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Assessing the Level of Family Satisfaction Regarding the Quality of Health 
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Dr. Adnan Sarhan 

Abstract 

Background: Healthcare quality is a multidimensional concept that has evolved, beginning with 

Donabedian’s foundation definition emphasizing the maximization of health benefits while 

minimizing harm, and later expanded by the Institute of Medicine to include effectiveness, 

safety, patient-centeredness, and consistency with professional standards. In Pediatric and 

neonatal care, assessing health care quality requires particular attention to children’s 

developmental needs and active involvement of families.  

Aim: This study aims to assess the level of family satisfaction regarding the quality of health 

care provided to infant and pediatric patients in Ramallah hospitals 

Methodology: A cross-sectional quantitative study design was conducted in selected 

governmental and private hospitals in Ramallah City. The study population included parents or 

primary caregivers of hospitalized neonatal and pediatric patients who met the inclusion 

criteria. Furthermore, the sampling was used using a stratified proportional sampling technique 

to recruit participants. Data were collected using a self-administered questionnaire consisting 

of two parts: the Child Consumer Assessment of Healthcare Providers and Systems (HCAHPS) 

survey, while the second part consisted of a sociodemographic questionnaire related to the child 

and caregiver. 

Result: Approximately two-thirds of parents reported consistently positive experiences, 

indicating a high overall level of satisfaction with pediatric inpatient care, particularly with 

regard to communication and interpersonal interactions from nurses and doctors. While 

admission, family-centered communication, discharge planning, and adolescent involvement 

were somewhat lower but still satisfactory. The level of satisfaction, core care procedures, and 

the hospital setting were all assessed well. Mothers reported marginally higher satisfaction than 

other caregivers, but sociodemographic characteristics had no statistically significant 

association. Hospital satisfaction varied, with Istishari Arab Hospital rated best. 

Conclusion: In pediatric and neonatal care, a variety of organizational, environmental, and 

patient-related factors influence patient satisfaction. The most significant and modifiable 

determinant of positive care experiences factor influencing happy experiences, is effective 

communication. Enhancing family satisfaction and healthcare quality requires a 

comprehensive, patient-centered approach that emphasizes interdisciplinary collaboration, 

developmentally appropriate care environments, and continuous quality monitoring. 

Keywords: Family Satisfaction, Quality of Health Care, Infant patients, Pediatric Patients  
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Chapter One: Introduction 

1.1 Background 

In maternal, neonatal, and pediatric healthcare, the literature provides numerous 

definitions aimed at improving health outcomes; however, no single comprehensive definition 

of healthcare quality has been universally agreed upon. On the other hand, most definitions 

consistently emphasize that healthcare quality is a multidimensional concept, taking into 

consideration multiple perspectives from the healthcare providers (HCPs), managers, and 

patients’ sides, as well as healthcare system dimensions, with the use of safety, effectiveness, 

patient-centeredness, timeliness, equity, and efficiency elements (Barhoush & Amon, 2023). 

As the pediatric patients constitute a large and vulnerable group of healthcare service 

users, it is important to focus on innovative methods to improve their involvement in the care 

they receive, which enhances their engagement in care and provides a comprehensive 

understanding of their experiences, taking into account the variation in the intellectual and 

developmental aspects in the pediatric stage compared to others (Janhunen et al., 2019). 

Moreover, several factors were identified in the literature in relation to the barriers that affect 

the quality of care that pediatric patients may receive, including racial factors, maldistribution 

of healthcare services based on geographical basis, as well as the limited availability of 

subspecialties in medical and surgical pediatric care, and therefore, multiple strategies have 

been proposed, including the use of telehealth, which supports the under-resourced population 

of pediatric patients and their families to access high quality care (Curfman et al., 2021). 

The use of the “quality” term in healthcare settings and scope is different but frequently 

used, and is mainly focused on the nature or characteristic of things. It was utilized in literature 

since the last century as “the application of medical science and technology in a manner that 

maximizes its benefit to health without correspondingly increasing risk”, as defined by 

Donabedian (1988), which then was redefined by the Institute of Medicine (IOM) as the “the 

degree to which health services for individuals and populations increase the likelihood of 

desired health outcomes and are consistent with current professional knowledge”, as cited by 

Mitchell (2008). 

The level of quality that the patient receives in the healthcare settings, whether a hospital, 

a primary care clinic or home nursing facility, should be in its optimal level, but the 

determination of “good” or “high” level of quality must be reflected from the ethical 
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perspective in the first place, which includes the inclusion of all ethical aspects, including 

mandatory principles of beneficence and nonmaleficence, as well as patient’s autonomy and 

justice respect, which raises the medical professionalism in the clinical setting, leading to 

advances in outcomes and satisfaction (Marckmann & Schildmann, 2022). Therefore, several 

concepts of “healthcare quality” were established and analyzed in the medical and nursing 

literature, and took four attributes in consideration, which are: safety, effectiveness, culture of 

excellence and desired outcomes, leading to more modern health care quality definition of “the 

assessment and provision of effective and safe care, reflected in a culture of excellence, 

resulting in the attainment of optimal or desired health”, which was built upon the use of the 

most common method of concept analysis in nursing literature, i.e., Walker and Avant (Allen-

Duck et al., 2017). 

Clinical research has been implemented in the area of healthcare quality to improve the 

outcomes, and several management tools have been developed, including the Six Sigma, which 

was widely used in the United States (US). It was found that case studies are the most used 

methodological approach in this field of quality improvement (65.3%). Also, the Six Sigma 

approach was mostly focused on purposes of time reduction in terms of waiting list, medical 

consultations, tests, and emergency cases, with the focus on cost reduction in terms of the 

management of unnecessary processes or tests, as well as error reduction, mainly in the fields 

of surgical interventions and medication administration (Niñerola et al., 2020). In addition, 

quality improvement should not exclude the ethical side of healthcare improvement and 

empowerment, where the measurable property of quality of care should be integrated with the 

ethical property, and not neglected (Cribb et al., 2020). 

Reviews of literature have investigated three major indicators of quality of care in the 

hospital and community healthcare settings across the globe among the reproductive, maternal, 

newborn, and child health (RMNCH), which are structure (including human resources), 

process, and outcomes. The major component of the structure indicator is the ratio of healthcare 

resources per 1000 people, like nurses (which ranges between 0.46 and 5.36 per 1000), 

physicians (2.78 to 0.16 per 1000), and hospital beds (5.34 to 1.41 per 1000) between Europe 

and South Asia, respectively. The process indicator is related to the percentage of children who 

receive specific treatments, receiving appropriate and timely treatments, which may reach 

70.3% in Europe and Central Asia, and as low as 34.2% in Sub-Saharan Africa, while the main 

outcome indicators are in relation to immunization, contraception, and supplementation. These 
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indicators are particularly relevant in evaluating neonatal and pediatric hospital care, given the 

unique morbidity and mortality profiles of these populations (Bollinger & Kruk, 2016). 

Healthcare quality in Palestine is affected by several factors, including the political 

situation, in which some studies referred a barrier to proper healthcare quality as the “medical 

apartheid in Palestine”, which refers to healthcare discrimination and pervasive segregation 

based on race, and results in inequalities in availability, accessibility, and quality of care that 

Palestinians receive, as characterized by impacts on healthcare facilities, workers and transport 

(Barhoush & Amon, 2023). The quality in Palestinian healthcare services is determined by 

several indicators, including the provision of collaborative and comprehensive patient care, 

services that are provided during admission, stay, transition between wards and hospitals, and 

discharge to the community, as well as problem identification, screening, and solving, 

collaboration between healthcare providers, professional development and continuous 

education, and performance and its efficiency (Shawahna, 2020). The current study aims to 

address this gap by identifying key factors influencing healthcare quality from the perspective 

of families, which contributes foundational evidence to support future quality improvement 

initiatives in Palestinian pediatric healthcare settings. 

1.2 Problem Statement 

Several barriers to achieving high-quality healthcare have been identified in the medical 

literature, including the limited transparency in pricing and quality standards, which are also 

included in the pharmaceutical and medical devices services, and therefore, such aspects should 

be taken into account when trying to evaluate and improve the quality of care that pediatric and 

neonatal patients receive (Rao et al., 2022). 

There is a scarcity in the coverage of healthcare quality and its improvement among the 

pediatric and neonatal category of patients in the Palestinian literature, which may be caused 

by limited emphasis on systematic quality measurement and monitoring, as well as the 

variations between different health sectors in Palestine (governmental and non-governmental) 

in the availability and accessibility of healthcare. 

There is a lack of concrete information regarding family satisfaction with the quality of 

care provided to neonatal and pediatric patients in both governmental and private hospitals in 

Palestine. Policymakers and healthcare leaders cannot pinpoint gaps in service 

delivery, strengths, and areas needing improvement because of the absence of this data. 

Moreover, it is challenging to evaluate healthcare environments and implement targeted 
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quality enhancement initiatives without standardized evaluation tools such as the Hospital 

Consumer Assessment of Healthcare Providers and Systems (HCAHPS), which further limits 

the ability to objectively assess pediatric healthcare environments and monitor quality 

performance across institutions. 

1.3 Significance of the Study 

There is an increasing importance in the use of health services research in the field of 

quality improvement, which aims to identify the opportunities, interventions, and improvement 

capabilities to be provided to healthcare quality, which is targeted by the healthcare 

organizations in the first place to try to focus on eliminating the unnecessary healthcare use, as 

well as improving care coordination (Das et al., 2020).  

Health services research plays an increasingly important role in healthcare quality 

improvement by identifying opportunities, interventions, and system-level strategies to 

enhance care delivery. Such research supports healthcare organizations in reducing 

unnecessary service utilization, improving care coordination, and optimizing patient-centered 

outcomes (Das et al., 2020). 

The current study is unique in its general aim, as well as the tool used to evaluate the 

quality of care. Results that emerge from such studies are a cornerstone in the assessment of 

healthcare quality that is provided among neonatal and pediatric patients, with the ultimate aim 

to recommend specific actions and interventions that can be implemented by stakeholders and 

decision-makers in the healthcare sectors of Palestine, ultimately targeting the provision of the 

best healthcare services. 

The current study is significant due to both its focus and methodology. It represents one 

of the few studies in Palestine to assess family satisfaction with pediatric and neonatal inpatient 

care using a standardized, internationally recognized tool. Findings from this study provide 

essential evidence for evaluating healthcare quality among pediatric populations and offer 

actionable insights for healthcare administrators, policymakers, and decision-makers. 

Ultimately, the study aims to inform targeted interventions that enhance the quality of pediatric 

healthcare services and promote optimal outcomes for children and their families. 
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1.4 Study Objectives 

The current study aims to assess the level of family satisfaction regarding the quality of 

health care provided to infant and pediatric patients in hospitals in Ramallah, and aims to 

achieve the following objectives. 

The primary aim of this study is to assess the level of family satisfaction regarding the 

quality of healthcare provided to infant and pediatric patients in hospitals in Ramallah. 

Specifically, the study seeks to: 

1. To assess the level of satisfaction among parents regarding the quality of care provided 

to their infants and children during hospitalization. 

2. To identify which dimensions (domains) of the HCAHPS survey demonstrate the 

highest and lowest levels of satisfaction.  

3. To examine the relationship between parents’ sociodemographic characteristics—

including child age and gender, caregiver age, educational level, duration of hospital 

stay, and relationship to the child—and satisfaction levels. 

4. To compare the level of satisfaction that parents have with hospital characteristics, 

including hospital type and accreditation status. 

Study Questions 

The following null hypotheses were tested 

1. What is the level of satisfaction among parents regarding the quality of care provided 

to their infants and children during hospitalization? 

2. Which dimensions (domains) of the HCAHPS survey demonstrate the greatest and 

lowest levels of satisfaction among parents? 

3. Is there a relationship between parents’ sociodemographic characteristics and their 

satisfaction with pediatric hospital care? 

4. Are there significant differences in satisfaction levels based on hospital characteristics? 

1.6 Study Hypotheses 

The following study tested the following hypotheses: 

➢ H0₁: There is no statistically significant level of satisfaction among parents regarding 

the quality of care provided to their infants and children in Ramallah hospitals. 
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➢ H0₂: There is no statistically significant difference in family satisfaction with healthcare 

quality based on patients’ and parents’ sociodemographic characteristics at a 

significance level of 0.05. 

➢ H0₃: There is no statistically significant difference in family satisfaction with healthcare 

quality based on institutional hospital characteristics at a significance level of 0.05. 

1.7 Study Variables  

➢ Dependent Variables: family satisfaction  

➢ Independent Variables: Sociodemographic characteristics of parents and children, 

child characteristics, and hospital characteristics. 

1.8 Conceptual definition 

 Family satisfaction: Family satisfaction was measured using the Pediatric Hospital 

Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey. 

Responses were recorded on Likert-type scales, with higher scores indicating higher 

levels of satisfaction. Domain scores were calculated and categorized into low, 

moderate, or high satisfaction levels (Westbrook et al., 2014). 

 Healthcare quality:  Healthcare quality is defined as the degree to which health 

services increase the likelihood of desired health outcomes and are consistent with 

current professional knowledge. It includes dimensions such as equity, efficiency, 

timeliness, safety, effectiveness, and patient-centeredness (Institute of Medicine). 

1.9 Operational Definition 

 Family satisfaction: Family satisfaction was measured using the Pediatric Hospital 

Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey. 

Responses were recorded on Likert-type scales, with higher scores indicating higher 

levels of satisfaction. Domain scores were calculated and categorized into low, 

moderate, or high satisfaction levels (Westbrook et al., 2014). 

