural
difficulties and to determine if the addition of the total stress
variable improved the prediction of behavioural difficulties
beyond that afforded by the temperament variables. The HMRs were
conducted using SPSSX Regression at the pfetest and at each of
the three posttest periods entering the three temperament
predictor variables in the first block and entering the total
stress variable in the second block.

Evaluation of the assumptions for hierarchical multiple
regression of normality, lir:arity, homoscedasticity of
residuals, and multicollinearity was conducted. Initial HMRs
were run at the four points in time to produce plots of residuals
against predicted scores. Based on the distribution of
residuals, histograms of each of the four predictor variables and
the criterion variable at each of the four points in time were
examined. Results of the evaluation of the assumptions led to a
transformation of some of the variables to reduce skewness in
their distributions. Significant levels of skewness were
observed only in the three posthospitalization criterion
variables (Z = 4.52, 2.87, 3.25, respectively) which were in

excess of the criterion Z value of + 2.58 (Tabachnick & Fidell,
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1983, p.79). 1Initially, square root transformations were
performed on these three measures. A significant level of
skewness remained for the 3 day criterion variable (2 = 3.24);
therefore, a logarithmic transformation was performed which
resulted in an acceptable level of skewness (2 = 1.89). ‘Thus, a
square root transformation was necessary for the 3 day posttest
scores and logarithmic transformations were conducted on the 3
week and the 2 month posttest scores. These three transformed
criterion variables were used in subsequent analyses.

The data were examined for outliers and influential cases.
Outliers on the criterion variable were assessed by examining the
standardized residuals (Cook & Weisberg, 1982), whereas outliers
on the predictor variables were assessed by Mahalanokis distance
(Barnett & Lewis, 1978). One subject had a standardized residual
at the 2 month posthospitalization period which exceeded the
critical value (4.12 > 3.54). Cook’s distance was used to assess
the presence of influential cases (Cook & Weisberqg, 1982) and no
influential cases were identified. Thus, all subjects were
retained for subsequent analyses.

Multicollinearity among the variables entered into the
subsequent hierarchical multiple regression was examined. All
variables entered the equation without violating tolerance. A
correlation matrix among the predictor variables and the
criterion variable is presented (see Table 8). An'additional
assessment of multicollinearity among the independent variables
on all other independent variables in the equation was performed.
The R’s for these regressions were .22, .30, .41, .44, indicating
that multicollinearity (.90 and above) was not present (Berry &
Feldman, 1985)." Thus, the assumptions of normality, linearity,

homoscedasticity of residuals, and non-multicollinearity were
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Pearson Product Moment Correlation Matrix of Predictor and Criterion

variables Entered in the Hierarchical Multiple Regression Equatiions

Variables 1 2 3 4 5 6 7 8
Predictors
Temperament
Mood 1.00 .49 .26 .48 W47 .25 .33 <42
Adapt 1.00 37 .57 .45 42 .43 .37
Approach 1.00 .44 .40 .21 +25 .29
Total stress 1.00 .55 .48 .54 .52
Criterion
Pretest 1.00 .49 .61 .59
3 day 1.00 .66 .43
3 week 1.00 .54
2 month 1.00
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met.

Subsequent HMRs were conducted at each of the four points in
time with the three temperament predictor variables of wood,
adaptability, and approach enteréd in the first block and the
total stress variable entered in the second block. The results
of the HMRs are presented in Tables 9 to 12 and include the
standardized Betas for the predictors, the zero-order correlation
coefficients and the SR, coefficients indicating the particular
effect of each variable. These analyses were conducted on the 57
subjects; thus, providing a 14:1 ratio of subjects to predictor-
variables. For the pretest period, the results of the HMRs were
significant after the first block, with the three temperament
predictor variables accounting for 34% of the variance in
behavioural difficulties, R’ = .34, F(3, 53) = 8.92, p <.001.
Mood was a significant predictor (p <.05), whereas adaptability
and approach were not significant predictors. CcChildren who were
rated as more negative in mood displayed more behavioural
difficulties. 1In the second block, total stress was entered into
the equation and resulted in a significant increment in R?,

R e - = .05, E(4, 52) = 4.53, p <.05. Total stress was found to
be a significant predictor (p <.05), with higher stress scores
related to more behavioural difficulties. The total R’ indicated
that 39% of the variance in behavioural difficulties was
accounted for with total stress in the equation.

For the 3 day posttest period, the results of the HMR were
significant after the first block, with the three temperament

predictor variables accounting for 18% of the variance in
| behavioural difficulties, R* = .18, F(3 ,53) = 3.98, p <.05.
Adapt was a significant predictor (p <.05), with children who

were rated as slow to adapt displaying more behavioural
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Results of Hierarchical Multiple Regression Analysis of Behavioural

Difficulties at the Prehogpitalization Period

Predictors Beta R SRi F
Block 1
Mood <30 47 .26 2.36%
Adapt .20 .45 .17 1.53
Approach 24 .40 .22 2.00
Total RI = .34 Adj. R? = .30 F = 8.92%%
Block 2
Temperament
Mood .23 .47 .19 1.7¢
Adapt .09 .45 .07 .66
Approach .17 .40 .15 1.39
PSI
Total stress .30 .55 .23 2.13%*
Total R! = .39 Adj. R' = .34 F Change = 4.53 F = 8.27%%

*p<.05,**p<.001
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Table 10

Results of Hierarchical Multiple Regression Analysis of Behavioural

Difficulties at Three Days Posthospitalization

Predictors Beta R SRi F
Block 1
Temperament
Mood - .05 .25 .04 .35
Adapt .38 42 .32 2.52%*%
Approach .05 .21 .05 .40
Total R! = .18 Adj. R* = .14 F = 3.98%
Block 2
Temperament
Mood -.04 .25 .03 -.26
Adapt .24 .42 .18 1.55
Appreoach -.04 .21 .03 -.26
PSI
Total stress .37 .47 .28 2.35%
Total R* = .26 Adj. R* = .21 F Change = 5.53% F = 4.63%%

*p<.05, **p<.01
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Results of Hierarchical Multiple Reqression Analysis of Behavioural

Difficulties at Three Weeks Posthospitalization

Predictors Beta R SRi F
Block 1
Temperament
Mood .15 .33 13 1.08
Adapt .32 .43 .26 2.16%
Approach .09 .25 .08 .69
Total R’ = .21 adj. R' = .17 F = 4.69%x%
Block 2
Temperament
Mood .05 .33 .04 .36
Adapt .16 -43 .12 1.05
Approach -.01 .25 -.01 -.11
PSI
Total stress .43 .54 .32 2.86%%
Total R* = .32 Adj. R! = .26 F Change = 8.12%% F = 6.02%%%*

*p<.05, **p<.01,

***p<,001.,
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Results of Hierarchical Multiple Regression Analysis of Behavioural

Difficulties at Two Months Posthospitalization

Predictors Beta

R SRi E
Block 1
Temperament
Mood - 16 <37 <13 2.15%
Adapt .30 .42 .26 1.09
Approach .15 .29 .14 1.18
Total R* = .23 adj. R' = .18 E = 5.23%x%
Block 2
Temperament
Mood .02 .37 .01 .12
Adapt .21 .42 .18 1.52
Approach .06 .29 .05 .48
PSI
Total stress .38 .52 .29 2.47%
Total R* = .31 Adj. R' = .26 F Change = 6.12% F = 5.83%%%

*p<,05, *%p<,01, *%*p<,.001.
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difficulties. Mood and approach were not significant predictors
at this point in time. In the second block, total stress was
entered into the equation and resulted in a significant increment
in R?, Rlyme = 08, F(4, 82) = 5.53, p <.05. Total stress was
again found to be a significant predictor (p <.05), with higher
stress scores related to more behavioural difficulties. The
total R’ indicated that 26% of the variance in behavioual
difficulties at the 3 day posttest period was accounted for with
total stress in the eguation.

For the 3 week posttest period, the results of the HMR were
significant after the first block with the three temperament
predictor variables accounting for 21% of the variance in
behavioural difficulties, R* = .21, F(3, 53) = 4.69, p <.01l.

" Adapt was again found to be a significant predictor (p <.05),
indicating that children who were slow to adapt (high scores)
displayed more behavioural difficulties. Mood and approach were
not signiiicant predictors. In the second block, total stress
was entered into the equation and resulted in a significant
increment in R?, Riy,. = .11, F(4, 52) = 8.12, p <.01. Total
stress was found to be a significant predictor (p <.05), with
higher scores related to more behavioural difficulties. The
total R?! indicated that 32% of the variance in behavioural
difficulties at the 3 week posttest period was accounted for with
total stress in the equation.

For the 2 month posttest period, the results of the HMR were
significant after the first block, with the three temperament
variables in the equation accounting for 23% of the variance in
behavioural difficulties, R* = .23, F(3, 53) = 5.23, p <.01.

Mood was found to be a significant predictor (p <.05}, thus

children who are rated as more negative in mood displayed more
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behavioural difficulties. Adapt and approach were not found to
be significant predictors. 1In the second block, total stress was
entered into the equation and resulted in a significant increment
in R, Rigue = .08, F(4, 52) = 6.12, p <.05. Total stress was
found to be a significant predictor (p <.05), with higher scores
related to more behavioural difficulties. The total R’ indicated
that 31% of the variance in behavioural difficulties at the 2

month posttest period was accounted for with total stress in the

equation.

Assessing the Accuracy of the Prediction

The predictive accuracy of the sample regression equation
was assessed. "Approximately 15 subjects per predictor variable
are needed for a reliable equation, that is, for an equation that
will cross-validate with little loss in predictive power"
(Stevens, 1986, p.58). If the present sample of 57 subjects was
randomly divided into a derivation sample and a validation
sample, the resultant samples would consist of 29 and 28
subjects. Since there are four predictor variables, this would
result in a 7:1 ratio of subjects to predictor variables.
Considering the above subject to predictor variable ratio, a
judicious approach to assessing the predictive accuracy of the
sample regression equation is the jackknife procedure. "For
multiple regressions the jackknife works as follows. First,
calculate a set of regression coefficients using all but one of

the observations. Use these to predict the nth observation’s y
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value, recording the value of the prediction. Now, put that
observation back in the sample, remove a different one, and
recalculate the regressions coefficients using these new values
to predict the y value of the new holdout, again recording the
prediction. Continue this process until all n members of the
sample have served as the holdout,lthen calculate ryy and sly-y.
The reason why this method is valid is because each prediction is
based on data that are independent of the data being predicted.
The advantage of this method over splitting the sample into
hélves and cross-validating is that the weights are estimated
each time with n-1 observations instead of n/2, and the accuracy
statistics are based on all n’s. In cross-validation, they are
based or only n/2" (Cliff, 1987, p.191).