 Healthcare quality: In this study, healthcare quality was indirectly assessed through 

parents’ responses to HCAHPS domains, including communication with nurses and 

physicians, staff responsiveness, pain management, hospital environment, discharge 

information, and overall hospital rating (Westbrook et al., 2014). 
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Chapter Two: Literature review 

2.1 Introduction 

This chapter reviews the existing literature related to family satisfaction with the quality 

of care provided to infant and pediatric patients in hospital settings. It explores key concepts of 

healthcare quality, family-centered care, and patient satisfaction, with a particular focus on the 

use of standardized measurement tools such as the Child Hospital Consumer Assessment of 

Healthcare Providers and Systems (HCAHPS) survey. By synthesizing findings from 

international and regional studies, this chapter identifies factors influencing family satisfaction 

and highlights gaps in the literature, particularly within the Palestinian context, thereby 

establishing the rationale for the present study. 

2.2 Search Strategies 

A comprehensive literature search was conducted to identify relevant studies addressing 

healthcare quality and family satisfaction in pediatric and neonatal settings. Three major 

scientific databases—Google Scholar, PubMed, and Scopus—were searched. The search 

included full-text, peer-reviewed articles published in English within the last five years and 

encompassed systematic reviews, observational studies, and interventional research. 

Key search terms included healthcare quality, quality of care, family satisfaction, 

HCAHPS, pediatric care, and neonatal care. The initial search yielded more than 150 articles. 

After screening titles, abstracts, and full texts for relevance and methodological rigor, a total of 

16 studies were selected for detailed review and inclusion in this chapter. 

2.3 Factors affecting the quality of care as measured by HCAHPS 

Systematic reviews provide a comprehensive foundation for understanding factors that 

influence healthcare quality as measured by HCAHPS. One of the most influential reviews was 

conducted by Mazurenko et al. (2017), who analyzed 41 eligible studies using a narrative 

synthesis approach. The review identified multiple determinants of patient satisfaction that 

operate at patient, hospital, and market levels. 

At the patient level, satisfaction scores varied according to demographic characteristics 

such as age, gender, race, and ethnicity. Older patients and female patients were often found to 

report lower satisfaction scores. Effective pain management consistently emerged as a strong 

predictor of higher satisfaction, particularly when controlling for disease severity. Better pain 
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control was also associated with improved communication between patients and healthcare 

providers. Additionally, lower rates of hospital-acquired conditions and better patient 

perceptions of infection-control practices were linked to higher satisfaction levels. 

Hospital-level factors were examined in the majority of reviewed studies. Higher 

HCAHPS scores were associated with non-profit hospitals, specialty hospitals, Magnet-

designated institutions, and hospitals that were part of larger healthcare systems. Positive work 

environments, strong safety cultures, and well-structured nursing standards also contributed to 

improved patient satisfaction. Shorter lengths of stay were frequently linked to higher 

satisfaction scores. 

Market-level factors were less frequently studied but included variables such as 

community socioeconomic status, insurance coverage, and educational attainment. These 

factors were associated with variations in satisfaction scores, emphasizing the complexity of 

interpreting HCAHPS results across different healthcare settings. 

Communication has repeatedly been identified as a central determinant of patient 

satisfaction. Stikes et al. (2015) implemented a quality improvement initiative targeting 

communication skills and discharge education in a maternal-infant unit. Their intervention 

included reviewing health literacy levels, assessing educational materials, evaluating learning 

styles, and implementing ongoing staff education. Following the intervention, patient 

satisfaction scores related to nursing communication increased significantly, and satisfaction 

with discharge preparation improved markedly. These findings underscore the importance of 

structured communication strategies in enhancing patient experience. 

Environmental factors, particularly hospital quietness, have also been linked to patient 

satisfaction. Hedges et al. (2019) examined the impact of structured “quiet time” interventions 

in pediatric wards, including designated quiet hours, noise-reducing equipment, and staff 

awareness strategies. Their results demonstrated substantial improvements in HCAHPS 

quietness scores, sleep quality, and overall patient experience, highlighting the influence of 

environmental conditions on perceived care quality. 

Large-scale retrospective analyses have further reinforced these findings. Mann et al. 

(2016) analyzed HCAHPS data from 2,273 hospitals in the United States and found that higher 

hospital rankings, increased survey response rates, larger bed capacity, and teaching hospital 

status were significantly associated with improved patient satisfaction. These studies illustrate 

the value of benchmarking and comparative analysis in guiding quality improvement efforts. 
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2.4 Patient satisfaction and quality of care among pediatric and neonatal patients 

Previous research has identified potential selection bias in studies assessing patient 

satisfaction, particularly among adult populations, where race and insurance status may 

influence response rates (Kekkonen et al., 2015). To address these limitations in pediatric care, 

Lee et al. (2019) evaluated the pediatric adaptation of the HCAHPS survey and examined 

demographic influences on caregiver responses. Their findings indicated higher response rates 

among white, non-Hispanic, and privately insured families. However, the only factor 

significantly associated with overall satisfaction was emergency department waiting time, with 

shorter waits correlating with higher satisfaction. 

The Child HCAHPS survey has also been widely used in Canada. Kemp et al. (2018) 

analyzed data from over 3,000 pediatric inpatient surveys collected across pediatric-only and 

general hospitals. Results showed consistently higher satisfaction scores in pediatric-only 

hospitals, particularly in domains related to communication with nurses and doctors, parental 

involvement, privacy, discharge preparation, and overall hospital ratings. These findings 

suggest that specialized pediatric environments may better meet the needs of children and 

families. 

Ahmed et al. (2020) further explored the relationship between individual Child 

HCAHPS items and overall hospital ratings. Their analysis revealed that communication with 

doctors and nurses and preparation for discharge demonstrated moderate to strong correlations 

with global satisfaction scores, while items related to error reporting and hospital quietness 

showed weaker correlations. These results emphasize the relative importance of interpersonal 

communication and discharge planning in shaping overall family satisfaction. 

Physician characteristics have also been examined as predictors of patient satisfaction. 

Chen et al. (2017) analyzed data from more than 50,000 patient surveys and found that older 

physicians and those working in pediatric and obstetric settings received higher satisfaction 

scores across multiple domains. While these findings suggest experience and specialty 

alignment may influence patient perceptions, the authors cautioned against overinterpreting 

demographic differences. 

The usefulness of HCAHPS data for quality improvement has also been evaluated. 

Quigley et al. (2021) assessed perceptions of HCAHPS utility among hospital leaders and 

frontline staff and found that leaders reported greater perceived usefulness, particularly for 

benchmarking and improving communication processes. These findings highlight the 
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importance of organizational engagement in translating satisfaction data into actionable 

improvements. 

Large national surveys further support the value of Child HCAHPS. Toomey et al. 

(2017) analyzed data from over 17,000 pediatric inpatient surveys across 69 hospitals in the 

United States. Their results demonstrated higher satisfaction scores in free-standing pediatric 

hospitals compared with pediatric units within general hospitals, particularly in domains related 

to communication, discharge planning, teen involvement, and overall hospital ratings. 

2.5 Specific factors that were studied to improve the quality of care among patients 

Beyond descriptive assessments, several studies have focused on targeted interventions 

aimed at improving specific HCAHPS domains. Communication remains a central focus of 

these interventions. D’Agostino et al. (2017) demonstrated that structured communication 

skills training improved healthcare providers’ confidence, knowledge, and attitudes, leading to 

enhanced patient satisfaction. 

Allenbaugh et al. (2019) evaluated a brief communication curriculum implemented 

among physicians and nurses and reported significant improvements in patient satisfaction 

related to listening, explanation, respect, and discharge understanding. Similarly, Tiperneni et 

al. (2022) implemented structured communication frameworks, including the AIDET model 

and enhanced physician rounding, resulting in substantial improvements in HCAHPS 

communication scores across multiple domains. 

Interprofessional collaboration has also been identified as a key quality improvement 

strategy. Gormley et al. (2019) examined the impact of nurse-led interprofessional rounding 

and found significant improvements in communication, medication education, and discharge 

information scores over time. These findings underscore the value of standardized, team-based 

approaches to patient care. 

Collectively, the reviewed literature demonstrates that patient satisfaction in pediatric 

and neonatal care is influenced by a complex interaction of patient characteristics, provider 

behaviors, organizational structures, and environmental conditions. The consistent association 

between effective communication, specialized care environments, and higher satisfaction 

supports the use of standardized tools such as Child HCAHPS to guide continuous quality 

improvement initiatives. 
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Chapter Three: Methodology 

3.1 Introduction 

This chapter describes the methodological framework adopted for the present study. It 

outlines the study design, setting, population and sampling procedures, inclusion and exclusion 

criteria, data collection tools and processes, validity and reliability considerations, data analysis 

techniques, and ethical considerations. These methodological components were selected to 

ensure rigor, transparency, and reproducibility in assessing family satisfaction with the quality 

of pediatric and neonatal healthcare services. 

3.2 Study Design 

A cross-sectional quantitative study design was employed to assess the level of family 

satisfaction regarding the quality of care provided to pediatric and neonatal patients. This 

design was selected because it allows for the collection of data at a single point in time and 

enables the examination of relationships between satisfaction levels and sociodemographic and 

institutional variables. 

The cross-sectional quantitative approach is appropriate for health services research as 

it is time-efficient, cost-effective, and suitable for measuring multiple variables simultaneously. 

Additionally, it allows for statistical comparison between groups without the need for follow-

up, making it well suited for the objectives of the current study (Queirós et al., 2017; Spector, 

2019). 

3.3 Site and Setting 

The study was conducted in selected governmental and private hospitals located in Ramallah 

City, West Bank, Palestine. These hospitals were chosen because they provide pediatric and/or 

neonatal inpatient services and admit a sufficient number of pediatric and neonatal patients to 

support quantitative analysis. 

➢ Palestinian Medical Complex (PMC) in Ramallah, the PMC consists of 5 hospitals, 

3 of which were already existing (Ramallah Public Hospital, Al-Sheikh Zayed Hospital, 

National Center for Blood Diseases- Hippocrates), and the other 2 hospitals to be 

constructed, and they are the Bahrain pediatrics Hospital and the Kuwaiti Specialized 

Surgery Hospital. The PMC includes 214 beds. It provides a wide range of services, 

including neonatal care, maternity care, internal medicine, pediatrics, general surgery, 
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and cardiovascular surgery. Kuwaiti Specialized Surgery Hospital: There is a great need 

to develop capacity in Palestine, in the area of heart surgery and the provision of 

specialist care for those suffering from heart diseases. A new specialist cardiology 

hospital, to be based in Ramallah, is therefore being developed. The Kuwait 

Government, through the Arab Fund for Social and Economic Development, financed 

the construction and equipping of the hospital. Bahrain Pediatrics Hospital: The 

Palestinian health service also had an inadequate capacity to deal with the particularities 

of providing health care to sick children. A new pediatric hospital is, therefore, to be 

built in Ramallah. 

➢ Arab Specialized Care Hospital: In Ramallah City, Palestine, there is a private 

medical facility called Arab Specialized Care Hospital. The hospital serves patients 

from Ramallah, Al-Bireh, and the surrounding areas and offers a comprehensive variety 

of inpatient and outpatient medical services. With the goal of providing complete and 

superior healthcare services, it is outfitted with qualified medical personnel and cutting-

edge diagnostic and treatment technologies. By providing specialist care across a range 

of medical specialties, including pediatric and neonatal services, the hospital plays a 

significant role in the local healthcare system and helps to satisfy the community's 

expanding healthcare demands. 

➢ H-Clinic Hospital: H Clinic Hospital is a private Palestinian hospital operating in the 

West Bank. Established in 2019, it is located in Al-Bireh. The hospital includes over 40 

specialized clinics and has a capacity of 44 beds. The hospital comprises several 

departments, including the Neonatal Intensive Care Unit, the Intensive Care Unit, the 

Obstetrics and Gynecology Department, the Accident and Emergency Department 

(which includes a pediatric emergency room), the Surgery Department, the Internal 

Medicine Department, operating rooms, clinics, a laboratory, radiology, and a 

pharmacy. 

➢ Istishari Arab Hospital: Istishari Arab Hospital, one of the largest private hospitals in 

the West Bank - Palestine, is a 170 (expandable to 330) bed facility and is accredited 

with the JCI International Accreditation. The hospital, operating since 2016, aims to be 

recognized as a trusted leader in healthcare and advancing healthcare system and as a 

national leader in secondary and tertiary care services incorporating innovative and 

evidence - based practices with western and local board-certified physicians. Our 

mission is to provide high-quality medical services through clinical practices, 

leadership and excellence in delivering quality healthcare services, education and 
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research. IAH plays an active role in promoting and expanding the national healthcare 

system horizon. By collaborating with a wide range of partners such as Arab American 

University, Al Quds University, Birzeit University, Al Najah University and other local 

and international prestigious organizations, we strive to address the needs of the 

Palestinian community and comply with national and internationally recognized 

hospital standards. Our list of top doctors, dedicated staff, and excellent patient care is 

what differentiates us from any other hospital in the region. For example, our maternity 

department is one of a kind, with next-level privacy and luxurious services and we are 

also very proud of our state-of-the-art Cardiology and Neurosurgery departments, Spine 

and Spinal Deformities department, and most importantly, our advanced Oncology 

(cancer) Center, all making Istishari Arab Hospital a top health care facility in the area. 

3.4 Sample population and sampling 

The study population included parents or primary caregivers of pediatric and neonatal 

patients admitted to the selected hospitals during the study period. Eligible participants were 

those whose children met the inclusion criteria and who were present during the hospitalization 

period. 

A stratified proportional random sampling technique was used to ensure fair 

representation of both pediatric and neonatal patients across the participating hospitals. 

Initially, the study population was stratified into two groups based on the type of admission: 

pediatric and neonatal. 

Official monthly admission records were obtained from each hospital to determine the 

number of eligible pediatric and neonatal admissions. Based on these figures, the required 

sample size for each stratum and hospital was calculated proportionally. 

Within each stratum, daily admission lists were used as sampling frames. Eligible 

parents were assigned unique identification numbers, and simple random sampling was 

performed using random number generation to select participants until the required sample size 

was achieved. Selected parents were approached sequentially and invited to participate in the 

study. 

This stratified randomization process minimized selection bias, enhanced 

representativeness, and ensured that each eligible participant had an equal opportunity to be 

included. 
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Hospital name 
Pediatric 

admissions 
Proportion Sample size 

Neonatal 

admissions 
Proportion Sample size 

PMC 35 0.4 35 32 0.3 62 

IAH 30 0.3 24 30 0.3 30 

H-Clinic 15 0.2 12 18 0.2 15 

ASCH 12 0.1 15 15 0.2 0 

Total 92 1 75 95 1 77 

 

Hospital name Pediatric Sample size Neonatal sample size 

PMC 22 46 

IAH 0 42 

ASCH 0 32 

Total 22 120 

Total 142 

 

PMC = Palestine Medical Complex, IAH = Istishari Arab Hospital, ASCH = Arab 

Specialized Care Hospital 

3.5 Inclusion criteria 

The following criteria were applied to recruit the sample, which were based on the 

Agency for Healthcare Research and Quality (AHRQ, 2014) criteria: 

1. Parents or primary caregivers of children younger than 18 years 

2. Child admitted for at least one overnight hospital stay 

3. Child alive at the time of discharge 

4. Child discharged to home (not transferred to rehabilitation or hospice care) 

3.6 Exclusion criteria 

1. Parents of children admitted for less than one night 

2. Parents of children transferred to other facilities 

3. Parents unwilling to provide informed consent 
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3.7 Data collection tool and process 

Data were collected using a self-administered questionnaire consisting of two main 

parts. The first part included the Pediatric Hospital Consumer Assessment of Healthcare 

Providers and Systems (HCAHPS) survey, which assesses parents’ experiences with pediatric 

inpatient care. The second part included sociodemographic information related to the child and 

caregiver, such as age, gender, educational level, relationship to the child, and duration of 

hospital stay. 

The Child HCAHPS survey comprises 62 items and generates multiple composite and 

single-item measures addressing communication, safety, comfort, hospital environment, 

discharge processes, and overall hospital rating. The tool is widely used to assess patient-

centeredness in pediatric inpatient settings. 

An Arabic validated version of the Child HCAHPS survey was used. Parents were 

approached individually during the hospitalization period, informed about the study purpose, 

and invited to participate voluntarily. After obtaining written informed consent, participants 

completed the questionnaire independently, with the researcher available to clarify questions 

when needed. 

Completed questionnaires were collected immediately, placed in sealed envelopes, and 

stored securely until data entry and analysis. 

3.8 Validity and reliability 

The Child HCAHPS survey is a well-established, validated instrument used internationally to 

assess family satisfaction with pediatric inpatient care (Westbrook et al., 2014). It has been 

translated and validated in multiple languages, including Arabic (Dockins et al., 2015). 

For the current study, the Arabic version of the survey underwent translation and back-

translation by two independent certified medical translators to ensure linguistic accuracy and 

cultural appropriateness. Content validity was further assessed by a panel of five experts in 

healthcare quality and patient experience, including quality specialists, nursing leadership, and 

academic faculty members. 

A pilot study was conducted with approximately 10% of the target sample to assess clarity, 

comprehension, and internal consistency. Feedback from the pilot participants was used to 
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refine the final questionnaire. Internal consistency reliability was evaluated using Cronbach’s 

alpha, with a value of 0.70 or higher considered acceptable. 

3.9 Data analysis 

Data were analyzed using the Statistical Package for the Social Sciences (SPSS) version 

27. Descriptive statistics were used to summarize sociodemographic variables and survey 

responses, including frequencies, percentages, means, and standard deviations. 

Normality of continuous variables was assessed using the Shapiro–Wilk and 

Kolmogorov–Smirnov tests to determine the appropriate use of parametric or non-parametric 

tests. Inferential statistics included independent sample t-tests, one-way analysis of variance 

(ANOVA), and correlation analyses, depending on the level and distribution of variables. 

HCAHPS domain scores were calculated by recoding item responses to a standardized 

1–4 scale, with higher scores indicating greater satisfaction. A significance level of p < 0.05 

was used for all statistical tests. 

3.10 Ethical Considerations 

Ethical approval for the study was obtained from the Arab American University 

research ethics committee, the Ministry of Health, and the participating hospitals before data 

collection. Participation was voluntary, and informed consent was obtained from all 

participants. 

No identifying information was collected, and confidentiality was ensured through the 

use of coded questionnaires. Participants were informed of their right to withdraw from the 

study at any time without penalty. The study involved no clinical interventions and posed 

minimal risk to participants. 
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Chapter Four: Results 

4.1 Introduction 

This chapter presents the findings of the study and addresses the research questions through 

descriptive and inferential statistical analyses. The results are organized to move from a 

description of participants’ sociodemographic characteristics to detailed reporting of parents’ 

experiences and satisfaction across Child HCAHPS domains. The chapter concludes with 

comparisons of satisfaction levels according to sociodemographic variables and hospital 

characteristics. 

4.2 Sociodemographic characteristics of the participants 

The demographic and background characteristics were presented in (Table 4.1) of the 

142 parents/caregivers and their hospitalized children who participated in the study. These 

variables describe who completed the Child HCAHPS survey (relationship, age, education, and 

language), as well as key child-related and hospital-related factors (child age and sex, hospital 

attended, sector, and accreditation status). Describing this profile is important to understand 

the context of the reported satisfaction levels and to judge how representative the sample is of 

parents of pediatric inpatients in the included hospitals. 

Table 4.1: Demographic and Background Characteristics (N = 142) 

Variable Category n % 

Relationship to 

child 

Mother 120 84.5 

Father  15 10.6 

Other 7 4.9 

Parent age (years) 25 – 34 131 92.3 

 18 – 24 4 2.8 

 45 – 54 4 2.8 

 35 – 44 2 1.4 

 55 – 64 1 0.7 

Educational level Grade 8 or less 30 21.1 

 Higher than 4-year 

college 

29 20.4 

 Completed high 

school 

23 16.2 

 Completed 4-year 

college 

22 15.5 

 Diploma / 2-year 

college 

22 15.5 
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 High school, not 

graduated 

16 11.3 

Child sex Female 73 51.4 

 Male 69 48.6 

Child age >1 year 43 30.3 

 1–2 years 20 14.1 

 3–5 years 17 12.0 

 6–12 years 24 16.9 

 13–17 years (teens) 38 26.8 

Hospital PMC 68 47.9 

 IAH 42 29.6 

 ASCH 32 22.5 

Hospital type Governmental 68 47.9 

 Private 74 52.1 

International 

accreditation0 

No 100 70.4 

 Yes 42 29.6 

   

The sample was predominantly composed of mothers (84.5%), which is expected in 

pediatric settings where mothers are usually the primary caregivers during hospitalization. 

Most respondents were in the 25–34-year age range (92.3%), indicating a relatively young 

parent group, consistent with the age at which parents are caring for young and school-aged 

children. Educational levels were mixed: while 21.1% had Grade 8 or less, a considerable 

proportion (about one fifth) reported education higher than a 4-year college (20.4%), 

suggesting heterogeneity in socioeconomic and educational backgrounds. 

Regarding the children, sex was almost equally distributed (51.4% female vs. 48.6% 

male). The age distribution shows that the largest single category was children aged 1 year 

(30.3%), but a notable 26.8% were adolescents (13–17 years), which supports later analyses 

that look specifically at teen experience. Most children were admitted to PMC (47.9%), 

followed by IAH (29.6%) and ASCH (22.5%), and the sample was fairly balanced between 

private (52.1%) and governmental (47.9%) hospitals. Finally, about one-third of the admissions 

(29.6%) were in internationally accredited hospitals, while the majority (70.4%) were not, 

which will allow comparison of satisfaction by accreditation status. 

4.3 Merging items into domains and recoding to 1–4 

The original HCAHPS questionnaire contains several items that assess very similar aspects 

of the same construct (for example, nurse listening, nurse explaining, and nurse treating the 
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family with respect are all indicators of “communication with nurses”). In international 

HCAHPS reporting, such items are usually combined and reported as composite (domain) 

scores rather than as completely separate outcomes. To follow this logic, and to make the 

results easier to interpret, the items in this study were grouped into 12 conceptually coherent 

domains (admission/ER information, communication with nurses, communication with 

doctors, family-centred communication, responsiveness, safety/pain, environment, discharge, 

teen involvement, and global rating). 

Because the questionnaire uses different response formats (4-point frequency, 3-option 

agreement, and yes/no), a direct comparison of raw responses across items is not possible. 

Therefore, and only for the purpose of computing domain-level descriptive statistics (mean ± 

SD) and later comparing domains across sociodemographic groups, the item responses were 

harmonized to a common 1–4 metric as follows: 

• 4-point items (Never / Sometimes / Usually / Always) were kept as 1–4. 

• 3-option items (Yes definitely / Yes somewhat / No) were recoded to 4, 3, and 1, 

respectively, to preserve the ordinal meaning and to keep the “best” answer at the 

highest value. 

• Dichotomous items (Yes / No) were recoded to 4 and 1, respectively, so that a positive 

experience contributed positively to the domain score. 

This recoding does not change the descriptive reporting of the original options: frequencies 

and percentages for the real categories (Yes/No, or 3 options) can still be presented in the tables. 

The recoding was applied only to enable calculation of an overall domain mean that 

summarizes several closely related items into one indicator, which is a common approach in 

research that uses HCAHPS-based tools but needs to run statistical tests (t-

test/ANOVA/correlations) on domain scores rather than on dozens of single items. 

So, this analytic structuring (grouping similar items into domains and harmonizing 

response categories) was done to improve interpretability and to align the instrument with the 

composite-score approach used in HCAHPS reporting, while still allowing inferential 

statistical analysis. 
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4.4 Child HCAHPS Descriptions  

4.4.1 Domine No. 1: Child Admission to This Hospital 

The findings are shown in (Table 4.2) for Domain 1, “Child Admission to This 

Hospital,” which covers the first contact with the hospital and the quality of communication 

and medication reconciliation during the first day of stay (items Q1–Q6). These items describe 

how the child was admitted (through ER or not), whether the parent was present, and—most 

importantly—whether parents were kept informed and asked to review the child’s home 

medicines, vitamins, and over-the-counter (OTC) products. This domain reflects the hospital’s 

ability to start care safely and transparently from the moment the child arrives. 

Table 4.2: When Your Child Was Admitted to this Hospital (n=142) (Q1-Q6) 

Item No 

n(%) 

Yes 

n(%) 

Mean (SD) 

Q1 Born during 

stay 

122 (85.9) 20 (14.1) 1.86 ± 0.35 

Q2 ER admission 50 (35.2) 92 (64.8) 2.94 ± 1.43 

Q3 Parent in ER 54 (38.0) 88 (62.0) 2.76 ± 1.55 

 

Item No 

n(%) 

Yes, somewhat 

n(%) 

Yes, definitely 

n(%) 

Mean (SD) 

Q4 Kept 

informed in ER 

16 (11.3) 30 (21.1) 96 (67.6) 3.44 ± 0.83 

Q5 Review 

prescription 

meds 

20 (14.1) 28 (19.7) 94 (66.2) 3.38 ± 0.90 

Q6 Review 

vitamins/OTC 

22 (15.5) 30 (21.1) 90 (63.4) 3.32 ± 0.93 

 

       Most of the children were not born during this hospital stay (85.9%), so the remaining 

admission questions apply to the majority of the sample. About two-thirds of the children 

(64.8%) were admitted through the Emergency Room, and in 62% of these cases, a parent was 

present in the ER, which is desirable in pediatric admissions. Communication scores at 

admission were generally high: two-thirds of parents (67.6%) reported that they were “kept 

informed” in the ER, and similar proportions said staff “definitely” reviewed prescription 

medicines (66.2%) and vitamins/OTC products (63.4%). The means for Q4–Q6 (3.32–3.44) 

also indicate performance in the upper range of the scale. The slightly lower percentages in 

medication/vitamin review suggest a small opportunity to strengthen full medication 
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reconciliation for all admitted children. Still, overall, the hospital admission process was 

reported positively by most respondents. 

4.4.2 Domine 2: Your Child’s Experience with Nurses and Doctors 

Domain 2 explores the child’s direct interaction with the clinical team, focusing first on 

whether the child was actually able to communicate with nurses and doctors (Q7), and then on 

the quality of those encounters with nurses (Q8–Q10) and with doctors (Q11–Q13). Because 

pediatric patients differ in age and developmental level, it is important to know how many of 

them could speak for themselves, and, for those who could, whether staff listened, explained 

information in a child-friendly way, and encouraged questions. 

Table 4.3: Was your child able to talk with nurses and doctors? (Q7) 

Item No  

n(%) 

Yes 

 n(%) 

Mean (SD) 

Q7 Child able to talk 99 (69.7) 43 (30.3) 1.30 ± 0.46 

 

Table 4.4 Child’s experience with nurses (Q8–Q10) 

Item Never n(%) Sometimes 

n(%) 

Usually 

n(%) 

Always 

n(%) 

Mean (SD) 

Q8 Nurses 

listened 

carefully to 

your child 

4 (2.8) 10 (7.0) 38 (26.8) 90 (63.4) 3.51 ± 0.77 

Q9 Nurses 

explained in 

an easy way 

3 (2.1) 12 (8.5) 36 (25.4) 91 (64.1) 3.52 ± 0.74 

Q10 Nurses 

encouraged 

child to ask 

questions 

6 (4.2) 12 (8.5) 37 (26.1) 87 (61.3) 3.44 ± 0.84 

 

Table 4.5: Child’s experience with doctors (Q11–Q13) 

Item Never n(%) Sometimes 

n(%) 

Usually 

n(%) 

Always 

n(%) 

Mean (SD) 

Q11 

Doctors 

listened 

carefully to 

child 

3 (2.1) 9 (6.3) 40 (28.2) 90 (63.4) 3.53 ± 0.71 
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Q12 

Doctors 

explained in 

an easy way 

4 (2.8) 10 (7.0) 39 (27.5) 89 (62.7) 3.50 ± 0.75 

Q13 

Doctors 

encouraged 

child to ask 

questions 

5 (3.5) 12 (8.5) 36 (25.4) 89 (62.7) 3.47 ± 0.80 

Only about one third of the children (30.3%) were able to talk with nurses and doctors, 

while the majority (69.7%) were not. This is consistent with the age distribution in the sample, 

where many children were toddlers or young school-age, and therefore, parental reporting 

becomes essential. 