For the sample regression equation obtained at the
prehospitalization period, the jackknife procedure provided the
following statistics: rry = .52, R¥¢y = .27, s’y-9(S.E.) = 7.65,
which are compared to statistics from the sample regression
equation to assess the amount of shrinkage in predictive power:
Multiple R = .62, R* = .39, S.E. = 7.19. Thus, there is little
shrinkage which indicates that the regression equation provides
an accurate prediction.

For the sample regression equation at the 3 day
posthospitalization pericd, the jackknife procedure provided the
following statistics: ry9 = .34, RYy¢ = .11, s’y-9(S.E) = .12,
which are compared to statistics from the sample regression

equation at the 3 day posthospitalization period to assess the
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amount of shrinkage in predictive power: Multiple R = .51, R’ =
.26, S.E. = .10. Again, shrinkage is non significant, thus the
predictive power can be considered to be an accurate statistic
for the sample size.

For the 3 week posthospitalization period, the jackknife
procedure provided the following statistics:= ryy = .45, R'yy =
.20,!¥y—?(S.E.) = .67, and are compared to statistics from the
sample regression equation at the 3 week posthospitalization
period to assess the amount of shrinkage in predictive power:
Multiple R = .56, R* = .32, S.E. = .64.

For the 2 month posthospitalization period, the jackknife
procedure provided the following statistics: ryy =.42, Ry =
.17, s?y-9(S.E.) = .76. These statistics are compared to the 2
month sample regression equation to assess the amount of
shrinkage in predictive power: Multiple R = .56, R! = .31, S.E. =
+71. Thus, for the 3 week and 2 month posthospital data,
shrinkage is not significant. Therefore, the regression
equations can be considered to provide an accurate prediction.
The results of the jacknife hierarchial multiple regressions
substantiate the validity of the findings with a sample size of
57 subjects. Thus, the amount of variance accounted for in each
of the multiple regressions equations is not biased by the sample

size.
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CHAPTER V

Discussion

Re-statement of the Purpose of the Study

The results of the present study indicate that children
experience behavioural maladjustment difficulties at the 3 day
posthospitalization period. Rutter (1983), indicated that, while
there is a rather vast body of information concerning the effects
on children of chronic or prolonged stressors, relatively little
is known about the effects of acute stressors in children. The
present study provides some valuable information aé to the
effects of acute stressful life events on children, specifically
the effects of day surgery. Thus, the present study begins to
address Rutter’s criticism regarding the paucity of information
of the effect of acute stressful life events on children.

The finding that children experience adjustment difficulties
at 3 days posthospitalization is an important one. To date, many
health professionals have assumed that the development of day
care facilities and orientation programs in the pre-
hospitalization phase alleviated children’s post- hospitalization
adjustment difficulties. As such, few studies have investigated
children’s responses to day surgery. Most of the literature on
short-term hospitalization has been confined to assessments of
the effectiveness of the various types of preorientation programs

in reducing children’s in-hospital difficulties. The vast
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majority of these studies have used post-test assessments and
have investigated children’s post- hospitalization behavioural
responses at 3 days and again at 2 or 3 weeks post-
hospitalization. That is, investigations of children's
posthospitalization behavioural difficulties have been concerned
with.the relatively immediate effects of the hospital experience
and have not thoroughly investigated whether some children may
experience difficulties beyond the 3 week period. The present
study addresses these concerns by assessing children’s scores on
the Posthospital Behaviour Questionnaire (PHBQ) beforé
hospitalization and again at 3 days, 3 weeks, and 2 months after
hospitalization.

Investigations of both short- and long-term hospitalization
have focused on the external variables inherent in hospital
policies and procedures as factors contributing to the
development of children’s in- and posthospital difficulties.
Little consideration has been given to internal aspects of the
child and few if any studies on child hospitalization have
considered external factors of the child’s regular context,
specifically the mother-child relationship. The present study
utilized a goodness-of-fit model to assess the relation between
internal child temperament characteristics and the external
environmental characteristics of the mother-child relationship as
factors contributing to posthospitalization difficulties
consequent to day surgery. Thus, the present study provides a

more comprehensive approach to understanding children’s post-
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hospitalization behavioural difficulties.

Discussion of Hypotheses

Age differences.

The first hypothesis which stated that age would not be
significantly correlated with children’s scores at the pretest
and three posttest periods was supported. This finding is in
contrast with the findings from studies on long-term
hospitalization which have found age to be related to the
development of behavioural difficulties after a period of
hospitalization (Aho & Erickson, 1985; Peterson et al., 1985).
Research studies which have found age to be a significant factor
in the development of in- and posthospital adjustment
difficulties have investigated the significance of age in
relation to the length of the hospital stay. Age has been found
to have a significant impact ¢ n infants and tqddlers who
experience a hospitalization longer than a few days due to
separation anxiety (Bowlby, 1953; 1973; Vernon et al., 1966). As
separation anxiety was considered to be significantly related to
behavioural difficulties, it was suggested (Robertson, 1974) that
precluding serious illnesses, children should not be admitted to
hospital before 5 years of age,

Since the present study assessed behavioural difficulties
consequent to day surgery, separation from the primary caregiver
occurred only during anaesthesia induction and the actual

surgical procedure; thus, separation anxiety was not expected to
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be a significant factor.

There are, however, a number of studies which have
investigated age in relation to fears concerning bodily harm and
the loss of body parts. These studies (Aho & Erickson, 1985;
Willis et al., 1982) demonstrated that age or developmental level
is associated with medical fears and/or fantasies involving loss
of body parts or distortion of the physical self-image. Aho and
Erickson (1985) used a children’s medical fears questionnaire and
found that certain fears were associated with different
developmental ages. Such fears could contribute to children’s
in- and posthospital adjustment difficulties. Children between 3
and 6 years of age appear to experience anxiety over the loss of
body parts or view hospitalization as a punishment for bad
behaviour. Children who experience such feelings may develop
regressive behaviours once they have returned home (Kerr, 1979).
Kerr (1979) also stated that children between 6 and 12 years of
age experience anxiety concerning mutilation of body parts when
confronted with a surgical intervention.

Children in the present study were between 3 years 6 months
of age to 10 years of age; thus, according to the literature,
there should have been a negative relation between age and
posttest scores. This relation was not found; thus, age related
behavioural difficulties may only be relevant for longer hospital
stays. However, although children’s medical fears were not
examined in this study, it is suggested that such fears are

anxiety provoking, and as such, would contribute to scores on the
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PHBQ at the pretest period. Since such fears have been found to
be related to developmental level, previous findings would
suggest that age would be a significant factor for either short-
or long-term hospitalization; however, this was not supported in
the present study. Future research investigations on children’s
reactions to brief hospitalization should consider investigating
children’s fears in relation to both pre- and post-
hospitalization, as well as children’s fears concerning surgery
and body distortion. Besides a simple assessment of these fears,
the effect of long- versus short-term hospitalization on
children’s fears could be investigated. Further, the relation of
age to such fears and the examination of possible gender
. differences would add substantially to the rather small body of
research in the area of children’s fears.

It was also hypothesized that age would not be significantly
correlated with temperament scores. This hypothesis was
supported. This result was expected because few studies have
demonstrated a relation between age and temperament
characteristics. Buss and Plomin (1984) suggested that there may
be a relation between age and their temperament characteristics
of activity and emotionality; however, their position is not well
substantiated.

Age was not found to be significantly correlated with scores
on the Parenting Stress Index (PSI) thus, this hypothesis was
supported. This finding may indicate that mothers’ ratings of

their children’s behaviour and their perceptions of the



156
relationship they have with their children is not associated with
any particular developmental level. Specifically, satistying
relationships were not attributed to a particular age (Abidin,
1983; Lafiosca, 1981) . Similarly, parent-child relationships

that were stressful were also unrelated to age.

Gender differences.

The second hypothesis stated that gehder would not
differentiate children on either pre- or posttest PHBQ scores,
tenmperament scores, or scores on the PSI. This hypothesis was
supported. Few studies have found differences between boys and
gilrls on measures assessing posthospitalization behavioural
difficulties. Similarly, in the area of temperament, boys and
girls have not been found to differ on temperament scores (Chess
& Thomas, 1986; Thomas et al., 1963; 1968;), nor have gender

differences been reported for PSI scores.

Preorientation program.

A number of studies have investigated the effectiveness of
preorientation programs in reducing behavioural difficulties
consequent to a hospital experience; however, evidence as to
their effectiveness is inconclusive. Thus, hypothesis three
stated that children who attended and children who did not attend
the preorientation program would not significantly differ on
their scores at the 3 day, 3 week, or 2 month posttest periods.

This hypothesis was supported. Significant differences were not
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found between the two groups of children on post-hospitalization
scores for any of the three points in time. Children attended
the preorientation program from 2 to 6 weeks before the impending
surgical event. Perhaps if it had been possible to provide this
program during the week immediately prior to hospitalization,
there would be significant differences between children who
participated in the program and those who did not participate.

It is suggested that the time between the actual hospitalization
and the preorientation program may be too long; thus, any
benefits from attending this program may be lost due to the
amount of time between the two events. Perhaps there is an
optimum time between the two events which determines the
effectiveness of such programs. While the present researcher is
unaware of research investigations that have studied the effect
of the length of time between participation in a preorientation
program and hospitalization and the effectiveness of these
programs in reducing anxiety or other concerns about the
hospitalization, this would be a worthwhile avenue to pursue.
Another possible explanation why the preorientation program
appeared not to have an impact on children’s posthospital
adjustment may be tentatively suggested by the findings of
Peterson and Toler’s (1986) research on information seeking or
information avoidance in children. Although there is relatively
little research in this area with children, the finding that
children do appear to be similar to adults (i.e., they actively

seek or avoid information) suggests that efforts be directed



toward ascertaining a child’s preferred style of information
acquisition. Preorientation programs are designed to provide the
same level of information to all children; consequently, some
children may benefit from receiving this information (information
seekers), whereas other children may experience increased anxiety
(information avoiders). 1In the present study, it is possible
that the subjects included both information seekers and avoiders;
thus, contributing to the lack of effect of the preorientation
program. It is clear that a substantial body of research
assessing an information seeking or avoiding dimension in
children has yet to be developed and is an area that may provide
valuable contributions toward furthering our understanding of
children’s coping styles.

Lastly, the results indicating that there were no
significant differences between children who attended and
children who did not attend the preorientation program may have
been due to an inadequate sample size. Thus, three statistical
power analyses was performed setting power at .80, probability at
.05, and expected effect size at .10, .30, and .50, which
represents small, medium, and large effects, respectively,
{Cohen, 1977). The results of these analyses indicated that a
sample of 783 subjects is required when a small effect is
expected in order to detect a significant difference between
children attending and those not attending the preorientation
program. Similarly, a medium effect, which is an acceptable

convention (Cohen, 1977), would require a sample of 84 subjects,
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and a large effect would require a sample of 28 subjects.

The present study used 57 subjects, which, according to the
results of the statistical power analyses, is not large enough to
detect moderate effect sizes 80% of the time when they really do
exist. As a result, a strong test of the hypothesis was not
possible. In order to provide a robust test of this hypothesis a
minimal sample of 84 subjects would be required. Some
researchers have suggested that preorientation programs are
effective in reducing the occurrence of adjustment difficulties
consequent to hospitalization. Other investigators have
suggested that preorientation programs do not appear to reduce
adjustment difficulties. Thus, the results are inconsistent. It
is suggested that this inconsistency may be resultant from the
fact that very few studies in this area have used sample sizes
which satisfactorily meet the reguirements of power analysis.
Accordingly, future investigators would do well to consider much
larger sample sizes in order to assess the effectiveness of
preorientation programs in alleviating children’s adjustment

difficulties.

Posthospitalization behaviour.

A number of interesting results concerning children’s pre-
and posthospital PHBQ scores were found. The fourth hypothesis
stated that children’s scores on the PHBQ would be significantly
higher at the 3 day posttest period than at the pretest or at the

3 week and 2 month posttest periods. This hypothesis was
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partially supported. The results indicated that children’s
scores on the PHBQ at the 3 day posthospitalization period were
significantly higher than their PHBQ scores at either the 3 week
or 2 month posttest periods. Thus, in the present study, it is
apparent that children are experiencing significantly more
behavioural adjustment difficulties at the 3 day posttest period
than at the 3 week or 2 month posttest periods. However, the 3
day posthospitalization PHBQ scores were not significantly
different from the PHBQ pretest scores, which indicated that the
pretest scores were higher than expected. 1In order to try to
understand the reason for the higher than expected pretest
scores, the 19 optional-item Life Stress Scale was examined. A
t-test for differences between life stress scores before
hospitalization and 2 months after hospitalization was conducted.
The results indicated that the pre-hospital life stress scores
were significantly higher than the 2 month life stress scores,
t(56) = 5.27, p <.001. It is somewhat puzzling as to why the
present sample experienced a significantly higher life stress
score than one would expect given a sample of this size. This
finding, however, may explain why the pretest scores were not
significantly different from the 3 day posttest scores.

To further our understanding, analysis of variance for
repeated measures were conducted on the six subscales of the PHBQ
at each of the four points in time. Four of the six subscales
were significant; general anxiety, separation anxiety, eating

disturbance, and apathy. In a further attempt to understand why
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the pre- and 3 day posttest scores were not significantly
different, post hoc analyses were conducted on these four
subscales at the four points in time. The finding that scores on
the general anxiety subscale for the 3 day posttest period were
significantly higher than scores at either the 3 week or 2 month
posttest period was not expected. This is an interesting finding
as one would expect this subscale to be significantly higher at
the pretest period than at any other point in time, including the
3 day posttest period, as it would be logical to assume that
children would experience anxiety concerning the pending surgery.
General anxiety, however, appears to be a significant factor
after the surgical event has occurred, suggesting perhaps, sone
type of delayed reaction. The literature concerning children’s
fears may provide some insights as to why the anxiety scores were
highest at the three day posttest period.

As stated earlier, Aho & Erickson (1985) found children’s
medical fears to be related to age or developmental level. Age
was not found to be correlated with PHBQ pre- or posttest scores
in the present study and, although children’s medical fears were
not directly assessed, it is suggested that such fears were
anxiety provoking. This may explain the high general anxiety
scores at the 3 day posttest period. Perhaps children have
- difficulty conceptualizing what surgery actually means; thus,
they are not anxious about what they cannot understand. The
surgical event may only become relevant after the fact. This

implies that once the surgical event has occurred, children may
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become concerned about what has been removed from their body and
what effect this lost part will have on their body image. While
this is a hypothetical position, studies investigating children’s
fears should consider utilizing a pre-post design. Piaget (1960)
discussed children’s cognitive capacities and related these
cognitive capacities to various developmental stages. His
formulations concerning concrete versus formal operations and
children’s ability to conceptualize are important considerations
in assessments of children’s perceptions concerning unfamiliar
events (Thomas & Chess, 1977). Children at the concrete
operations stage may perceive a situation or event as non
threatening when the event has not been experienced. 1In the
present study, most of the children would be at the concrete
operations stage and as such their perceptions may shift
predominantly after they have experienced the event. It is
suggested that assessments of children’s fears concerning
hospitalization should occur before and after hospitalization in
order to ascertain whether changes in their perceptions occur due
to the hospitalization experience. If it is found that children
appear to experience negative perceptions after a hospital
experience, intervention strategies aimed at correcting such
perceptions could be utilized.

It was hypothesized that separation anxiety would not be a
significant factor for children admitted to the hospital for less
than one day; however, post hoc analysis indicated that

children’s PHBQ scores on the separation anxiety subscale at the
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3 day posttest period were significantly higher than at the 2
month posttest period. This finding was unexpected, as children
were separated from the primary caregiver only during the actual
surgical event. If separation anxiety was expected to affect
children’s posthospital adjustment, it would be expected that
scores on this subscale would be higher at the 3 day posttest
period than at any other point in time. As this was indeed the
case, it is not easily understood why separation anxiety would be
a factor when there was no prolonged separation. Examination of
the items in the separation anxiety scale indicated that of the
five items that comprise this subscale scale, three of the five
items could refer to general anxiety (i.e., "Does you child seem
to get upset when someone mentions doctors or hospitals; does
your child have bad dreams at night and wake up and cry?). Each
of these items could refer to general anxiety or could be
behaviours engaged in by a demanding or generally insecure child.
Thus, it is suggested that these items do not refer exclusively
to a separation anxiety factor.

Post hoc analysis indicated that children’s PHBQ scores on
the eating disturbance subscale were significantly higher at the
3 day posttest period than any other point in time and the
pretest scores were higher than the 2 month posttest scores.
These findings are not surprising as the nature of the surgery
(tonsillectomy) would suggest that eating behaviours would bhe
adversely affected. Further, the finding that the pretest scores

were significantly higher than the 2 month posttest scores is
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also not unexpected. Children who require tonsillectonies
usually experience repeated episodes of colds and sore throats;
thus, eating behaviours could be adversely affected by such
maladies. Further, tonsillectomy procedures involve a woderate
degree of discomfort, again, affecting eating habits. Thus
children may experience a prolonged period both pre- and
postoperatively, before eating behaviours assume more normal
patterns.

The final subscale of the PHBQ to be discussed is the apathy
subscale. Children’s scores on this subscale at the 3 day
posttest period were significantly higher than scores at the 3
week posttest period. Simply, it is suggested that the
significant differences in scores may be due to a requisite
recovery period due to the surgical event.

Thus, in summary, the results suggest that at the 3 day
postsurgery time, children are experiencing behavioural
adjustment difficulties. While the significant findings for the
eating disturbance subscale may be related to the type of
surgery, this explanation (type of surgery) cannot explain the
significant findings concerning children’s scores on the general
anxiety, separation anxiety, and apathy subscales. Further
research is required, in which a number of different types of
surgical interventions are investigated, in order to verify the
findings in the present study concerning the effect of day
surgery on children’s posthospitalization behavioural scores.

However, many of the studies on day surgery have included
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tonsillectomies, adenoidectomies, hernia repairs, myringotomies,
cardiac catheterizations, and various orthopaedic surgeries. All
of these surgical interventions are considered to be minor
surgical events. The amount of time spent under general
anaesthesia, the length of time required to finish the procedure,
and the course of recovery are similar (Field et al., 1988).

In addition, because of the short duration of confinement
and recovery, pain is not an influential factor. Thus the
findings from the present study can be generalized to other day
surgical or day hospitalization procedures. However, it would be
inappropriate to generalize the findings from this study to any
procedures requiring hospitalization until future studies have

replicated the findings on an inpatient population.

Prediction of posthospitalization behavioural difficulties.

The final hypotheses, which were concerned with the
predictive power of temperament characteristics and the
predictive power of characteristics within the mother-child
system for behavioural adjustment difficulties, were supported
and provide further justification for using the child-in-context
approach. The finding that the addition of the total stress
variable, which represents the mother-child relationship, and as
such, the child-in-context, significantly increased prediction of
behavioural difficulties at the pre- and at each of the three
post-test periods underlines the importance of the mother-child

relationship and the guodness-of-fit model.
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As explained in the results section, hierarchical multipie
regressions (HMRs) were conducted by entering the throee
temperament variables of mood, adapt, and approach in the fivst
block, and then entering the total stress variable in the scuond
block. It was hypothesized that the three temperament variables
would predict behavioural adjustment difficulties consequent to
day surgery. It was further hypothesized that the inclusion of
the total stress variable in the second block of the HMRs would
increase the predictive power beyond that afforded by the
temperament characteristics alone.

The results of the HMRs indicated that the three temperament
characteristics significantly predicted behaviour problems at the
pre- and at each of the three posttest periods. Further, the
temperament characteristic of mood was a significant predictor at
both the pre- and the 2 month posttest periods. At the 3 day and
the 3 week posttest periods, the temperament characteristic of
adapt was a significant predictor of behavioural difficulties.