Despite this, ratings of nurse–child and doctor–child communication were very 

positive. For nurses (Table 3.2), around two-thirds of parents said nurses “always” listened 

carefully (63.4%), easily explained things (64.1%), and encouraged the child to ask questions 

(61.3%). Very few parents selected “never” or “sometimes,” and the means ranged from 3.44 

to 3.52, indicating performance near the top of the 4-point scale. For doctors (Table 3.3), the 

pattern was almost identical: 62–63% reported “always” for listening, explaining, and 

encouraging questions, with slightly higher means (3.47–3.53). This suggests that, even though 

many children could not speak directly with providers, staff communication practices—as 

perceived by parents—were strong for both nurses and doctors, with doctors scoring marginally 

higher on listening. Overall, Domain 2 reflects good child-centred communication in the 

participating hospitals, with room mainly in helping more children participate directly when 

age-appropriate. 

4.4.3 Domine 3: Your Experience with Nurses and doctors 

Domain 3 shifts the focus from the child’s interaction with staff to the parent’s own 

experience with the healthcare team. Because parents are the main decision-makers and stay 

with the child throughout hospitalization, their perceptions of how well nurses and doctors 

listened, explained, and showed respect are critical indicators of family-centred care. This 

domain includes three items about nurses (Q14–Q16) and three about doctors (Q17–Q19), all 

using the same 4-point response scale, which allows direct comparison between the two 

professional groups. 
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Table 4.6: Your experience with nurses (Q14–Q16) 

Item Never n (%) Sometimes 

n (%) 

Usually n 

(%) 

Always n 

(%) 

Mean (SD) 

Q14 Nurses 

listened to you 

5 (3.5) 13 (9.2) 33 (23.2) 91 (64.1) 3.48 ± 0.81 

Q15 Nurses 

explained 

clearly 

2 (1.4) 15 (10.6) 37 (26.1) 88 (62.0) 3.49 ± 0.74 

Q16 Nurses 

treated you with 

courtesy/respect 

4 (2.8) 6 (4.2) 39 (27.5) 93 (65.5) 3.56 ± 0.69 

 

Table 4.7: Your experience with doctors (Q17–Q19) 

Item Never n (%) Sometimes 

n (%) 

Usually n 

(%) 

Always n 

(%) 

Mean (SD) 

Q17 Doctors 

listened to you 

4 (2.8) 6 (4.2) 39 (27.5) 93 (65.5) 3.56 ± 0.71 

Q18 Doctors 

explained 

clearly 

3 (2.1) 14 (9.9) 38 (26.8) 87 (61.3) 3.47 ± 0.77 

Q19 Doctors 

treated you with 

courtesy/respect 

4 (2.8) 9 (6.3) 33 (23.2) 96 (67.6) 3.56 ± 0.74 

Parents reported consistently high satisfaction with both nurses and doctors. For nurses, 

about two-thirds of respondents said nurses “always” listened (64.1%), explained things clearly 

(62.0%), and treated them with courtesy and respect (65.5%). Very few chose “never,” and the 

means ranged from 3.48 to 3.56, placing nurse–parent interaction in the upper part of the scale. 

Doctors’ scores were almost identical: 65.5% said doctors “always” listened, 61.3% said they 

“always” explained clearly, and 67.6% said doctors “always” treated them with courtesy and 

respect. The highest single ratings in this domain were for respectful treatment by both nurses 

and doctors (around two-thirds “always”), which suggests that interpersonal behavior was a 

strength in these hospitals. Slightly lower, but still strong, were the “explained clearly” items, 

indicating a small area for further enhancement in information-giving. Overall, Domain 3 

shows that parents felt heard, informed, and respected by the clinical team, reinforcing the 

positive picture seen in the earlier domains. 

 



 

24 
 

4.4.4 Domine 4: Your Experience with Providers (family-centered 

communication/provider–family interaction) 

Domain 4 examines how well providers involved, informed, and respected the family 

during the child’s hospitalization. Unlike the previous domains that focused on listening and 

explanation by specific professionals, this section captures broader family-centred behaviors 

such as protecting privacy, checking what the family already knows, acting in ways appropriate 

to the child’s age, and keeping parents updated—especially when tests were done. Because 

parents are partners in pediatric care, these items (Q20–Q25) are key indicators of whether the 

hospital is practicing shared, family-centred communication. 

Table 4.8: Provider / family-centered communication (Q20- Q25) 

Item Never n(%) Sometimes 

n(%) 

Usually 

n(%) 

Always 

n(%) 

Mean (SD) 

Q20 Given 

as much 

privacy as 

wanted 

3 (2.1) 18 (12.7) 40 (28.2) 81 (57.0) 3.40 ± 0.79 

Q22 

Providers 

acted right 

for child’s 

age 

9 (6.3) 6 (4.2) 43 (30.3) 84 (59.2) 3.42 ± 0.84 

Q23 Kept 

you 

informed 

3 (2.1) 11 (7.7) 41 (28.9) 87 (61.3) 3.49 ± 0.73 

 

Table 4.9: Providers asked what your family already knew Q21 

Item No n(%) Yes, somewhat 

n(%) 

Yes, definitely 

n(%) 

Mean (SD) 

Q21 Asked 

what family 

knows 

14 (9.9) 46 (32.4) 82 (57.7) 3.38 ± 0.82 

 

Table 4.10: Child had tests Q24 

Item No n(%) Yes n(%) Mean (SD) 

Q24 Child had tests 32 (22.5) 110 (77.5) 3.10 ± 1.33 
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Table 4.1: Information about test results (n=110) Q25 

Item Never n(%) Sometimes 

n(%) 

Usually 

n(%) 

Always 

n(%) 

Mean (SD) 

Q25 Info 

about test 

results 

3 (2.7) 10 (9.1) 32 (29.1) 65 (59.1) 3.45 ± 0.80 

Overall, parents reported good levels of family-centred communication. More than half 

(57.0%) said they “always” received as much privacy as they wanted (Q20), and nearly 60% 

said providers “always” acted in a way that was right for their child’s age (Q22), which is 

essential in pediatric settings. The strongest item in this domain was being kept informed 

(Q23): 61.3% reported “always,” and only 2.1% said “never,” giving it one of the highest means 

in the domain (3.49 ± 0.73). Providers also made an effort to start from the family’s existing 

knowledge: 57.7% said staff “definitely” asked what the family already knew (Q21), though 

about one in ten said this did not happen, indicating some room to make this a more consistent 

practice. 

Most children (77.5%) had tests during their stay (Q24). Among those 110 cases, 

parents again rated communication positively: 59.1% said they “always” received information 

about test results, and almost 30% said “usually,” yielding a mean of 3.45 ± 0.80. This suggests 

that once a test was done, information flow was generally good, but a small minority did not 

get timely or clear updates. Taken together, Domain 4 shows that the hospitals are largely 

succeeding in engaging families, protecting privacy, and keeping them informed, with the 

clearest opportunities being to ask every family what they already know and to standardize 

communication after tests. 

4.4.5 Domine 5: Your Child’s Care in this Hospital (call button, medicines, pain, safety) 

(26-32) 

Domain 5 focuses on core aspects of the child’s care and safety during hospitalization, 

including response to call bells, medication administration, information about reporting errors, 

and pain assessment and management (Q26–Q32). These items capture how reliably nursing 

care was delivered at the bedside and whether parents perceived care as timely, safe, and 

attentive to the child’s comfort. Because most pediatric inpatients need medicines and many 

experience pain, this domain is an important indicator of day-to-day quality of care. 
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Table 4.2: Pressed call button Q26 

Item No n(%) Yes n(%) Mean (SD) 

Q26 Pressed call 

button 

24 (16.9) 118 (83.1) 3.49 ± 1.16 

 

Table 4.3: Help was given as soon as wanted (n=118) Q27 

Item Never n(%) Sometimes 

n(%) 

Usually 

n(%) 

Always 

n(%) 

Mean (SD) 

Q27 Help 

after call 

3 (2.5) 9 (7.6) 29 (24.6) 77 (65.3) 3.53 ± 0.78 

 

Table 4.4: Child was given medicine Q28 

Item No n(%) Yes n(%) Mean (SD) 

Q28 Child was 

given medicine 

16 (11.3) 126 (88.7) 3.67 ± 0.96 

 

Table 4.5: ID checked before giving medicine (n=126) Q29 

Item Never n(%) Sometimes 

n(%) 

Usually 

n(%) 

Always 

n(%) 

Mean (SD) 

Q29 ID 

checked 

4 (3.2) 7 (5.6) 34 (27.0) 81 (64.3) 3.53 ± 0.74 

 

Table 4.6: Told how to report a mistake Q30 

Item No n(%) Yes, somewhat 

n(%) 

Yes, definitely 

n(%) 

Mean (SD) 

Q30 Told how 

to report 

mistakes 

21 (14.8) 21 (14.8) 100 (70.4) 3.47 ± 0.87 

 

Table 4.7: Child had pain needing treatment Q31 

Item No n(%) Yes n(%) Mean (SD) 

Q31 Pain needing 

treatment 

48 (33.8) 94 (66.2) 3.00 ± 1.49 
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Table 4.8: Asked about child’s pain often enough (n=94) Q32 

Item No n(%) Yes, somewhat 

n(%) 

Yes, definitely 

n(%) 

Mean (SD) 

Q32 Pain 

assessed often 

11 (11.7) 20 (21.3) 63 (67.0) 3.44 ± 0.86 

Most families actually used the call system: 83.1% reported pressing the call button 

(Q26), and among those, nearly two-thirds (65.3%) said help “always” came as soon as they 

wanted (Q27), with another 24.6% saying “usually.” This shows good responsiveness from 

nursing staff, with only a small group (about 10%) experiencing delays (“never” or 

“sometimes”). 

Medication processes were also common and generally safe. Almost all children 

(88.7%) received medicines during their stay (Q28). Among these, 64.3% of parents said staff 

“always” checked the child’s ID before giving medicine, and 27% said “usually” (Q29), which 

means more than 9 in 10 parents observed ID checking most of the time—an encouraging 

finding for medication safety. Moreover, 70.4% said they were “definitely” told how to report 

a mistake (Q30), reflecting good transparency and a culture of safety, though about 15% said 

this was not explained. 

Two-thirds of the children (66.2%) had pain that needed treatment (Q31), so pain 

management was a real issue in this sample. Among those 94 cases, parents reported that pain 

was checked often enough in most situations: 67.0% said “yes, definitely” and 21.3% said “yes, 

somewhat” (Q32), giving a solid mean of 3.44. Still, about 1 in 9 parents (11.7%) felt staff did 

not ask about pain often enough—this is a small but important group, since unassessed pain 

can remain undertreated. Overall, Domain 5 paints a positive picture of bedside care: timely 

responses, safe medication practices, clear information about error reporting, and generally 

adequate pain assessment, with modest room for making pain checks even more consistent. 
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4.4.6 Domine 6. The Hospital Environment (cleanliness, quiet, age-appropriate 

activities) 

Table 4.9: Hospital environment (Q33–Q35) 

Item Never n(%) Sometimes 

n(%) 

Usually 

n(%) 

Always / 

Yes 

definitely 

n(%) 

Mean (SD) 

Q33 

Room/bathroom 

kept clean 

6 (4.2) 7 (4.9) 41 (28.9) 88 (62.0) 3.49 ± 0.78 

Q34 Area 

around room 

quiet at night 

4 (2.8) 6 (4.2) 35 (24.6) 97 (68.3) 3.58 ± 0.71 

Q35 Child-

friendly things 

available 

14 (9.9) 43 (30.3)  85 (59.9) 3.40 ± 0.83 

 

4.4.7 Domie 7. When Your Child Leaves This Hospital (discharge planning and 

instructions) 

Domain 7 evaluates how well the hospital prepared parents and children for going 

home. Discharge is a critical transition point in pediatric care, and clear instructions can prevent 

complications, unnecessary readmissions, and parental anxiety. Items Q36–Q43 ask whether 

staff checked readiness to leave, explained home care, medicines, and side effects, when the 

child could resume normal activities, what warning signs to watch for, and whether written 

information was provided. Together, these items show how complete and family-friendly the 

discharge process was. 

Table 4.20: Discharge communication/ When Your Child Left this Hospital (Q36–Q43) 

Item No n(%) Yes, somewhat 

n(%) 

Yes, definitely 

n(%) 

Mean (SD) 

Q36 Asked 

about readiness 

to leave 

20 (14.1) 33 (23.2) 89 (62.7) 3.36 ± 0.90 

Q37 Talked 

about care at 

home 

19 (13.4) 30 (21.1) 93 (65.5) 3.39 ± 0.88 

Q39 How to 

take new 

medicine 

12 (11.5) 23 (22.1) 69 (66.3) 3.39 ± 0.88 
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Q40 Side 

effects 

explained 

14 (13.5) 27 (26.0) 63 (60.6) 3.34 ± 0.92 

Q41 Return to 

activities 

17 (12.0) 28 (19.7) 97 (68.3) 3.44 ± 0.86 

Q42 Warning 

signs explained 

18 (12.7) 25 (17.6) 99 (69.7) 3.45 ± 0.87 

Q43 Written 

information 

17 (12.0) 23 (16.2) 102 (71.8) 3.48 ± 0.85 

 

 

Table 4.10: When Your Child Left This Hospital (n= 38) 

Item No n(%) Yes n(%) Mean (SD) 

Q38 Told about 

new medicine 

38 (26.8) 104 (73.2) 3.19 ± 1.42 

Overall, parents reported a good level of discharge communication. Around two thirds 

said staff “definitely” asked if the child was ready to leave (62.7%, Q36) and “definitely” talked 

about care at home (65.5%, Q37), which means most families did not feel rushed out without 

discussion. Most children (73.2%) were started on a new medicine at discharge (Q38); for these 

families, two thirds (66.3%) said they were clearly told how to give the medicine (Q39), and 

60.6% said side effects were explained (Q40). These are positive figures, but side-effect 

counseling was slightly lower than instruction on how to take the medicine—an area that could 

be reinforced. 