In the second block of the HMRs, the total stress variable
was added to the prediction equation. The total stress variable,
which assess both the Child and Parent domains from the PSI,
provided an increase in predictive power at the pre-test period
and at each of the three posttest periods. Since this variable
has functional significance in the child’s daily context, it is
reasonable to assume that this variable would provide increased
predictive power. Thus, the hypotheses concerning the predictive

power of temperament characteristics and of the total stress
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variable for behavioural adjustment difficulties were supported.

It is of some interest that different temperament
characteristics were predictive at different points in time. The
child-in-context theoretical framework may provide an answer. It
is possible that during the prehospital period, the mother-child
relationship was experiencing some stress as has already been
indicated by the higher than expected life stress scores at the
pretest period. It is suggested that the additional stressor of
the hospital experience, which changed the immediate context,
impacted on some children’s ability to adapt to this new
stressor. This may explain why the temperament variable of
adaptability predicted children’s posthospital adjustment
difficulties at both the 3 day and 3 week posttest periods, but
not at the pre- or 2 month posttest periods. Once the hospital
experience assumed less prominence with the passage of time, the
quality of the mother-child relationship again dominated the
child’s context. This is supported by the finding that the mood
variable was predictive at the pretest period and again at the 2
month posttest period.

In discussing the consistency of temperament characteristics
in relation to the goodness-of-fit or child-in-context
theoretical rationales, Chess and Thomas (1986) and others
(Thomas et al., 1963; 1968; 1977) have emphasized.that one would
expect different temperament characteristics to gain more
prominence at different points in the individual’s life. They

state that the process is susceptible to discontinuities and such
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discontinuities may place the child in a position of dissonance
between environmental expectations and the child’s capabilities
at that particular time. Certain temperament characteristics may
be of more importance depending on the individual’s context and
these same characteristics may assume a less important role when
the context changes.

The present study appears to substantiate this point of
vieQ. The temperament characteristic of approach appears to
assume a less important role as it did not contribute to the
prediction of behavioural difficulties at the pretest, nor did it
contribute to the prediction at either of the three posttest
periods. The temperament characteristic of approach according to
Thomas et al. (1963; 1968; 1977) is related to the child’s
characteristic response to new stimuli which usually involves
encounters with new persons. The child may approach or withdraw
from these new events or encounters depending on his/her usual
style of responding. However, the child’s usual mode of approach
may be altered or modified by environmental or societal demands
and other temperament characteristics may dominate the child’s
mode of responding; such characteristics may assume prominence
for a period of time.

In the present study, adapt predicted children’s behavioural
difficulties in the first block of the HMRs at the 3 day and 3
week posttest periods; that is, slowness in adapting was related
to behavioural difficulties. Thomas et al. (1968; 1977) describe

the temperament characteristic of adaptability in terms cf the
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ease with which children adapt to novel events or in terms of the
slowness in adapting to such events. Certain children may be
able to adapt or adjust to most situations if they are permitted
the necessary amount of time to make sense of the new event.

When this time is not available, such children can exhibit
behavioural difficulties because they aré not able to order their
world. It is suggested that for these children, day surgery or
day hospitalization may not be beneficial because the process
occurs too quickly; they do-not have the necessary time to make
sense of the event or to match it to a familiar pattern.

Piaget (1960) suggest that learning is a component or consequence
of sophisticated patterns of action and thinking. Novel patterns
have their foundations in older, previously learned behaviours.
Various stages of development are sequential and new behavioural
patterns or thinking generalizes to other aspects of reality,
although there may be some time delay for this process to occur.
The child attempts to generalize old behaviours to a multitude of
situations and modifies them in an effort to adapt to the new
aspects of his/her situation. This modification is termed
accommodation and the process of patterns of action and thinking
are termed schema. A stimulus arouses a schema which has been
developed through similar or familiar experiences. If
similarities are indeed found, the new experience is assimilated
into that schema and the child is able to link the new with the
old. Some new situations can be so foreign for some children

that they are unable to find a watch with an existing schema.
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For other children, their context at that time may prevent them
from having the necessary time to process the new event and find
an existing schema. This latter situation could occur in
children who experience stress within the mother-child
relationship and are, thus, unable to cope with additional
stressors.

In either case, the child is unable to accommodate or modify
the new reality. When this occurs the child’s usual style of
adaptive functioning is subjected to an inability to meet the
demands of the new situation. Thus, the child, unable to meet
the demands of the situation may be at risk for the development
of behavioural difficulties because the child is unable to impact
or control the environment. It is suggested that the perception
of lack of control over the immediate aspects of the environment
which appear threatening to the child, determines which
temperament characteristics predominate at any point in time.
Thus, in the present study, the novel event of the hospital
experience may have resulted in some children experiencing a loss
of control, which then affected their ability to respond to or
cope with the situation. The child, however, must find some way
of coping with the event; thus, the temperament characteristic of
adaptability is seen to predict behavioural difficulties at 3
days and again at 3 weeks posthospitalization. After this point
", time, the child has, most likely, regained a perceived sense
of control over the events in his/her life due to the familiarity

of their home environment. Thus, the child’s regular context



assumes priority,

This view that the child’s regular context assumes priority
in time receives some support in the present study; in that, the
temperament characteristic of child mood predicts behavioural
difficulties at the prehospitalization period and again at the 2
month posthospital period. Thus, the results of the HMRs support
a child-in-context model.

Other researchers have reported mood and adaptability to be
predictive of a variety of outcomes. Van Tassel (1985) found
that the temperament characteristics of child mood and
adaptability were highly correlated with maternal depression.
Specifically, negative mood and slow adaptability were related to
maternal depression. In another study, Lancaster et al. (1989)
investigated the relation between child temperament variables and
maternal characteristics on maternal ratings of child behaviour.
These researchers concluded that child mood was predictive of
mother’s psychological health and of her sense of competence in
her dual role of wife and mother. That is, negative mood in
children predicted mother’s perceptions of poor psychological
health, as well as a lack of confidence in her dual role of wife
and mother.

In the present study, the total stress variable, which
assesses the child’s context, added to the prediction of
behavioural difficulties at all four points in time. This
variable assesses aspects of maternal perceptions of her child

and her dual role as wife and mother. As such, maternal
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pzrceptions can affect the way the mother interacts with her
child and, by extension, the style of interaction that they have
with each other. The type of interaction can contribute to the
degree of stress within the mother-child system.

In other research, children’s adjustment to stressors have
been related to the mental and/or physical health of the mother,
quality of support systems, and the spousal relationship
(Longfellow & Belle, 1984). These researchers used the above
variables to successfully predict children’s ability to adjust to
a number of different stressors. They found that maternal mental
and physical health were predictive of a satisfying mother-child
relationship. Mothers’ lack of emotional and physical health
were stressors that had a significant negative impact on
children’s adjustment. Longfellow and Belle (1984) found that
supportive relationships act as an important buffer between
stress and children’s behavioural difficulties. Thus, they
concluded that the emotional well being of the primary caregiver
was important for a child’s healthy development and ability to
adapt or adjust to new situations. They emphasized the
importance of viewing children’s adjustment or reaction to
stressors in the context of the family situation. Another study
{(Crnic, Greenberyg, Robinson, & Ragozin, 1984) found that mothers’
perceived stress and lack of supportive adult relationships were
significant predictors of both maternal attitudes and the quality
of the mother-child relationship. |

These findings provide some support for the influence of
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maternal satisfaction as a factor determining the quality of the
parent-child relationship and also the impact of maternal
satisfaction on children’s adjustment difficulties. The present
study used the total stress variable of the Parenting Stress
Index rather than the subscales assessing individual child and
parent characteristics. The total stress score was used in order
to maintain an adequate subject to variable ratio (14:1), thus
providing a reliable multiple regression equation. |

Abidin (1983) recommends using the total stress variable to
identify parent-child relationships which may be at risk for the
development of behavioural difficulties in children. High scores
on the Child domain represents aspects of the child which make
parenting difficult. Children who obtain high scores usually
experience difficulty adjusting to most changes in daily routines
(Abidin, 1983). These children can also be excessively
demanding, aggressive, and are frequently moody. Such children
can make the parenting task difficult and unrewarding. Parents
of such children can be seen to be operating from a position of
stress; in that, they may feel inadequate in being able to
satisfy their child’s needs. Thus, there is stress within the
mother-child system. The child-in-context theoretical framework
suggests that the child can impact on the environment and the
environment can impact on the child.

The present study demonstrates the merit of using
temperament characteristics and the child-in-context to predict

children’s posthospital adjustment difficulties consequent to day
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surgery. It has been shown that, while temperament
characteristics alone can predict adjustment difficulties
consequent to a brief surgical intervention, the addition of the
child-in-~context variable, which was represented by the total
stress variable and comprﬁses aspects of the mother-child
relationship, increased significantly the power of prediction.
Further, the temperament characteristics of mood and adaptability
appear to be significant predictors of children’s adjustment
difficulties at the pre- and at each of the three posttest
periods.

These findings suggest that it may be feasible to develop a
prehospital assessment measure consisting of the items from the
mood and adaptability sections of the Behavioral Style
Questionnaire (McDevit et al., 1978) and of items from the Child
and Parent domains of the Parenting Stress Index (Abidin, 1983).
This measure could be utilized to (1) identify a child’s coping
style and (2) identify parenting systems which may be at risk for
the development of behavioural difficulties in children
consequent to a brief hospitalization.

The results of several investigations (Peterson et al.,
1985; Peterson & Shigetomi, 1981; 1982; Peterson & Toler, 1986)
found that children’s coping styles regarding the hospital
experience were an important determinant of their -ability to
adapt to this event without experiencing maladaptive behaviours.
They found that some children preferred to receive as much

information as possible, while other children attempted to avoid
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most efforts to provide them with information concerning the
hospital experience. This latter group of children avoided,
repressed, and used distraction techniques to prevent receiving
information. This being the case, these authors concluded that
preorientation programs offered by the majority of hospitals may
in fact be detrimental to children who are termed information
avoiders. The results of the present study support the above
view in that, there were no significant differences for the PHBQ
posttest scores between children who attended the program and
those who did not attend the program. It is also suggested that
identification of children’s coping style is an important
éonsideration in the development of programs designed to
decrease anxiety or stress.

+Further, Carey (1985) emphasized that children’s individual
or temperament differences may have a greater impact on a child
than on an adult, simply because the adult may be better equipped
to effect changes in his/her context than the child. Carey
specifically refers to changes that assist adaptive functioning
and states that clinicians should increase their knowledge about
the importance and consequences of differences which place the
child at risk for maladaptive functioning. Increased information
to parents concerning a child’s style of adaptive functioning
increases parents understanding of the reasons behind maladaptive
behaviour. Such information can alleviate stress within the
parent-child system especially if the'parent feels incompetent in

the parenting role and, as such, feels responsible for the
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child’s maladaptive functioning. Carey (1985) suggests that the
identification of temperament characteristics provides an
organized picture of children’s behaviour and this picture can
enable the clinician/parent to impact positively on the
temperament-environment interaction. The results of the present
study suggest that identification of predictors of behavioural
difficulties consequent to day surgery provides a means of
identifying children at risk for the development of such

behavioural difficulties.

Supplemental Analyses

What is needed is a brief but accurate measure, which could
be used by hospital personnel to identify potential at risk
children, before an actual admission occurred. Such a measure
would enable appropriate intervention strategies designed to
reduce the risk of the development of behavioural difficulties
consequ=nt to day hospitalization. In an attempt to address this
issue, supplemental analyses were conducted in which the three
significant predictor variables from the HMRs were utilized to
identify children who would be expected to be at risk for
behavioural difficulties. Subjects whose scores were one
standard deviation above the mean on either a temperament
variable (mood or adapt) or on the total stress variable were
classified as the at risk group. All other subjects formed the
second group. T-tests for independent groups were then conducted

on the pre-~ and posttest PHBQ scores. Mood and total stress were
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used to group children at the pre- and 2 month posttest periods,
whereas adapt and total stress were used to group children at the
3 day and 3 week posttest periods. The results are presentud in
Table 13 and indicate that when the mood, adapt, and total stress
scales are utilized to identify at risk children, the identitied
at risk children do display more behavioural difficulties than
the non risk children. The results of the present study indicate
that a brief and accurate measure can be used to identify at risk
children, specifically children at risk for behavioural
difficulties consequent to a brief hospitalization.

The finding that the parent-child relationship adds to the
prediction of children’s adjustment difficulties consequent to
the hospital experience emphasizes the importance of the
goodness-of-fit model. Eyberg and Robinson (1982) suggest that
it is possible to alter the interaction patterns between parent
and child to effect an increased ability of family members to
relate to each other and thus change dysfunctional behaviours
both in the child and within the parenting system. It should be
possible then to effect changes within the parent-child system
when such systems negatively impact on children’s behaviour
consequent to day hospitalization. Specifically, the
identification of characteristics that constitute a poor fit
between parent and child or parent and parent would permit the
development of strategies geared toward making the fit more

compatible.

The value of research into temperament characteristics lies
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in its contribution to the management of maladaptive behavioural

adjustment difficulties,

Limitations of the Present Study

The present study would have provided more information
concerning the predictive power of temperament characteristics
and of the predictive power of the individual subscales of the
child and Parent domains of the Parenting Stress Index if a
larger sample size had been available. Although a sample size of
57 subjects over four data collection points was sufficlent for
the present study, a larger sample size would have permitted a
number of additional analyses. As well, a larger sample size
would have permitted a factor analysis of the Behavioral Style
Questionnaire (McDevit & Carey, 1978). A factor analysis would
provide further support or lack of support for the nine
dimensions of temperament. The present study utilized only those
temperament characteristics that met the stringent reliability
coefficient criteria of .70. The controversy regarding the
actual number of temperament categories is far from being settled
and much more research on the temperament measures in use needs
to be done before this controversy is resolved. There has been a
shift away from classification of children into one of three
temperament categories and toward investigating individual
temperament characteristics. The present study identified three
temperament characteristics and the position is taken that

although these three do represent temperament, they are not
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representative of all possible dimensions of temperament. The
actual number of temperament dimensions has not been tivrmly
established, however, temperament is not considered to be a
unitary concept. Few researchers would agree with an all orv
nothing definition of temperament just as few researchers agree
on an actual number of characteristics that define temperament.
The temperament area is influx and there are no clear, definitive
conclusions concerning all the characteristics representing this
construct. Thus, it is important for future research to continue
investigations on the temperament measures and to provide
eventually, a measure which satisfies most psychometric
properties.

As to the child-in-context model a larger sample size would
have permitted entering the subscales of both the Child and
Parent domains into the hierarchical multiple regression
equations. The present study was able to demonstrate the
predictive power of the total stress variable and was thus able
to show that the parent-child system can significantly predict
posthospital adjustment difficulties. This finding provides new
information on children’s responses to short-term
hospitalization. However, with a larger sample size, it may be
possible to identify specific child and parent behaviours which

contribute to successful adaptive responses and to identify which
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Supplemental Analyses T-Tests for Predictor Variables for Pre-

and Posttest Data

Risk No Risk

Variables M SD M SD t
Adapt

3 day 53.27 15.85 40.90 9.64 3.56%

3 week 44.87 10.66 35.88 7.88 3.44%
Mood

Pretest 47.89 8.98 38.12 6.99 4.47%

2 month 48.72 9.69 35.05 9.80 3.48%
*p<.001

Note. Risk group: adapt n = 15, mood n =18. No risk group:

adapt n = 42, mood n = 39.
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aspects contribute to maladaptive behavioural functioning. The
incorporation of a larger sample is necessary in order to provide
the above information.

Finally, future research on children hospitalized for day
surgery should include assessments of children’s medical fears,
thus providing more information as to factors which way mitigate

children’s healthy post- hospitalization adjustwment.

Concluding Comments

This study provides a valuable contribution to the body of
literature on the hospitalization of children for day surgery.
It has been assumed that the majority of children would
experience few if any effects from such short-term
hospitalization. This assumption has been responsible, to a
large extent, for the paucity of research in the area of short-
term or day hospitalization. Most research in this area has been
concerned with the evaluation of preorientation programs and
assessments of their effectiveness in the prevention of in- or
posthospitalization behavioural adjustment difficulties.
Further, because the research findings on the effects of long-
term hospitalization had implicated separation anxiety to be a
causal factor in the development of both in- and
posthospitalization difficulties, it was assumed that children
would not experience adjustment difficulties if separation from
the primary caregiver was not a factor. The present study has

shown this assumption to be incorrect. cChildren do experience
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posthospital adjustment difficulties at the 3 day post-
hospitalization period. The present study demonstrated that the
use of temperament characteristics and characteristics of the
mother-child relationship is a viable method with which to begin
to identify the sources of difficulty; however, more research in
this area needs to be undertaken. It is hoped that this present
study will be responsible for stimulating further research

endeavours in this area.
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APPENDIX A

CHILD BEHAVIOUR QUESTIONNAIRE

DATE:

CHILD’S NAME:

Please answer EACH of the following guestions concerning your
child’s behaviour. Answer these questions by COMPARING your

child’s behaviour in the last three days since your child’s surgery

to your child’s behaviour during the four to six weeks before going

to the hospital. The headings at the top of each page describe the

ratings to you. Just circle the number that BEST describes your

child’s behaviour in the last three days since surgery compared to

your child’s behaviour during the four to six weeks before going to

the hospital. Be sure to answer ALL the questions.

Please remember to place this questionnaire in the stamped
envelope provided and mail it as soon as possible.

Your continued participation in this study is most

appreciated.

THANK YOU



APPENDIX A (continued)

CHILD BEHAVIOUR QUESTIONNAIRE

1. Does your child make a
fuss about going to bed at
night?

2. Does your child make a
fuss about eating?

3. Does your child spend
time just sitting or lying
and doing nothing?

4. Does your child need
a pacifier?

5. Does your child seem
to be afraid of leaving
the house with you?

6. Is your child uninterested
in what goes on around him?

7. Does your child wet the
bed at night?

8. Does your child bite
his fingernails?

9. Does your child get upset
when you leave him alone for
a few minutes?

10. Does your child need a
lot of help doing things?

11. Is it difficult to get
your child interested in
doing things (like playing
games, with toys and so on)?

MUCH LESS SAME MORE Muciu
LESS THAN AS THAN MORE
THAN THAN
BEFORE BEFORE BEFORE BEFORE BEFORE

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

i3 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5
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APPENDIX A (continued)

MUCH LESS SAME MORE MUCH
LESS THAN AS THAN MORE
THAN THAN
BEFORE BEFORE BEFORE BEFORE BEFORE
1 2 3 4 8

12. Does your child seem to 1 2 3 4 5

avoid or be afraid of new

things?

13. Does your child have 1 2 3 4 5

difficulty making up his

mind?

14. Does your child have temper 1 2 3 4 5

tantrums?

15. Is it difficult to get your 1 2 3 4 5

child to talk toc you?

16. Does your child quarrel or 1 2 3 4 5

fight with brothers or sisters

(leave blank if no brothers or

sisters)?

17. Does your child seem to get 1 2 3 4 5

upset when someone mentions

doctors or hospitals?

18. Does your child follow you 1 2 3 4 5

everywhere around the house?

19. Does your child spend time 1 2 3 4 5

trying to get or hold your

attention?

20. Is your child afraid of the 1 2 3 4 5

dark?

21. Does your child have bad 1 2 3 4 5

dreams at night or wake up and

cry?

22. Is your child irregular in 1 2 3 4 5

his bowel movements?

APPENDIX A (continued)
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23. Does your child have trouble
getting to sleep at night?

24. Does your child seem to be
shy around strangers?

25. Does your child have a poor
appetite?

26. Does your child tend to
disobey you?

27. Does your child break toys
or other objects?

28. Does your child suck his
fingers or thumbs?

MUCH LESS SAME MORE  MUCH
LESS THAN AS THAN  MORE
THAN THAN
BEFORE BEFORE BEFORE BEFORE BEFORE

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5
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APPENDIX B

CHILD BEHAVIQUR QUESTIONNATRE

DATE:

CHILD'’S NAME:

PLEASE DO THIS QUESTIONNAIRE FIRST

Please answer EACH of the following questions concerning your
child’s behaviour. Answer these questions by basing your ratings
on your child’s recent and current behaviour in the last four to
six weeks. Be sure to answer ALL the questions.

Please remember to place this qqgstionnaire in the stamped
envelope provided and mail it as soon as possible.

Your continued participation in this study is most

appreciated.