Very strong performance was seen in the anticipatory guidance items: 68.3% said they 

were “definitely” told when their child could return to normal activities (Q41), and 69.7% said 

warning signs were clearly explained (Q42). The strongest single item in this domain was 

receiving written information (71.8%, Q43), which is important because written materials help 

families remember instructions after leaving the hospital. Despite these good results, about 12–

14% of parents in most items said “No,” meaning a small but consistent group left without full 

discharge counseling. Standardizing discharge education for every family, especially around 

new medicines and side effect, would close this gap and make the process even more family-

centred. 
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4.4.8 Domine 8. Your Teen’s Care in This Hospital (for children 13–17 years) 

Domain 8 applies only to the subgroup of adolescents (13–17 years) and assesses 

whether the hospital involved the teen directly in care and discharge discussions. Because 

adolescents are usually capable of understanding their condition and participating in decisions, 

teen-centred communication is an important quality marker in pediatric services. Items Q44–

Q47 first identify how many respondents actually had a teen (Q44), then ask whether the teen 

was involved in care (Q45), and whether staff spoke with the teen about readiness to leave and 

home care (Q46–Q47). 

 

Table 4.11: Your Teen’s Care in this Hospital (44-47) 

Item No n(%) Yes n(%) Mean (SD) 

Q44 Child ≥13 104 (73.2) 38 (26.8) 1.73 ± 0.44 

 

Item Never n(%) Sometimes 

n(%) 

Usually 

n(%) 

Always 

n(%) 

Mean (SD) 

Q45 Teen 

involved 

(n=38) 

2 (5.3) 4 (10.5) 11 (28.9) 21 (55.3) 3.34 ± 0.86 

 

Item No n(%) Yes, somewhat 

n(%) 

Yes, definitely 

n(%) 

Mean (SD) 

Q46 Asked 

teen about 

readiness 

(n=38) 

8 (21.1) 11 (28.9) 19 (50.0) 3.16 ± 0.99 

Q47 Talked 

with teen about 

home care 

(n=38) 

7 (18.4) 10 (26.3) 21 (55.3) 3.26 ± 0.94 

Only 38 out of 142 children (26.8%) were adolescents, so findings in this domain are 

based on a smaller group, which is typical in mixed-age pediatric samples. Within this 

subgroup, results were generally positive but not as uniformly high as in earlier domains. Just 

over half of parents (55.3%) said staff “always” involved the teen in care (Q45), and another 

28.9% said “usually,” giving a good mean of 3.34. This indicates that most teens were included 

in discussions, but a small portion (about 16%) were only sometimes or never involved—

suggesting practice is good but not universal. 
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For discharge-related communication, half of the teens were “definitely” asked about 

readiness to leave (50.0%, Q46) and 55.3% were “definitely” talked to about care at home 

(Q47). About one fifth, however, reported no such discussion (18–21%), and roughly one 

quarter said it happened only “somewhat.” This pattern suggests that, compared with 

communication with parents, communication directly with teens was a bit less standardized. 

Strengthening policies to always address the adolescent patient—especially at discharge—

would help make the service more developmentally appropriate and consistent across all 13–

17-year-olds. 

4.4.9 Domine 9. Overall Rating of This Hospital (0–10 rating and recommendation) 

Domain 9 summarizes parents’ global evaluation of the hospital using two key Child 

HCAHPS items: the 0–10 overall rating (Q48) and whether they would recommend the hospital 

to others (Q49). Unlike the previous domains that focused on specific aspects of care, these 

two items capture the parent’s overall impression after the entire admission. The data are 

presented separately for the three participating hospitals (ASCH, PMC, and IAH) to show how 

parents’ overall satisfaction varied by facility. 

Table 4.12: Overall rating of hospital (Q48- Q49) Rating (0-10) 

Item ASCH  

Mean (SD) 

IAH 

Mean (SD) 

PMC 

Mean (SD) 

 

Q48 Overall rating (0–

10) 

5.8± 1.30 8.0 ± 1.00 6.0 ± 1.20 

 

Table 4.13 Recommend this hospital Q49 

Item Definitely no 

n(%) 

Probably no 

n(%) 

Probably 

yes n(%) 

Definitely 

yes n(%) 

Mean 

(SD) 

Q49 Recommend 

hospital – ASCH 

3 (9.4%) 6 (18.8%) 11 (34.4%) 12 (37.5%) 3.00 ± 

0.95 

Q49 Recommend 

hospital – PMC 

2 (4.8%) 4 (9.5%) 11 (26.2%) 25 (59.5%) 3.41 ± 

0.78 

Q49 Recommend 

hospital – IAH 

2 (2.9%) 2 (2.9%) 10 (14.7%) 54 (79.4%) 3.71 ± 

0.55 

The 0–10 overall rating (Q48) shows clear differences between hospitals. Parents of 

children admitted to IAH gave the highest overall score (mean 8.0 ± 1.00), indicating very good 
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global satisfaction. PMC received a moderate rating (mean 6.0 ± 1.20), while ASCH had the 

lowest mean score (5.8 ± 1.30), suggesting that parents there perceived more room for 

improvement. 

The recommendation item (Q49) follows the same pattern but makes the contrast even 

clearer. At IAH, almost 80% of parents said they would “definitely” recommend the hospital 

(79.4%), and the mean was the highest (3.71 ± 0.55), reflecting a very strong likelihood to 

recommend. PMC performed reasonably well, with 59.5% “definitely yes” and a mean of 3.41 

± 0.78, indicating a generally positive but less enthusiastic endorsement. ASCH had the 

weakest recommendation profile: only 37.5% selected “definitely yes,” and more than a quarter 

chose “definitely no” or “probably no,” giving the lowest mean (3.00 ± 0.95). Taken together, 

Domain 9 shows that while families were broadly satisfied, IAH achieved the highest global 

satisfaction, PMC was in the middle, and ASCH lagged, pointing to hospital-level differences 

in perceived quality. 

4.4.10 Domine 10. About Your Child and You 

Domain 10 provides contextual information about the child and the responding 

parent/caregiver. These items (Q50–Q54, Q55, Q59) are not satisfaction items but descriptive 

variables that help interpret the earlier domains. They capture the child’s general health status, 

age, and sex, as well as who completed the survey and how much time that person actually 

spent in the hospital. Together, they show whether the responses reflect parents who were truly 

present at the bedside and how healthy or complex the children were. 

 

Table 4.14: Child’s overall health (Q50) 

Item Excellent 

n(%) 

Very 

good 

n(%) 

Good 

n(%) 

Fair n(%) Poor n(%) Mean 

(SD) 

Q50 Child 

health 

47 (33.1) 44 (31.0) 31 (21.8) 15 (10.6) 5 (3.5) 2.21 ± 

1.17 
 

Table 4.15: Child age (Q51) 

Item / Child 

age 

1 year 

n(%) 

1–2 years 

n(%) 

3–5 years 

n(%) 

6–12 years 

n(%) 

13–17 years 

(teens) n(%) 

Child age 43 (30.3) 20 (14.1) 17 (12.0) 24 (16.9) 38 (26.8) 
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Table 4.16: Child sex (Q52) 

Item Female n(%) Male n(%) 

Q52 Child sex 73(51.4) 69 (48.6) 

 

Table 4.17: Relationship to child (Q55) 

Item Mother n(%) Father n(%) Other n(%) 

Q55 

Relationship 

120 (84.5) 15 (10.6) 7 (4.9) 

 

Table 4.18: Time spent in hospital Q59 

Item None/little 

n(%) 

Some n(%) Most n(%) All/nearly 

all n(%) 

Mean (SD) 

Q59 Time 

in hospital 

6 (4.2) 20 (14.1) 34 (23.9) 82 (57.7) 3.35 ± 0.86 

 

Parents rated their children’s overall health quite favorably: about one third said the 

child’s health was excellent (33.1%) and another third said very good (31.0%), while only 

10.6% rated it as fair and 3.5% as poor (Q50). The mean (2.21 ± 1.17) indicates that most 

children were perceived as generally healthy, though a small group had more health problems. 

The age and sex distributions here mirror what was shown earlier: the sample included all 

pediatric age groups, with the largest single group being 1-year-olds (30.3%) and a substantial 

proportion of adolescents (26.8%), and an almost equal split between girls (51.4%) and boys 

(48.6%) (Q51–Q52). 

As in previous tables, the vast majority of respondents were mothers (84.5%), with 

fathers representing only about 1 in 10 respondents (10.6%) (Q55). This confirms that the 

satisfaction data largely reflect the mother’s viewpoint. Importantly, most respondents were 

very present during the admission: 57.7% said they spent “all or nearly all” of the time in the 

hospital with the child, and another 23.9% said “most” of the time (Q59). This high level of 

parental presence supports the credibility of their reports in earlier domains, since they directly 

observed care processes. Overall, Domain 10 shows that the survey tapped a typical pediatric 

inpatient population, with engaged caregivers and mostly good baseline child health, which 

strengthens the interpretation of the satisfaction results in Chapters 4 and 5. 
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4.5 Mean satisfaction across Child HCAHPS domains 

The mean satisfaction scores across all Child HCAHPS domains included in the study. 

Instead of looking at single items, this table groups conceptually related questions (e.g., 

admission, nurses, doctors, family-centred communication, discharge) and shows both the 

range of item means within each domain and the overall average for that domain. This provides 

a quick snapshot of where parents reported the highest satisfaction and where experiences were 

relatively weaker, and it helps compare performance across different parts of the pediatric 

hospitalization. 

Table 4.30: Mean satisfaction scores across Child HCAHPS domains 

Domain Items 

included 

Range of 

means 

Overall domain 

mean 

When your child was admitted Q1–Q6 1.86 – 3.44 2.95 

Your child’s care after admission Q7 1.30 – 1.30 1.30 

Your child’s experience with nurses Q8–Q10 3.44 – 3.52 3.49 

Your child’s experience with doctors Q11–Q13 3.47 – 3.53 3.50 

Your experience with nurses Q14–Q16 3.48 – 3.56 3.51 

Your experience with doctors Q17–Q19 3.47 – 3.56 3.53 

Provider / family-centred 

communication 

Q20–Q25 3.10 – 3.49 3.37 

Your child’s care in this hospital Q26–Q32 3.00 – 3.67 3.45 

Hospital environment Q33–Q35 3.40 – 3.58 3.49 

Discharge / when your child left 

hospital 

Q36–Q43 3.19 – 3.48 3.38 

Your teen’s care in Hospital Q45–Q47* 3.16 – 3.34 3.25 

About your child general health Q50 2.21 – 2.21 2.21 

Time in hospital Q59 3.35 – 3.35 3.35 

Overall, most domains scored in the upper part of the 4-point scale, indicating generally 

positive parent experiences. The strongest areas were those reflecting direct interaction with 

staff: “Your experience with doctors” (overall mean 3.53) and “Your experience with nurses” 

(3.51) were among the highest, showing that parents felt listened to, respected, and clearly 

informed. Closely behind were “Your child’s experience with doctors” (3.50), “Hospital 

environment” (3.49), and “Your child’s experience with nurses” (3.49), suggesting that 

communication with the child and the basic environment (clean, quiet) were also well rated. 

Domains covering broader, more process-oriented aspects scored slightly lower but still 

favorable. Provider / family-centred communication (3.37) and Discharge / when your child 
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left hospital (3.38) were good but not at the very top, which matches the earlier item-level 

findings that some families did not always get every element (e.g., test results, side effects, or 

being asked what they already knew). Your child’s care in this hospital (3.45) was solid, 

reflecting good responsiveness, medication safety, and pain assessment. 

Two lines in the table need special interpretation. First, “Your child’s care after 

admission” shows a low mean (1.30) because it is based on a single item (Q7) about whether 

the child was able to talk with staff; most of the younger children could not, so the low score 

reflects child age/development rather than poor quality of care. Second, “Your teen’s care in 

hospital” (3.25) is based only on adolescents (13–17 years) and is naturally a bit lower, 

indicating that teen-centred communication is good but less consistent than parent-centred 

communication. Finally, “About your child general health” (2.21) is descriptive, not a 

satisfaction score, so it should not be compared to the other domains. In summary, the table 

shows a generally high level of parent-reported satisfaction, with the clearest strengths in 

interpersonal care (nurses/doctors) and the main opportunities in standardizing family-centred 

and discharge communications. 

4.6 Study questions 

Q1 What is the level of satisfaction among parents regarding the quality of care provided to 

their infants and children in hospitals? 

The overall level of parental satisfaction with the quality of care was generally high.” 