THANK YOU



APPENDIX B (continued)

CHILD BEHAVIOUR QUESTIONNAIRE

ALMOST ONCE SOME~ OFTEN ALMOSYT
IN TIMES
NEVER AWHILE ALWAYS

1 2 3 4 5
1. Does your child make a - 1 2 3 4 5
fuss about going to bed at
night?
2. Does your child make a 1 2 3 4 5
fuss about eating?
3. Does your child spend 1 2 3 4 5
time just sitting or lying
and doing nothing?
4. Does your child need 1 2 3 4 5
a pacifier?
5. Does your child seem 1 2 3 4 5
to be afraid of leaving
the house with you?
6. Is your child uninterested 1 2 3 4 5
in what goes on around him?
7. Does your child wet the 1 2 3 4 5
bed at night?
8. Does your child bhite 1 2 3 4 5
his fingernails?
9. Does your child get upset 1 2 3 4 5
when you leave him alone for
a few minutes?
10. Does your child need a 1 2 3 4 5
lot of help doing things?
11. Is it difficult to get 1 2 3 4 5

your child interested in
doing things (like playing
games, with toys and so on)?
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APPENDIX B ({continued)

ALMOST ONCE SOME- OFTEN ALMOST
IN TIMES

NEVER AWHILE ALWAYS
1 2 3 4 5

12. Does your child seem to 1 2 3 4 5
avoid or be afraid of new
things?
13. Does your child have 1 2 3 4 5
difficulty making up his
nind?
14. Does your child have temper 1 2 3 4 5
tantrums?
15. Is it difficult to get your 1 2 3 4 5
child to talk to you?
16. Does your child quarrel or 1 2 3 4 5
fight with brothers or sisters
(leave blank if no brothers or
sisters)?
17. Does your child seem to get 1 2 3 4 5
upset when someone mentions
doctors or hospitals?
18. Does your child follow you 1 2 3 4 5
everywhere around the house?
19. Does your child spend time 1 2 3 4 5
trying to get or hold your
attention?
20. Is your child afraid of the 1 2 3 4 5
dark?
21. Does your child have bad 1 2 3 4 5
dreams at night or wake up and
cry?
22. Is your child irregular in 1 2 3 4 5
his bowel movements?

23. Does your child have trouble 1 2 3 4 5
getting to sleep at night? :
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APPENDIX B (continued)

ALMOST ONCE SOME- OFTEN ALMOST

IN TIMES
NEVER AWHILE ALWAYS
1 2 R} 4 3]

24. Does your child seem to be 1 2 3 4 5
shy around strangers?
25. Does your child have a poor 1 2 3 4 5
appetite?
26. Does your child tend to 3 2 3 4 5
disobey you ?
27. Does your child break toys 1 2 3 4 5
28. Does your child suck his 1 2 3 4 5

fingers or thumbs?
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APPENDIX C

DEAR MOTHER,

This letter is to review with you the project entitled, "One
Day Hospitalization® which you agreed to participate in, the day I
spoke to you on the telephone.

Presently, we are looking at day surgery in an effort to
further understand how children experlence this occurrence. We
appreciate your willingness to assist us in this endeavour.

As was explained to you on the telephone, we are asking you to
F£ill out a variety of guestionnaires over a two (2) month period.
Your entire participation as a parent involves four stages over
this two month period. This package of questionnaires you have
just received contains the questionnaires you will need for the
first, second, and third phase of the study. The fourth and final
set of questionhaires will be mailed to you at a later date and
before the two (2) month completion time.

You will have noticed that in this package of questionnaires
you have just received, there are three sealed envelopes. On the
front of these envelopes you will find instructions explaining when
you are to open these envelopes. Inside each of these envelopes
you will find the necessary questionnaires along with a stamped,
addressed envelope you are to use to mail back these
questionnaires. We will also phone you to remind you to complete
the appropriate questionnaires.

We greatly apprec1ate your co-operation and sincerely thank
you for your participation. Once the entire project has been
completed and all the information analyzed, we will agaln contact
you, if you so desire, to give you information concerning how your
child experlenced the surgical event in relation to other children
who alsc had minor day surgery. Please remember that until the
first set of questionnaires have been completed, and mailed to us,
we will not know if your entire participation will be necessary.
In this event, we will telephone you.

Office no. 231-6875 Sincerely,
University of Ottawa
Psychology Department. Sandra Larmour
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APPENDIX D

CONSENT FORM

ONE DAY HOSPITALIZATION

I ., consent to take part in a
study, the purpose of which is to investigate how children react to
brief hospitalization. Mrs. Larmour, who will be conducting the
study, is the principal investigator, and she can be reached at her
office at the University of Ottawa, 231-6875. The principal
investigator has explained that my participation involves the
completion of a series of questionnaires concerning my child’s
behaviour before and after my child has minor surgery.

I understand that there is no risk to me or my child by
participating in this study.

I understand that any benefit which may derive from this study
will be indirect. That is, my child will benefit indirectly by

helping to further understanding of how children respond to brief
hospitalization.

I also understand that I may withdraw from the study at any
time, even after signing this form, and that this will in no way
affect the regular care that my child will receive.

Any information collected about me and my child during this study
will be kept confidential. Further, if the results are published,
my name or my child’s name will not be identified in any way.

Name of Mother Signature Date
Name of Child Date
Name of Witness Signature Date

I have explained the nature of the study to the parent and believe
the parent has understood it.

Name of Investigator Signature Date
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APPENDIX E
INTERVIEW QUESTIONS

1. What is your name (mother)
2. What is your child’s name?

3. How old is ?
4. What is date of birth?

5. Has ever been in hospital before?

6. When? What for?

7. Do you have other children?
8. What are their names?

-
-
s

- -

’ ’

9. What are their date of birth? :

-

-y

- - -

; ’ L ’
10. Have any of these children been in hospital before?

11. When? What for?

(be sure to include child’s name)
12. Does go to a daycare or nursery school?
13. How long has - been going there?
14. What is your nationality?
Your husband’s?
15. What language is spoken at home?
16. What is your occupation?
Full Time Part Time
17. Describe it briefly.
18. What is your husband’s occupation?
Full Time Part Time
19. Describe it briefly.
20. How many years of education do you have (from grade one)
21.. How many years of education does your husband have (from grade
one)
22. What is your last degree or diploma obtained?
23. Your husband’s?
24, Will your child be attending an orientation program at the
hospital before surgery?




VIO STYL UESTIO 5

Child’s Nane ‘ Sex

Date of Child’s Birth Present Age

Rater’s Name (mother)

month day year

Relationship to child

Date of Rating

month  day year

RATING TNFORMATION

1.

Please base your ratings on the child’s recent and current
behaviour (the last four to six weeks).

Consider only your own impressions and observations of the
child.

Rate each question independently. Do not purposely attempt to
present a consistent picture of the child.

Use extreme ratings where appropriate. Avoid rating only near
the middle of the scale.

Rate each item guickly. If you cannot decide, skip the item
and come back to it later. '

Rate each jtem. Circle the number of any item that you are

unable to answer due to lack of information or any item that
does not apply to your child.

Please remember to return this questionnaire as soon as
possible. Your participation is most appreciated.
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APPENDIX F (continued) .
USING THE SCALE SHOWN BELOW, PLEASE MARK AN "X" IN THE SPACE
THAT TELLS HOW OFTEN THE CHILD'’S RECENT AND CURRENT BEHAVIOUR
HAS BEEN LIKE THE BEHAVIOUR DESCRIBED BY EACH ITEM.

ALMOST RARELY USUALLY USUALLY FREQUENTLY ALMOST

NEVER DOES NOT DOES ALWAYS
1 2 3 4 5 6

1. The child 18 moody for more almost : : : : ; almost
than a few minutes when never 1 2 3 4 5 6 always
corrected or disciplined.
2. The child seems not to hear almost H H ; ; H almost
when involved in a favourite never 1 2 3 4 5 6 always
activity.
3. The child can be coaxed out almost H H H H : almost
of a forbidden activity. never 1 2 3 4 5 6 always
4. The child runs ahead when almost H H H ; : almost
walking with the parent. never 1 2 3 4 5 6 always
5. The child laughs or smiles almost H : : H ; almost
when playing. never 1 2 3 4 5 6 always
6. The child moves slowly when almost H ; ; ; ; almost
working on a special project or never 1 2 3 4 5 6 always
activity.
7. The child responds intensely almost H H ; ; ; almost
to disapproval. never 1 2 3 4 5 6 always
8. The child needs a period of almost ; ; H ; ; almost
adjustment to get used to never 1 2 3 4 5 6 always
changes in school or at home.
9.The child enjoys gamcs that almost ; ; ; ; ; almost
involve running and jumping. never 1 2 3 4 5 6 always
10.The child is slow to adjust almost ; ; 7 ; ; almost
to changes in household rules. never 1 2 3 4 5 6 always
11.The child has bowel almost ; ; ; ; ; almost
movements at about the same never 1 2 3 4 5 6 always

time each day.



APPENDIX F (continued)

three days when he/she
entered school.

ALMOST RARELY USUALLY USUALLY FREQUENTLY ALMOST
NEVER DOES NOT DOES ALWAYS
1 2 3 4 5 6

12. The child 1is willing to try almost : : : : : amost
new things. never 2 3 6 always
13. The child sits calmly while almost H ; H H ; almost
watching TV or listening to never 2 3 6 always
music.
14. The child leaves or wants almost H : : H H almost
to leave the table during never 2 3 6 always
meals.

almost : H H H H almost
15. Changes in plans bother the never 2 3 6 always
child.
16, The child notices minor almost H ; : : H almost
changes in mother’s dress or never 2 3 6 always
appearance {clothing,
hairstyle,etc.)
17. The child does not acknow- almost ; H H H ; almost
ledge a call to come in if never 2 3 6 always
involved in something.
18. The child responds to mild almost ; H H ; ; almost
disapproval by the parent (a never 2 3 6 always
frown or shake of the head). A
19. The child settles arguments almost ; H ; ; ; almost
with playmates within a few never 2 3 6 always
minutes.
20. The <child shows strong almost ; H ; ; ; almost
reaction to  things, both never 2 3 6 always
positive and negative.
21. The child had trouble almost ; : ; ; ; almos
leaving the mother the first never 2 3 6 always
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ALMOST RARELY USUALLY

NEVER DOES NOT
1 2 3

F {continued)

USUALLY

DOES
4

FREQUENTLY

214

ALMOST
ALWAYS

22. The child picks up the
nuances or subtleties of
parental explanations
(example: implied meanings).

23. The child falls asleep as
soon as he/she is put to bed.

24, The <child moves about
actively when he/she explores
new places.

25. The child likes to go to
new places rather than familiar
ones.

26. The child sits quietly
while waiting.

27. The child spends over
an hour reading a book or
looking at pictures.

28. The child learns new things
at his/her level quickly and
easily.

29. The child smiles or laughs
when he/she meets new visitors
at home.

30. The child is easily excited
by praise.

31. The child is outgeing with
strangers.

32. The child fidgets when he/
she has to stay still.

33. The child says that he/
she is bored with his/her toys
and games.

almost

hld
-~y
~a

almost

never

almost

-
-
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-e

6 always

almost

never

almost
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-
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APPENDIX F (continued)

ALMOST RARELY USUALLY USUALLY FREQUENTLY ALMOST

NEVER DOES NOT DOES ALWAYS

1 2 3 4 5

34. The child 1s annoyed at almost ; : : : : almost
interupting play to comply never 2 3 6 always
with a parental request.
35. The child practices an almost : H : H : almost
activity until he/she masters never 2 3 6 always
it.
36. The child eats at about the almost H ; H H ; almost
same amount at supper from day never 2 3 6 always
to day.
37. Unusual noises (sirens, almost ; H ; ; H almost
thunder, etc.) interrupt the never 2 3 6 always
child’s behaviour.
38. The child complains when almost ; ; H H H almost
tired. never 2 3 6 always
39. The child loses interest in almost H ; ; H ; almost
a new toy or game the same day. never 2 3 6 always
40. The child becomes engrossed almost ; ; H ; H almost
in an interesting activity for never 2 3 6 always
one half hour or more.
41. The child cries intensely almost H ; ; H ; almost
when hurt. never 2 3 6 always
42. The child reacts strongly almost : H ; ; ; almost
to kidding or 1light-hearted never 2 3 6 always
comments.
43, The child approaches almost H ; H ; H almost
children his/her age that he/ never 2 3 6 always
she doesn’t know.
44. The child plays quietly almost ; ; ; H ; almost
with his/her toys and games. never 2 3 6 always
45, The child is outwardly almost ; ; ; H ; almost
expressive of his/her emotions. never 2 3 6 always
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ALMOST RARELY USUALLY USUALLY FREQUENTLY ALMOST
NEVER DOES NQT DOES ALWAYS
l 2 3 4 5 6

46. The child 1s enthusiastic almost ; ; ; ; : almost
when he/she masters an activity never 2 3 5 always
and wants to show everyone.
47. The child is sleepy at almost ; H ; H H almost
his/her bedtime. never 2 5 always
48. The child stops an activity almost H H H H : almost
because something else catches never 2 3 5 always
his/her attention.
49. The child is hungry at almost H H H ; H almost
dinner time. never 2 3 5 always
50. The child holds back until almost H H H H : almost
sure of himself/herself. never 2 3 5 always
51. The child looks up when almost ; H ; H ; almost
someone walks past the doorway. never 2 3 5 always
52. The child becomes upset if almost ; ; ; ; H almost
he/she misses a regular never 2 3 5 always
television program.
53.The child reacts strongly almost ; H H ; ; almost
to disappointment. never 2 3 5 always
54. The child accepts new foods almost ; ; ; ; ; almost
within one or two tries. never 2 3 5 always
55. The child has difficulty almost ; H ; ; ; almost
getting used to new situations. never 2 3 5 always
56. The child will avoid mis- almost ; ; ; ; ; almost
behaviour if punished firmly never 2 3 5 always
once or twice.
57. The child is sensitive to almost ; ; ;  ; ; almost
noises (telephone, doorbell}) never 2 3 5 always
and looks up right away.
58. The child prefers active almost ; ; ; ; ; almost
outdoor play to quiet play never 2 3 5 always

inside.
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USUALLY USUALLY FREQUENTLY ALMOST

NEVER DOES NOT DOES ALWAYS

1 2 3 4 6
59. The child dislikes milk or almost : : : : : almost
other drinks if not ice cold. never 4 5 6 always
60. The child notices
differences or changes in the almost N H : : H almost
consistency of food. never 4 5 6 always
61. The child adjusts easily almost ; H : : H almost
to changes in his/her routine. never 4 S5 6 always
62. The child eats about the almost H H : H H almost
same amount at breakfast from never 4 5 6 always
day to day.
63. The child seems to take ' almost : H : : ; almost
setbacks in stride. never 4 -5 6 always
64. The child cries or whines almost ; : ; ; : almost
when frustrated. never 4 5 6 always
65. The child repeats behaviour almost H H N N ; almost
for which he/she has previously never 4 5 6 always
been punished.
66. The child looks up from almost H ; H : H almost
playing when the telephone never 4 5 6 always
rings.
67. The child is willing to try almost ; ; ; ; ; almost
new food. never 4 5 6 always
68.The child needs encourage- almost ; ; ; ; ; almost
before he/she will try new never 4 5 6 always
things.
69. The child cries or whines almost ; ; ; ; H almost
when ill with a cold or upset never 4 5 6 always
stomach.
70, The child runs to get where almost ; ; ; ; ; almost
he/she wants to go. never 4 5 6 always
71. The child’s attention almost ; ; ; HEEH almost
drifts away or lapses when never 4 5 6 always

listening to parental
instructions.
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ALMOST RARELY USUALLY USUALLY FREQUENTLY ALMOST
NEVER DOES NOT DOES ALWAYS
1 2 3 4 5 6

73. The child 1s reluctant to almost : R ; : : almost
give up when trying to do a never 2 3 5 6 always
difficult task.
74. The child reacts to mild almost H H H H H almost
approval from the parent (a nod never 2 3 5 6 always
or smile).
75. The child requests "“some- almost ; ; H H ; almost
thing to eat" between meals and never 2 3 5 6 always
regular snacks.
76. The child rushes to greet almost H H ; H : almost
the parent or greets loudly never 2 3 5 6 always
after absence during the day.
77. THe child looks up when he/ almost ; ; : H H almost
she hears voices in the next never 2 3 5 6 always
room.
78. The child protests when almost ; H ; ; ; almost
denied a request by the parent. never 2 3 5 6 always
79. The child ignores loud almost ; H ; H ; almost
noises when reading or looking never 2 3 5 6 always
at pictures in a book.
80. The child dislikes a food almost ; ; ; ; H almost
that he/she had previously never 2 3 5 6 always
seemed to accept.
81. The child stops what he/ almost ; ; ; ; ; almost
she is doing and looks up when never 2 3 5 6 always
the parent enters the room.
82. The child cries for more almost ; ; ; ; ; almost
than a few minutes when hurt. never 2 3 5 6 always
83. The child watches a long (1 almost ; ; H ; H almost
hour or more) TV progranm never 2 3 5 6 always

without getting up to do some-
thing else.
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ALMOST RARELY USUALLY
NEVER DOES NOT DOES
1l 2 3

USUALLY

FREQUENTLY

ALMOST
ALWAYS
6

84. The child spontaneously
wakes up at the usual time on
weekends and holidays.

85. The c¢hild responds to
sounds or noises unrelated to
his/her activity.

86. The child avoids new guests
or visitors.

87. The child fidgets when a

storey is being read to him/
her.

88. The child becomes upset
cries over minor falls or
bumps.

89. The child interrupts an
activity to listen to
conversation around him/her.

90. The child is unwilling to
leave a play activity he/she
has not completed.

91. The child is able to fall
asleep when there is
conversation in a nearby room.

92. The child becomes highly
excited when presented a new
toy or game.

93, The child pays attention
from start to finish when the
parent tries to explain some-
thing to him/her.

94, The child speaks so quickly
that it is sometimes difficult
to understand him/her.
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9%, The chlild wants to leave
the table during meals to
answer the doorbell or phone.

96. The child complains of
events in school or with
playmates that day.

97. The child frowns when asked
to do a chore by the parent.

98. The child tends to hold
back in new situations.

99. The child laughs hard while
watching television cartoons or
comedy.

100. The child has Yoffdays
when he/she is cranky".
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APPENDIX G

PARENTING INDEX

DATE:

SUB. NO.:

DEAR MOTHER,
In answering the following questions, please think about the child who
will be going to the hospital to have his/her tonsils removed.
The questions on the following pages ask you to mark an answer which
BEST describes your feelings. While you may not find an answer which
exactly states your feelings, please mark the answer which comes
closest to describing how you feel. YOUR FIRST REACTION TO EACH
QUESTION SHOULD BE YOUR ANSWER.
Please mark the degree to which you agree or disagree with the
following statements by filling in the number which best matches how
your feel. If you are not sure, please fill in number 3.
1l 2 3 4 5

Strongly Agree Not Disagree Strongly

agree sure disagree
Example: 1 2 3 4 5 My child cries easily. (If your child cries
sometimes, you would blacken the circle with number 2.
Please use the answer sheet provided, which is attached to the end of
the questionnaire., You may remove this answer sheet to make it easier
for you to fill in. Remember to include it in the envelope.
Please return this questionnaire in the envelope provided as soon as

possible. Thank you for your participation.
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7.

9.

10.

11.

i2.

13.
14.

15.

le.
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APPENDIX G (continued)

When my child wants something, my child usually keeps trying to
get it,

My child is so active it exhausts me.

My child appears disorganized and is easily distracted.
Compared to most, my child has more difficulty cbncentrating and
paying attention. _

My child will often stay occupied with a toy for more than 10
minutes. |

My child wanders away more than I expected.

"My child is much more active than I expected.

My child squirms and kicks a great deal when being dressed or
bathed. | |
My child can be easily distracted from wanting something.
My child rarely does things for me that make me feel good.
Most times I feel that my child likes me and wants to be close
to me.
Sometimes I feel my child doesn’t like me and doesn’t want to be
close to me.
My child smiles at me much less than I expected.
When I do things for my child I get the feeling that my efforts
are not appreciated very much.
Which statement best describes your child:

1. almost always likes to play with me,

2. sometimes likes to play with me,

4. usually doesn’t like to play with me,

5. almost never likes to play with me.
My child cries and fusses:

1. much less than I had expected,

2. less than I expected,

3. about as much as I expected,

4. much more than I expected,

5. it seems almost constant.
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22.
23.
24.
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26.
27.