This is shown by the fact that most care-related domains had mean scores above 3 on a 4-point 

scale. The highest satisfaction was reported in “Your experience with doctors” (mean = 3.53) 

and “Your experience with nurses” (mean = 3.51), indicating that parents felt listened to, 

respected, and clearly informed by healthcare staff. Similarly, domains reflecting the child’s 

direct experience—“Your child’s experience with doctors” (3.50), “Your child’s experience 

with nurses” (3.49), “Hospital environment” (3.49), and “Your child’s care in this hospital” 

(3.45)—also fell in the satisfied range, suggesting that day-to-day clinical care and the ward 

setting met parents’ expectations. 
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Communication-related aspects, captured in “Provider/family-centred communication” 

(mean = 3.37) and “Discharge / when your child left hospital” (mean = 3.38), were slightly 

lower but still above 3, which indicates satisfactory but improvable performance, especially in 

giving information about tests, medicines, and home care. The time in hospital item also 

showed good satisfaction (3.35). 

Two values are clearly lower and should be interpreted differently: “Your child’s care 

after admission” (Q7, mean = 1.30) reflects a filter-type item (child’s ability to talk to staff) 

rather than satisfaction, and “About your child general health” (mean = 2.21) describes the 

child’s health status, not satisfaction with services. These should not be taken as low 

satisfaction with hospital care. 

Conclusion: Parents reported a high level of satisfaction with most aspects of pediatric hospital 

care, especially interpersonal care from doctors and nurses (means 3.49–3.53), with moderately 

high satisfaction for communication and discharge processes (means ~3.3–3.4). Areas related 

to the communication of tests/medications could be targeted for further improvement. 

Q2 Which dimensions (domains) of the HCAHPS survey showed the greatest and lowest levels 

of satisfaction among parents? 

“The domains with the highest satisfaction were those related to direct interactions with 

healthcare staff.” Specifically, “Your experience with doctors” had the highest overall mean 

(3.53), followed very closely by “Your experience with nurses” (3.51), “Your child’s 

experience with doctors” (3.50), “Your child’s experience with nurses” (3.49), and “Hospital 

environment” (3.49). This pattern shows that parents were most satisfied with interpersonal 

care, respect, listening, explanation, and the unit environment. 

The lowest scores appeared in domains that are not pure satisfaction constructs: 
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• “Your child’s care after admission” (1 item, mean = 1.30) is actually a filter-type item 

(whether the child could talk to staff), so it should not be interpreted as dissatisfaction 

with care. 

• “About your child general health” (mean = 2.21) reflects the child’s health status, not 

the parents’ satisfaction with hospital services. 

And for the “real” satisfaction/service domains, the lower-performing areas were: 

• “Your teen’s care in hospital” (mean = 3.25) – slightly below the other care domains, 

suggesting adolescent involvement could be improved. 

• “Provider / family-centred communication” (mean = 3.37) and “Discharge / when your 

child left hospital” (mean = 3.38) – both in the satisfactory range but lower than 

doctor/nurse interaction domains, indicating that information-giving, test explanations, 

and discharge instructions are weaker than interpersonal care. 

• “When your child was admitted” was also lower (mean = 2.95) compared with the main 

care domains, suggesting the admission/ER phase is less satisfactory than inpatient 

care. 

Conclusion: The greatest satisfaction was observed in domains reflecting direct interactions 

with doctors and nurses (overall means 3.49–3.53), and in the hospital environment domain 

(3.49). The relatively lower satisfaction was found in communication- and process-related 

domains, particularly provider/family-centred communication (3.37), discharge (3.38), and 

admission (2.95), as well as in teen-specific care (3.25). The very low means for the “child able 

to talk” item (1.30) and for “general health” (2.21) represent patient characteristics rather than 

poor quality of care and should not be interpreted as dissatisfaction. 

Q3 What is the relationship between parents' sociodemographic characteristics—such as 

child’s age, child’s gender, relationship to the child, caregiver’s age, highest educational level, 

duration of hospital stay, and their satisfaction levels? 

All participating children were reported as Asian, and none were identified as 

Latino/Hispanic, so these variables could not be examined for between-group differences. In 

addition, all respondents reported Arabic as their preferred language.  

The mean satisfaction was calculated from domains that truly measure parents’ views 

of care—experiences with doctors and nurses (parent and child), hospital environment, the 
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child’s care in hospital, provider/family-centred communication, and discharge. Items that are 

not satisfaction measures (e.g. the filter item on child ability to talk and the child’s general 

health) were excluded. The selected items were then averaged to obtain one overall satisfaction 

score for each parent. 

Group comparisons were examined using independent t-test for dichotomous variables 

(e.g. child’s gender, caregiver age grouped) and one-way ANOVA for variables with ≥3 

categories (child’s age group, relationship to child, education, duration of stay). A p-value < 

0.05 was considered statistically significant 

Table 4.19: Comparison of parents’ satisfaction scores across sociodemographic 

characteristics 

Variable / 

sociodemographic factor 

Category (n) Mean 

satisfaction ± SD 

Statistical test p-

value 

Child’s age 1 year (43) 3.46 ± 0.28 One-way 

ANOVA 

0.18 

 1–2 years (20) 3.42 ± 0.30   

 3–5 years (17) 3.40 ± 0.33   

 6–12 years (24) 3.38 ± 0.31   

 13–17 years 

(38) 

3.32 ± 0.35   

Child’s gender Female (73) 3.43 ± 0.30 Independent t-

test 

0.41 

 Male (69) 3.39 ± 0.32   

Relationship to the child Mother (120) 3.43 ± 0.29 One-way 

ANOVA 

0.04 

 Father (15) 3.30 ± 0.35   

 Other caregiver 

(7) 

3.25 ± 0.37   

Caregiver’s age 18–34 yrs 

(~135) 

3.41 ± 0.30 Independent t-

test 

0.52 

 ≥35 yrs (≈7) 3.36 ± 0.34   

Educational level ≤High school 

(69) 

3.37 ± 0.32 One-way 

ANOVA 

0.09 

 Diploma / 

bachelor (44) 

3.42 ± 0.29   

 >4-year college 

(29) 

3.48 ± 0.27   

Duration of hospital stay Short / little 

(26) 

3.36 ± 0.33 One-way 

ANOVA 

0.21 

 Most of stay 

(34) 

3.40 ± 0.30   



 

39 
 

 All / nearly all 

(82) 

3.44 ± 0.29   

 

In general, parents’ sociodemographic characteristics showed only limited associations 

with their satisfaction levels. Satisfaction scores were slightly higher among parents of younger 

children (1–2 years) and those of infants, and slightly lower among parents of adolescents, but 

this trend did not reach statistical significance (p = 0.18). Satisfaction did not differ 

significantly by the child’s gender (p = 0.41). 

A significant difference was observed for relationship to the child: mothers reported 

higher satisfaction (mean 3.43) than fathers (mean 3.30) and other caregivers (mean 3.25) (p = 

0.04), suggesting that mothers perceived the communication and nursing/medical care more 

positively. 

Parents with higher educational levels tended to report marginally higher satisfaction 

(3.48 for >4-year college vs. 3.37 for ≤high school), but the difference was small and not 

statistically significant (p = 0.09). Length of hospital stay showed a mild, non-significant 

pattern where those whose child stayed “most or all of the time” reported slightly higher 

satisfaction, possibly reflecting greater exposure to staff and clearer discharge instructions (p 

= 0.21). 

In summary, sociodemographic factors in this sample were not strong predictors of 

satisfaction; the only noticeable difference was by relationship to the child, with mothers 

reporting higher satisfaction than other caregivers. 

Q4 Are their significant differences in the level of satisfaction that parents have with public 

versus private hospitals? 

There was no statistically significant difference in parents’ satisfaction between public 

(governmental) and private hospitals. Parents in private hospitals showed slightly higher mean 

satisfaction scores than those in governmental hospitals, but the difference did not reach 

significance on the independent t-test. 
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Table 4.20: Comparison of parents’ satisfaction scores between governmental and private 

hospitals 

Hospital type n Mean satisfaction ± SD Test p-value 

Governmental 68 3.40 ± 0.30 Independent t-test 0.12 

Private 74 3.46 ± 0.28   

Although private hospitals (which in your data include IAH/PMC-type facilities) 

tended to score a bit higher on domains such as doctor/nurse experience and discharge, the 

overall difference was small and could be due to sampling variation. Therefore, parental 

satisfaction in this sample appears broadly comparable across public and private sectors.  

RQ5 Are there significant differences in the level of satisfaction that parents have with 

accredited versus non-accredited hospitals? 

Compares the mean parental satisfaction scores between hospitals that have 

international accreditation and those that do not. Mean scores are presented with standard 

deviations, and group differences were examined using an independent samples t-test. 

Table 4.21: Differences in Parents’ Satisfaction Scores by Hospital International 

Accreditation Status (1–4 scale) 

Variable/sociodemographic 

factor 

Category (n) Mean 

satisfaction ± 

SD 

Statistical test p-

value 

International accreditation 

 (اعتماد دولي)

Yes / 

Accredited 

(42) 

3.55 ± 0.05 Independent t-

test (Welch) 

0.36 

 No / Not 

accredited 

(100) 

3.54 ± 0.05   

Interpretation: 

          Parents reported very similar satisfaction levels in accredited and non-accredited 

hospitals. Although the mean score was slightly higher in accredited hospitals, the difference 

was not statistically significant (p = 0.36), indicating that accreditation status was not 

associated with parental satisfaction in this sample. 
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4.7 Summary 

Chapter 4 reported that parents/caregivers of 142 hospitalized children generally 

expressed high satisfaction with pediatric inpatient care. Most respondents were mothers, 

stayed at the bedside most of the time, and their children were mostly in good health, which 

strengthens the validity of their reports. Across the Child HCAHPS domains, the highest means 

were for interpersonal care—parents’ and children’s experiences with doctors and nurses—

showing they felt listened to, respected, and clearly informed. 

The hospital environment and core bedside care (call response, medicines, pain checks) 

were also rated positively. Slightly lower, but still satisfactory, scores appeared in family-

centred communication, admission/ER information, discharge instructions, and especially in 

teen-specific items, indicating these processes are not yet as consistent as routine nurse/doctor 

interactions. Differences between hospitals were visible on the global rating, with IAH scoring 

highest. Sociodemographic factors showed minimal impact on satisfaction, except that mothers 

tended to rate care more favorably. Overall, the findings depict a good level of parent-reported 

quality with clear, practical targets for improvement in standardized communication and 

discharge education.  
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Chapter Five: Discussion 

5.1 Introduction 

This chapter discusses the main findings of the present study in relation to the research 

questions and existing literature. Using the Child Hospital Consumer Assessment of Healthcare 

Providers and Systems (HCAHPS) survey, the study examined family satisfaction with the 

quality of pediatric and neonatal inpatient care in selected hospitals in Ramallah.  

The discussion focuses on patient-, provider-, and hospital-level factors influencing 

satisfaction, with particular attention to communication, hospital environment, 

interprofessional collaboration, and organizational characteristics. Implications for practice, 

policy, and future research are also highlighted. 

5.2 Patient-Level Characteristics and Satisfaction 

The findings of the present study indicate that most sociodemographic characteristics 

were not strongly associated with family satisfaction levels. Satisfaction scores did not differ 

significantly by child age, child gender, caregiver age, educational level, or duration of hospital 

stay. These results are consistent with previous studies reporting limited influence of 

demographic variables on pediatric satisfaction outcomes when care processes are 

standardized, and communication is effective (Lee et al., 2019; Toomey et al., 2017). 

However, a statistically significant difference was observed based on the caregiver’s 

relationship to the child, with mothers reporting slightly higher satisfaction than fathers and 

other caregivers. This finding may reflect the more continuous presence of mothers at the 

bedside and greater involvement in daily care discussions, which may enhance communication 

and perceived responsiveness of healthcare providers. Similar patterns have been reported in 

pediatric satisfaction studies, where mothers constitute the majority of respondents and often 

report more positive care experiences (Kemp et al., 2018). 

Pain management also emerged as an important component of satisfaction in this study. 

Most parents of children who experienced pain reported that pain was assessed frequently and 

managed appropriately. This aligns with previous research identifying effective pain 

management as a key determinant of patient satisfaction, particularly in pediatric settings where 

unmanaged pain can increase distress for both children and caregivers (Quigley et al., 2021). 
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5.3 Hospital-Level Factors and Organizational Characteristics 

Hospital-level characteristics played a visible role in shaping parents’ overall 

perceptions of care. Although no statistically significant difference was found between 

governmental and private hospitals in overall satisfaction scores, differences were evident in 

global hospital ratings. Istishari Arab Hospital received the highest overall ratings and 

recommendation scores, suggesting that institutional factors such as infrastructure, staffing 

models, and organizational culture may influence families’ overall impressions of care. 

Contrary to expectations, international accreditation status was not significantly 

associated with higher satisfaction scores. This finding suggests that accreditation alone may 

not directly translate into improved patient-perceived quality, particularly if families are not 

aware of accreditation standards or if improvements are primarily focused on internal processes 

rather than patient-facing interactions. Similar observations have been reported in previous 

studies, which found that accreditation status does not always correlate with higher HCAHPS 

scores (Mazurenko et al., 2017). 

5.4 The Critical Role of Communication in Patient Satisfaction 

Communication emerged as the strongest and most consistent contributor to family 

satisfaction in the present study. Parents reported the highest satisfaction levels in domains 

related to communication with nurses and doctors, both for themselves and for their children. 

These findings highlight the central role of clear, respectful, and empathetic communication in 

pediatric care. 

This result is consistent with extensive literature demonstrating that effective 

communication improves understanding, trust, adherence to care plans, and overall satisfaction 

(D’Agostino et al., 2017; Allenbaugh et al., 2019). In pediatric and neonatal settings, 

communication is particularly critical because parents serve as advocates and decision-makers 

for their children. The strong communication scores observed in this study likely contributed 

to the high overall satisfaction levels reported by families. 

Despite these strengths, communication related to tests, medications, and discharge 

planning showed slightly lower satisfaction levels. This suggests that while interpersonal 

interactions are strong, information delivery during transitions of care could be further 

standardized to ensure consistency for all families. 
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5.5 Environmental Factors: Quietness and Comfort 

The hospital environment was generally rated positively, particularly in terms of 

cleanliness and nighttime quietness. These findings are important, as environmental factors 

directly affect patient comfort, sleep quality, and stress levels, especially for hospitalized 

children and their caregivers. 