28.

29.
30.

31.
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33.

34,

35.

36'

37.

38.
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APPENDIX G (continued)

My child seems to cry or fuss more often than wmost children.
When playing, my child doesn’t often giggle or laugh.

My child generally wakes up in a bad mood.

I feel that my child is very moody and easily upset.

My child looks a little different than I expected and it bothers
me at times. _

In some areas my child seems to have forgotten past learnings and
has gone back to doing things characteristic of'younger children.
My child doesn’t seem to learn as quickly as most children.

My child doesn’t seem to smile as much as most children.

My child does a few things which bother me a great. deal.

My child is not able to do as much as I expected.

My child does not like to be cuddled or touched very much.
When my child came home from the hospital, I had doubt ful
feelings about my ability to handle being a parent.

Being a parent is harder than I thought it would be.

I feel capable and on top of things when I am caring for my
child.

Compared to the average child, my child had a great deal of
difficulty in getting used to changes in schedules or changes
around the house.

My child reacts very strongly when something happens that my
child doesn’t like.

Leaving my child with a babysitter is usually a problen.

My child gets upset easily over the smallest things.

My child easily notices and overreacts to ioud sounds and bright
lights.

My child’s sleeping or eating schedule was much harder to
establish than I expected. B

My child usually avoids a new toy for a while before beginning
to play with it. '

It takes a long time and it is very hard for my child to get used
to new things.



39,
40.

41.

42.

43.

44.
45,
46,

47,
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APPENDIX G {continued)

My child doesn’'t seem comfortable when meeting strangers.
When upset my child is:
1. easy to calm down,
2. harder to calm down than I expected,
4, very difficult to calm down,
5. nothing I do helps to calm my child.
I have found that getting my child to do something or stop doing
something is: .
1. much harder than I expected,
2. somewhat harder than I expected,
3. about as hard as I expected,
4. somewhat easier than I e&pected,
5. much easier than I expected.
Think carefully and count the number of things which your child
does that bothers you. For example: dawdles, refuses to listen,
overactive, cries, interrupts, fights, whines, etc. Please fill
in the number of things you counted.

1.1 -3
2. 4 - 5
3. 6 -7
4. 8 -9
5. 10 +

When my child cries it usually lasts:

1. less than 2 minutes,

2. 2 - 5 minutes,

3. 5 - 10 minutes,

4, 10 - 15 minutes

5. more than 15 minutes
There are some things my child does that realiy bother me a lot.
lly child has had more health problems than I expected.
As my child has grown older and become more independent, I find
myself more worried that my child will get hurt or into trouble.
My child turned out to be more of a problem than I had expected.
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APPENDIX G (continued)

My child seems to be much harder to care for than most.

My child is always hanging on me.

My child makes more demands on me than most children.

I can’t make decisions without help.

I have had many more problems raising children than I expected.
I enjoy being a parent.

I feel that I am successful most of the time when I try to get

‘my child to do or not do something.

Since I brought my last child home from the hospltal I find that
I am not able to take care of this child as well as I thought I
could. I need help.
I often have the feeling that I cannot handle things very well.
When I think about myself as a parent T believe:

1. I can handle anything that happens,

2. I can handle most things pretty well,

3. sometimes I have doubts, but I find that I handle most

things without any problems.

4. I have some doubts about being able to handle things,

5. I don’t think I handle things very well at all.
I feel that I am:

l. a very good parent,

2. a better than average parent,

3. an average parent,

4. a person who has some trouble being a parent

5. not very good at being a parent.
What were the highest levels in school or college you and the
child’s father/mother have completed?

Mother:

1. 1 - 8th grade

2. 9 - 12th grade

3. Vocational or some college

4. College yraduate

5. Graduate or professional school
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63.
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66.

67.

68.

69.

70.

71.

72.

73.
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APPENDIX G (continued)

Father:

1. 1 - 8th grade

2. 9 - 12th grade

3. Vocational or some college

4. College graduate
Graduate or professional school
How easy is it for you to understand what your child wants or
needs? -

1. very easy

2. easy

3. somewhat difficult

4. it is very hard

5. I usually can’t figure out what the problenm is.
It takes a long time for parents to develop close, warm feelings
for their children.
I expected to have closer and warmer feelings for my child than
I do and this bothers me.
Sometimes my child does things that bother me just to be mean.
When I was young, I never felt comfortable holding or taking care
of children.
My child knows I am his or her parent and wants me more than
other people.
The number of children that I have now is too many.
Most of my life is spent doing things for my child.
I find myself giving up more of my life to meet my children’s
needs than I ever expected.
I feel trapped by my responsibilities as a parent.
I often feel that my child’s needs control my life.
Since having this c¢hild I have been unable to do new and
different things.
Since having a child I feel that I am almost never able to do
things that I like to do.
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83.

84.

85.
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89.

90.
91.
92.
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It is hard to find a place in our home where I can go to be by
myself, |

When I think of the kind of parent I am, I often feel guilty or
bad about myself.

I am unhappy with the last purchase of clothing I made for
nyself.

When my child misbehaves or fusses too much, I feel respon51ble,
as if I didn’t do something right.

I feel every time my child does something wrong it is really my
fault.

I often feel guilty about the way I feel towards my child.
There are guite a few things that bother me about my life.

I felt sadder and more depressed than I expected after leaving
the hospital with my baby.

I wind up feeling guilty when I get angry at my child and this
bothers me.

After my child had keen home from the hospital for about a month,
I noticed that I was feeling more sad and depressed than I had
expected.

Since having my child, my spouse (male/female friend) has not
given me as much help and support as I expected.

Having a child has caused more problems than I expected in my
relationship with my spouse (male/female friend).

Since having a child my spouse (or male/female friend) and I
don’t do as many things together.

Since having my child, my spouse (or male/female friend) and I
don’t spend as much time together as a family as I had expected.
Since having my last child, I have had less interest in sex.
Having a child seems to have increased the number of problems we
have with in-laws and relatives.

Having children has been much more expensive than I had expected.
I feel alone and without friends.

When I go to a party I usually expect not to enjoy myself.
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95,

96.

97.

98.

99,

100.
101.
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APPENDIX G (continued)

I am not as interested in people as I used to be.
I often have the feeling that other people my own age don’t
particularly like my company.
When I run into & problem taking care of my children I have a lot
of people to whom I can talk to get help or advice.
Since having children I have a lot fewer chances to see ny
friends and to make new friends.
buring the past six months I have been sicker than usual or have
had more aches and pains than I normally do.
Physically, I feel good most of the tinme. ‘
Having a child has caused changes in the way I sleep.
I don’t enjoy things as I used to.
Since I’ve had my child:

1. I have been sick a great deal

2. I haven’t felt as good

4. I haven’t noticed any change in my health

5. I have been healthier

PLEASE COMPLETE THE ITEMS BELOW

During the last 12 months, have any of the following events occurred

in your immediate family? Please circle any of the events that have

happened in your family in the past 12 months.

102.
103.
104.
105.
106.
107.
108.
109.

Divorce

Marital Reconciliation

Marriage

Separation

Pregnancy

Other relative moved into household

Income increased substantially (20% or more)
Went deeply into debt



110.
il1l.
112.
113.
114.
115.
116.
117.
118.
119.
120.

APPENDIX G (continued)

Moved to new location

Promotion at work

Income decreased substantially
Alcohol or drug problen

Death of close family friend
Began new job

Entered new school

Trouble with superiors at work
Trouble with teachers at school
Legal problems

Death of immediate family member

48]
28]
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For office use only

Sub. no.

D.0.B.




APPENDIN H

CHILD BEHAVIOR QUESTIONNAIRE
(3 DAYS POSTHOSPITALIZATION)

SUB. NO.
DIO.B‘

DEAR MOTHER,

Please answer EACH of the following questions concerning your child’s
behaviour. You are to answer these questions by basing your ratings
on your child’s behaviour in the last three days since your child’s
surgery. The headings at the top of the page describe the rating’s

to you. Just circle the number that BEST describes your child’d

Behaviour in the last three days since surgery. Be sure to answer ALL

the questions.
Please remember to place this questionnaire in the stamped envelope
provided and mail it as soon as possible.

Your continued participation in this study is most appreciated.

THANK YOU
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APPENDIX T

CHILD VIO UESTIONNAT

(3 WEEKS POSTHOSPITALIZATION)

SUB. NO.

DIO‘B‘

DEAR MOTHER,

Please answer EACH of the following questions concerning your child’s
behaviour. You are to answer these questions by basing your ratings

on your child’s behaviour in the last week. The headings at the top

of the page describe the rating’s to you. Just circle the number that
BEST describes your child’d behaviour in the last week. Be sure to
answer ALL the questions. |
Please remember to place this questionnaire in the stamped envelope
provided and mail it as soon as possible.

Your continued participation in this study is most appreciated.

THANK YOU
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APPENDIX J

CHILD BEHAVIOR QUESTIONNAIRE
(2 MONTHS POSTHOSPITALIZATION)

SUB. NO.

DnO\B.

DEAR MOTHER,

Please answer EACH of the following questions concerning your child'’s

behaviour. You are to answer these questions by basing your ratings
on your child’s behaviour in_the last week. The headings at the top
of the page describe the rating’s to you. Just circle the number that
BEST describes your child’d behaviour in the last week. Be sure to
answer ALL the questions.

Please remember to place this questionnaire in the stamped envelope
provided and mail it as soon as possible.

Your continued participation in this study is most appreciated.

THANK YOU
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APPENDT
PARENTING INDEX

SuUB. NO.

D.O.B DATE:

DEAR MOTHER,

buring the last 2 months, have any of the following events

occurred to you, your husband, or your children? Please circle any

of the following events that have happeﬁed in the last 2 months.

10.

11.

12.

13,

14,

15.

Divorce

Marital Reconciliation

Marriage

Separation

Pregnancy

Other relative moved into household
Income increased substantially (20% or more)
Went deeply into debt

Moved to new location

Promotion at work

Income decreased substantially
Alcohol or drug problem

Death of close family friend

Began néw job

Entered new school



APPENDIX K (continued)

16. Trouble with superiors at work
17. Trouble with teachers at school
18. Legal problems

19. Death of immediate family member

Please return this questionnaire as soon as possible in the envelope
provided.

THANK YOU FOR YOUR PARTICIPATION