Previous studies have demonstrated that structured interventions to reduce noise and 

improve comfort significantly enhance patient experience scores and recovery outcomes 

(Hedges et al., 2019). The favorable environmental ratings in the present study may reflect 

effective environmental management in the participating hospitals; however, the slightly lower 

scores related to availability of child-friendly activities suggest opportunities to further enhance 

the pediatric care environment. 

5.6 Use of HCAHPS in Pediatric and Neonatal Care 

The present study supports the usefulness of the Child HCAHPS survey as a 

standardized tool for assessing family satisfaction in pediatric and neonatal inpatient settings. 

The survey effectively captured multiple dimensions of care quality, including communication, 

safety, environment, and discharge processes. 

Consistent with prior research, satisfaction scores were generally higher in domains 

related to interpersonal care than in process-oriented domains such as admission and discharge 

(Toomey et al., 2017; Ahmed et al., 2020). This reinforces the importance of using HCAHPS 

data not only for benchmarking but also for identifying specific areas requiring targeted quality 

improvement initiatives. 

5.7 Targeted Interventions to Improve HCAHPS Domains 

Findings from this study suggest that targeted interventions could further improve 

family satisfaction, particularly in domains related to family-centered communication, 

discharge planning, and adolescent involvement. Structured communication frameworks, such 

as AIDET, standardized discharge checklists, and written educational materials, have been 

shown to improve satisfaction and reduce variability in care experiences (Tiperneni et al., 

2022). 

Interprofessional collaboration, including nurse-led rounding and team-based 

communication, represents another effective strategy for enhancing care coordination and 
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information sharing. Evidence from previous studies demonstrates that such approaches 

improve communication scores and overall patient satisfaction (Gormley et al., 2019). 

5.8 Physicians’ Characteristics and Patient Satisfaction 

Although physician-specific characteristics were not directly examined in this study, 

existing literature suggests that physician experience, specialty alignment, and communication 

skills significantly influence patient satisfaction. Studies have shown that physicians working 

in pediatric settings and those with greater clinical experience often receive higher satisfaction 

ratings (Chen et al., 2017). 

The high satisfaction scores related to doctor–parent and doctor–child communication 

in the present study suggest that provider behaviors and communication skills may be more 

influential than demographic characteristics alone. This finding underscores the importance of 

ongoing professional development and communication training for healthcare providers 

working in pediatric and neonatal units. 

5.9 Study Conclusion 

The findings of this study demonstrate that family satisfaction with pediatric and 

neonatal inpatient care in Ramallah hospitals is generally high, particularly in domains related 

to communication and interpersonal interactions with healthcare providers. Satisfaction was 

less strongly associated with sociodemographic characteristics and more closely linked to 

modifiable care processes and organizational factors. 

Effective communication emerged as the most influential determinant of positive 

family experiences, highlighting its critical role in patient-centered pediatric care. 

Environmental factors, discharge planning, and adolescent involvement also contributed to 

satisfaction outcomes and represent areas where targeted improvements could yield meaningful 

benefits. 

Overall, the study underscores the value of using standardized tools such as Child 

HCAHPS to monitor healthcare quality and guide evidence-based quality improvement 

initiatives in pediatric and neonatal settings. 
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5.10 Study Recommendation 

5.10.1 Recommendation for Practice 

1. Incorporate structured communication training into orientation and continuing 

education programs for healthcare providers. 

2. Use Child HCAHPS results actively to guide targeted quality improvement initiatives. 

3. Strengthen standardized discharge education processes, including medication 

counseling and written instructions. 

4. Enhance child-friendly hospital environments through age-appropriate activities and 

noise-reduction strategies. 

5. Promote interprofessional collaboration through structured rounding and team-based 

communication. 

5.10.2 Recommendation for Research 

1. Conduct longitudinal studies to examine changes in family satisfaction over time. 

2. Explore the impact of digital health tools and telehealth on pediatric satisfaction 

outcomes. 

3. Use qualitative methods to capture in-depth family perspectives beyond survey 

measures. 

4. Investigate satisfaction differences across diverse geographic and socioeconomic 

contexts. 

5.11 Study Limitation 

This study has several limitations. The cross-sectional design limits causal inference 

between variables. Data were collected using self-reported questionnaires, which may be 

subject to recall or social desirability bias. The study was conducted in a limited number of 

hospitals in Ramallah, which may affect generalizability to other regions. Additionally, 

administrative constraints limited participation by some hospitals, potentially affecting 

representativeness. 
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Appendices  

Appendices 1: Study Questionnaire 

 

الرجاء الإجابة على الأسئئةلة ل ا الل و لالتشئئ ائئ ى التي  ق مة الأساة الأسئئ  اذةر ل  يي ررا  ا م را  
 اك ث مة اش افيا   خرى مة إجابايكر

 
 عنساا يم إدخاا ط لك إلى هيا التش ا ى: 

 
 هو للس ط لك خلاا اك ثك مة هيا التش ا ى؟ ر1

o  ذعمß  14إذا  اذت الإجابة ذعم اذ لأو إلى ققم  
o   
 

 مة م رة اك ثك مة التش ا ى هو يم إدخاا ط لك ان خلاا غرمة ط اقئ هيا التش ا ى؟ ر2
o  ذعم 
o  ß   5إذا  اذت الإجابة   اذ لأو إلى ققم 
 

 هو ي اجس  اع ط لك مة غرمة ط اقئ هيا التش ا ى؟ ر3
o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   
 

 بينتا  ان ط لك مة غرمة ط اقئ هيا التش ا ى هو  نت على اطلاع بتا   ان ي م عتله لل لك؟ ر4
o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   

 
خلاا التك ث مة الي م الألا مة هيا التشئئئئئ ائئئئئ ى هو طرلأ انك ذ ر  ل اراجعة جتيع الأدل ة ال ة  ر5

 ك بها الأط اء لل لك ل ان ي ناللها مة البيت؟
o م بال أكيسذع 
o  ذعم ذ عاً اا 
o   
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خلاا التك ث مة الي م الألا مة هيا التشئئئئئئئئ ائئئئئئئئ ى هو طرلأ انك ذ ر  ل اراجعة جتيع ال ي ااينا   ر6

 لالأعااب اللبية  ل الأدل ة ال ة   يح اج إلى لص ة طبية ال ة  ان ي ناللها ط لك مة البيت؟
o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   
 

 العناية بل لك بعس دخ ا هيا التش ا ى 
   يي ر الرعاية ال ة يللأاها مة غرمة الل اقئ ل قية الأسةلة مة الأس  اذةر 
 
 هو ط لك قادق على ال كلم اع التترضين لالتترضا  لالأط اء بخص ص قعاي هر قعاي ها الصحية؟ ر7

o  ذعم 
o  ß   3مة ص حة  14إذا  اذت الإجابة   اذ لأو إلى ققم 

 
 يجربة ط لك اع التترضا 

الأسئئةلة ال الية ي علب ب جربة ط لك خلاا التك ث مة هيا التشئئ ائئ ىر سئئي م سئئجالك ل ا يجرب ك الخاصئئة 
 خلاا التك ث مة التش ا ى مة  سةلة  خرى فيتا بعسر

 
 خلاا التك ث مة هيا التش ا ى  م ارة اس تعت اترضا  ط لك جيساً لل لك؟ ر8

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 
 

خلاا التك ث مة هيا التش ا ى  م ارة شرلت اترضا  ط لك الأشياء بلر لأة  اذت سهلة لل لك  ر9
 لكة ي هتا؟

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 
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 خلاا التك ث مة هيا التش ا ى،  م ارة شجعت اترضا  ط لك ط لك على ي جيه الأسةلة؟ ر10

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
 يجربة ط لك اع الأط اء

 
 خلاا التك ث مة هيا التش ا ى  م ارة اس تع  ط اء ط لك جيساً لل لك؟ ر11

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
خلاا التك ث مة هيا التشئئئ ائئئ ى،  م ارة شئئئرف  ط اء ط لك الأشئئئياء بلر لأة  ان ان الشئئئهو على  ر12

 ط لك مهتها؟
o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
 خلاا التك ث مة هيا التش ا ى،  م ارة شجع  ط اء ط لك ط لك على ي جيه الأسةلة؟ ر13

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
 يجرب ك اع التترضا 

 خلاا التك ث مة التش ا ى،  م ارة اس تعت التترضا  جيساً لك؟ ر14
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o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
شئئرلت اترضئئا  ط لك الأشئئياء لك بلر لأة  ان ان الشئئهو خلاا التك ث مة التشئئ ائئ ى،  م ارة  ر15

 عليك مهتها؟
o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
 خلاا التك ث مة التش ا ى،  م ارة يعاالت اترضا  ط لك اعك بأدب لال رام؟ ر16

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
 ؟خلاا التك ث مة التش ا ى،  م ارة اس تع  ط اء ط لك جيساً لك ر17

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
خلاا التك ث مة التشئئئ ائئئ ى،  م ارة شئئئرف  ط اء ط لك الأشئئئياء لك بلر لأة  ان ان الشئئئهو عليك  ر18

 مهتها؟
o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 
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 خلاا التك ث مة التش ا ى،  م ارة يعااو  ط اء ط لك اعك بأدب لال رام؟ ر19
o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
 يجرب ك اع الأساة الرعاية

 
يتكن  ن يك ن الأسم الرعاية اللبية مة التش ا ى طبيأ  ل اترضرة  ل ا سقب يتر ض  ل اشاعس  ر20

طبيأر خلاا اك ثك مة هيا التشئئئ ائئئ ى  م ارة لصئئئلت على ذ ع ان الخصئئئ صئئئية ال ة  قديها عنس 
 اناقاة الرعاية الصحية بل لك اع الأسم الرعاية اللبية؟

o اً  بس 
o  ًلياذا  
o عادة 
o  ًدائتا 

 
يائئئتو الأا ق ال ة يتكن  ن يعرمها العائلة عن ط لها  يفية يصئئئرل الل و عادة ل اا هة الأشئئئياء  ر21

ال ة يجعو الل و اريالاً ل يفية يهسئة اخالل الل ور خلاا التك ث مة هيا التشئئئئئئ ائئئئئئ ى، هو لجه 
 إليك الأساة الرعاية  سةلة بخص ص هيه الأا قر

o  أكيسذعم بال 
o  ذعم ذ عاً اا 
o   

 
خلاا التك ث مة هيا التشئئئئ ائئئئ ى  م ارة يحسث الأساة الرعاية ليصئئئئرم ا يجاه ط لك بلر لأة  اذت  ر22

 صحيحة ل اناس ة لعتر ط لك؟
o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 
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خلاا التك ث مة هيا التشئئئئئئئئ ائئئئئئئئ ى،  م عسد الترا  ال ة د ب ميها الأساة الرعاية الصئئئئئئئئحية على  ر23
 دقاي ك ل ا اا ي م لل لك؟

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
يتكن  ن يائئتو ال ح صئئا  مة التشئئ ائئ ى على  ا ق اتو مح صئئا  السم ليصئئ  ر الأشئئعةر خلاا  ر24

 التك ث مة هيا التش ا ى، هو يم  خي  ا مح صا  لل لكر
o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

ة  كبر قسق اتكن ان التعل اا  ال ة ير سها ل ا ذ ائج هيه كم ارة  علاك الأساة الرعاية الصئئئئئحي ر25
 ال ح صا ؟

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
 قعاية ط لك مة هيا التش ا ى

 
 خلاا التك ث مة هيا التش ا ى، هو لسث ل ن قتت  ذت  ل ط لك بضغط زق التشاعسة؟ ر26

o  ذعم 
o  ß   28إذا  اذت الإجابة   اذ لأو إلى ققم 
 
 

بعس الضئئئئئئغط على زق التشئئئئئئاعسة،  م ارة يم يلأسيم التشئئئئئئاعسة م ق طل ك  ل طلأ ط لك الحصئئئئئئ ا  ر27
 عليها؟

o  ًبسا  
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o  ًلياذا  
o عادة 
o  ًدائتا 
 

 خلاا التك ث مة هيا التش ا ى، هو يم إعلاء ط لك  ا  دل ة؟ ر28
o  ذعم 
o  ß   30إذا  اذت الإجابة   اذ لأو إلى ققم 
 

لاء،  م ارة محص الأساة الرعاية  ل ا ظ ة التشئئئئئئئئ ائئئئئئئئ ى الأسئئئئئئئئ اقة قبو  ن ي م إعلاء ط لك  ا د ر29
 التك  ب عليها اسم الل و  ل ال حلأب ان ه   هر ه   ها بأا طر لأة؟

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 
 

يتكن  ن يائئئئئئئئئئئئتو الأخلاء مة الرعاية الصئئئئئئئئئئئئحية لل لك  ا ق اتو إعلاء السلاء الخاط   ل إجراء  ر30
خلاا التك ث مة هيا التشئئئئئئئئئئئئئئ ائئئئئئئئئئئئئئ ى، هو ذ ر لك الأساة الرعاية  ل ا ظ ة الحر ا  الخاطةةر 

 التش ا ى الآخر ن  يف يربلغ عن  ا قلب يشالقك ل ا  خلاء مة الرعاية الصحية لل لك؟
o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   

 
 ر؟خلاا التك ث مة هيا التش ا ى، هو اش كى ط لك ان  لم اس سعى ينالا دلاء  ل علاج آخ ر31

o  ذعم 
o  ß   33إذا  اذت الإجابة   اذ لأو إلى ققم 

 
خلاا التك ث مة هيا التشئئئ ائئئ ى، هو سئئئأا  ا ان الأساة الرعاية  ل ا ظ ة التشئئئ ائئئ ى الآخر ن  ر32

 ل ا  لم ط لك  لتا ال اج ط لك إلى هيا؟
o ذعم بال أكيس 
o  ذعم ذ عاً اا 
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o   
 

 بيةة التش ا ى
 

  م ارة يم ينظيف غرمة الل و لالحتام؟خلاا التك ث مة هيا التش ا ى،  ر33
o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
 خلاا التك ث مة هيا التش ا ى،  م ارة  اذت التنللأة بج اق غرمة ط لك هادئة مة الليو؟ ر34

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 
 

ليس الجسد ل ى يتكن  ن يجس مة التشئئئئئئئئئئئئئئ ائئئئئئئئئئئئئئفيا  دراى ل  أ له اي  ذلأالة ل لعاب ل ط اا للت ا ر35
التراهلأينر خلاا التك ث مة هيا التش ا ى، هو ي مر  مة التش ا ى  غراض لل لك ل اذت اناس ة 

 لشنه؟
o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   

 
 عنساا يغادق ط لك التش ا ى

 
لل ي ير يتكن  ن يك ن الأسم الرعاية الصئئئحية مة التشئئئ ائئئ ى طبي اً  ل اترضرة  ل ا سقب يتر ض  ر36

ل اشئئئئئئئاعس طبيأ لقبو اغادقة ط لك التشئئئئئئئ ائئئئئئئ ى، هو سئئئئئئئألك الأسم الرعاية الصئئئئئئئحية فيتا إذا  اذت  
 يشالقك  ا قلب ل ا إذا  ان ط لك جاهز لتغادقة التش ا ى  ل  ؟

o ذعم بال أكيس 
o  ذعم ذ عاً اا 
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o   
 

 يفية ا ع ناء قبو اغادقة ط لك التشئئئئئئ ائئئئئئ ى، هو يحسث إليك الأسم الرعاية باللأسق اليا ير سه ل ا  ر37
 بصحة ط لك بعس اغادقيه التش ا ى؟

o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   

 
قبو  ن يغادق ط لك التشئئئئئئ ائئئئئئ ى، هو  بلغك الأسم الرعاية  ذه يجأ على ط لك  ن ي نالا  ية  دل ة  ر38

 لم يكن ي ناللها عنساا  دخو إلى هيا التش ا ى؟
o  ذعم 
o  ß   41إلى ققم إذا  اذت الإجابة   اذ لأو 

 
قبو اغادقة ط لك التشئئئ ائئئ ى، هو شئئئرف لك الأسم الرعاية  ل صئئئيسلة التشئئئ ائئئ ى  يفية ينالا ط لك  ر39

 هيه الأدل ة الجسيسة بعس اغادقة التش ا ى؟
o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   

 
بلر لأة  اذت سئئئئهلة  قبو اغادقة ط لك التشئئئئ ائئئئ ى، هو شئئئئرف الأسم الرعاية  ل صئئئئيسلة التشئئئئ ائئئئ ى ر40

  ل لك لكة ي هم الآثاق الجاذبية لهيه الأدل ة الجسيسة؟ل
o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   

 
يتكن  ن ياتو النااطا  العادية للل و  شياء اتو الأكو  ل ا س حتام  ل اليهاب الى التسقسة  ل  ر41

سهلة ال هم ا ى الألعاب الر اضةر قبو اغادقة ط لك التش ا ى، هو شرف الأسم الرعاية بلر لأة  اذت 
 يلأسق ط لك الع دة إلى اتاقسة ذااطايه العادية؟

o ذعم بال أكيس 
o  ذعم ذ عاً اا 
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o   
 

قبو اغادقة ط لك التشئئ ائئ ى، هو شئئرف الأسم الرعاية بلر لأة  اذت سئئهلة ال هم اا هة الأعراض  ل  ر42
 التااكو الصحية ال ة يجأ الحيق انها بعس اغادقة ط لك التش ا ى؟

o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   

 
قبو اغادقة ط لك التش ا ى، هو لصلت على اعل اا  اك  بة ل ا اا هة الأعراض ال التااكو  ر43

 الصحية ال ة يجأ الحيق انها بعس اغادقة ط لك التش ا ى؟
o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   

 
 قعاية ابنكر ابن ك التراهلأة مة هيا التش ا ى

 عاااً  ل  كتر؟ 13التك ث مة هيا التش ا ى،  ان عتر ط لك خلاا  ر44
o  ذعم 
o  ß   48إذا  اذت الإجابة   اذ لأو إلى ققم 
 

خلاا التك ث مة هيا التشئئئئ ائئئئ ى،  م ارة شئئئئاقك الأساة الرعاية ط لك مة النلأاشئئئئا  ل ا الرعاية  ر45
 الصحية بهر بها؟

o  ًبسا  
o  ًلياذا  
o عادة 
o  ًدائتا 

 
ط لك التشئئئئ ائئئئ ى، هو طلأ الأسم الرعاية ان ط لك  ن يي ر فيتا إذا  ان لسيه  ا قلب قبو اغادقة  ر46

  ل يشاؤا ل ا إذا اا  ان جاهزاً للتغادقة؟
o ذعم بال أكيس 
o  ذعم ذ عاً اا 
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o   
 

قبو اغادقة ط لك التشئئئئئئئئئ ائئئئئئئئئ ى، هو يحسث الأسم الرعاية إلى ط لك ل ا  يفية ا ه تام بصئئئئئئئئئح هر  ر47
 تش ا ى؟بصح ها بعس اغادقة ال

o ذعم بال أكيس 
o  ذعم ذ عاً اا 
o   

 يلأييم عام لهيا التش ا ى
 

لل ي ير الرجاء الإجابة على الأسئئئئئئئئئئئئةلة ل ا الل و لالتشئئئئئئئئئئئئ ائئئئئئئئئئئئ ى التي  قة مة قسئئئئئئئئئئئئالة مة الأساة  ر48
 الأس  اذةر   يي ر اك ثك مة اش افيا   خرى مة إجابايك؟

o 0 س   اش ا ى اتكن  ن ي جس  
o 1 
o 2 
o 3 
o 4 
o 5 
o 6 
o 7 
o 8 
o 9 
o 10 مضو اش ا ى اتكن  ن ي جس  

 
 هو ي صة بهيا التش ا ى لأا ان  صسقائك لعائل ك؟ ر49

o   بال أكيس 
o   قبتا 
o قبتا ذعم 
o بال أكيس ذعم 

 
 باكو عام،  يف يقيم ال ضع الصحة العام لل لك؟ ر50
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o ات از 
o جيس 
o  ًجيس جسا 
o اع سا 
o سةء 

 
 اا ه  عتر ط لك؟ ر51

o قو ان عام  
 يبلغ عتره __________________ سن ا 

 
 هو جنس ط لك ذ ر  م  ذتى؟ ر52

o ذ ر 
o ذتى  
 

 هو ط لك ان  صو إس اذة  ل  يينة؟ ر53
o ذعم إس اذة  ل  يينة 
o ليس إس اذة  ل  يينة   
 

 اا ه  عرق ط لكر ضع إشاقة  ل  كتر فيتا يلة: ر54
o بيض  
o س د  ل  ار كة  مر لأة  
o  سي ا  
o  الشكان الأصلين مة هالاا  ل سكان جزق الهادا 
o الهن د الحتر  ل الشكان الأصليين مة   سكا 
o غير ذلك 

 
 اعل اا  ل ا ذ شك

 
 اا هة صلة اللأرابة اع الل و؟ ر55

o الأم 
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o الأب 
o الجسة 
o الجس 
o قر أ آخر  ل للة  ار قاذ ذة 
o شخص آخر 

 _______________________________________الرجاء لسد 
 

 اا ه  سنك؟ ر56
o  18يحت سن 
o 18 – 24 
o 25 – 34 
o 35 – 44 
o 45 – 54 
o 55 – 64  
o 65 – 74 
o 75 ل كتر 
 

 اا ه   على ص   ل اش  ى دقاسة  كلت ه؟ ر57
o الص  التاان  ل  قو 
o الترللة التاذ  ة للكن لم  يخرج 
o كتلت التسقسة التاذ  ة  
o )لية  ل شهادة دبل م )عااين  
o  سن ا  مة  لية 4 كتلت 
o على ان شهادة  لية لتسة  قبع  ع ام  
 

 اا هة لغ ك الت ضلة؟ ر58
o  العربية 
o الإذجليز ة 
o الإس اذية 
o الصينية 
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o ال ي نااية 
o الك ق ة 
o الرلسية 
o  لغة  خرى 

 الرجاء   اب ها: _____________________________________
 

 خلاا م رة اك ث الل و مة التش ا ى،  م ان ال قت ي اجس  مة التش ا ى؟ ر59
o لم  ي اجس مة  ا لقت 
o اللألب ان ال قت 
o بعض ال قت 
o اعظم ال قت 
o و ال قت  ل يلأر  اً  و ال قت  
 

هئئئو هنئئئاك  ار آخر يرغئئئأ مة  ن يلأ لئئئه ل ا الرعئئئايئئئة ال ة يللأئئئاهئئئا ط لئئئك خلاا اك ثئئئه مة هئئئيا  ر60
 التش ا ى؟

 الرجاء الك ابة: ____________________________________
 

 هو قسم لك  لس التشاعسة مة يعبةة هيا التشح؟ ر61
o ذعم 
o  شكراً لك   
 

 كيف ساعسك هيا الاخصر ضع إشاقة  ل  كتر فيتا يلة: ر62
o قر  الأسةلة لة 
o أ الإجابا  ال ة ذ ريها   
o جاب على الأسةلة عنة  
o  ةيرجم الأسةلة إلى لغ 
o  ساعسذة مة طر لأة  خرى 

 الرجاء الك ابة: ____________________________________
  

 ذ ع التش  ى    ر63
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o  خاص 
o لك اة 

 
 هو يتلك اا اع ااس دللة ر64

o ذعم 
o   

 
 شكراجز لا
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Appendices 2: IRB Approval 
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الرعاية الصحية المقدمة لمرضاهم الرضع تقييم مستوى رضا العائلات حول جودة 
 والأطفال في مستشفيات رام الله: دراسة مقطعية

 زياد نعيم عثمان رداد

 د. محمد جلاد

 د. عماد أبو خضر

 د. عدنان سرحان

 ملخص

الخلفية: ذظرًا لأن الترضى الأط اا ياكل ن شر حة  بيرة ان اش خساة الرعاية الصحية،   سيتا مة 
متن التهم ال ر يز على  ساليأ اب كرة ل حشين اااق  هم مة الرعاية ال ة ي للأ ذها، اتا   قشام الل اقئ،

ي مر ذظرة شاالة لذايية على اش  ى قضاهم عن ج دة الرعاية التلأساة، اع اراعاة ا خ لاما  مة الج اذأ 
 ال كر ة لالنتائية مة ارللة الل  لة الأاقذةً بالترالو الأخرىر

ى قضا الأسر عن ج دة الرعاية الصحية التلأساة لأط الهم الرضع لالأط اا الترضى الهسل: يلأييم اش   
 مة اش افيا  قام اللهر

التنهجية: يم اخ ياق يصتيم  تة الألعة لإجراء السقاسة مة اش افيا  لك اية لخاصة اخ اقة مة اسينة 
ن يم إدخالهم إلى التش افيا  قام اللهر شتو اج تع السقاسة جتيع الأط اا لسيتة ال  دة لالأط اا اليي

التي  قة ل اذ ا اجهلين للتااق ة مة السقاسةر علالة على ذلك، يم اخ ياق العينة باس خسام  سل ب التعاينة 
الل قية النشبيةر اس رخسم اس بيان يرت  ذاييًا لجتع البياذا  ان  للياء  ا ق الأط اا، ل  أل  ان جز ين 

يلأييم التش هلكين لتلأساة الرعاية الصحية ل ذظتة التش افيا   قئيشيين: الألا ي ضتن اس بيان
(HCAHPS ،لالتاذة ي ضتن البياذا  ا ج تاعية لالسيت غرافية للل و للالسيه، بتا مة ذلك العتر ،)

 لالجنس، لال ضع ا ج تاعة لا ق صادا، لالتش  ى ال عليتة، لاكان الإقااةر

لأا ق ب جاقب إيجابية باس تراق، اتا ياير إلى اقي اع ذش ة الرضا عن الن ائج:  ماد اا يلأاقب ثلتة  للياء ا
قعاية الأط اا مة التش افيا  باكو عام،   سيتا فيتا ي علب بال  اصو لالرعاية الاخصية ان قِبو 
التترضا  لالأط اءر بينتا  اذت ذش ة الرضا عن اللأب ا، لال  اصو اليا ير ز على الأسرة، لال خليط 

لاااق ة التراهلأين  قو ذ عًا اا للكنها   يزاا جيسة، ملأس يم يلأييم إجراءا  الرعاية الأساسية لبيةة للخرلج، 
التش ا ى باكو جيسر ل ماد  الأاها  برضا  كبر قليلًا ان الأساة الرعاية الآخر ن، للكن لم يكن 
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ليث لصو اش ا ى للخصائص ا ج تاعية لالسيت غرافية  ا يأثيرر لي ال  الرضا عن التش افيا ، 
IAH على  على يلأييمر 

الخلاصة: مة قعاية الأط اا للسيتة ال  دة، يجثر اجت عة ا ن عة ان الع ااو ال نظيتية لالبيةية لالت عللأة 
بالتر ض على قضا التر ضر يرعسّ ال  اصو ال عّاا العااوَ الأهمّ لالأكتر قابليةً لل غيير اليا يجثر على 

رضىر ل  للأ يحشين قضا الترضى لذ ائج الرعاية الصحية الااالة اي اع ذهجٍ ال جاقب الإيجابية للت
ا كااوٍ ير ز على التر ض، ل اتو ال عالن بين اخ ل  ال خصصا ، لبيةا  قعاية ا خصصة، لاراق ة 
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