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Huom. taulukosta ei tarvitse huomioida a,b,c 
 Merkintöjä 

 

Lyhenteiden selitteet:  

 

AMI = Myocardian Infraction 

ED = Emergency Department 

 

Organisaatiotason laadunhallintajärjestelmien vaikutusta arvioitiin seuraavilla mittareilla: 

QMSI = Quality Management Systems Index 

QMCI = Quality Management Compliance Index 

CQII = Clinical Quality Implementation Index 

 

Osastotason muuttujat: 

TC = Teamwork Climate 

SC = Safety Climate 

L = Leadership 

 

n = otoskoko 

 

Beta (95% C.I.) = Luottamusväli kertoo millä välillä todellinen perusjoukon tunnusluvun arvo on tietyllä todennäköisyydellä.  

P-Value = Todennäköisyys havaita keskiarvojen välinen ero, joka on yhtä suuri tai suurempi kuin keskiarvojen välillä laskettiin havaituista keskiarvoista. 

Tilastollisesti merkitsevällä yhteydellä tarkoitetaan enintään 5 % riskitasoa, eli p < 0.05.  
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Methodology 

Concept analyses are intended to comprehensively elucidate the elements of a concept of interest, 

define its characteristics, assess its function and organization, and expand the body of knowledge 

regarding that concept. This concept analysis of family-centered care in the hospital environment was 

guided by the methodology described by Walker and Avant (2005). This method of concept analysis 

contains 8 steps which begin by selection of the concept to be examined and identification of the 

purpose of the analysis. Subsequent steps of this method identify the uses and qualities of the concept, 

develop model, borderline, and contrary cases to best exemplify the concept, recognize antecedents 

and consequences of the concept, and ultimately define “empirical referents”. Empirical referents 

“are classes or categories of actual phenomena that by their existence or presence demonstrate the 

occurrence of the concept itself.” This methodology best fit the objectives of this concept analysis. 

Data Sources 

Multiple databases were searched to obtain information for this concept 

analysis: CINAHL (Cumulative Index of Nursing and Allied Health Literature), PedMed, and 

ProQuest: Nursing and Allied Health. Key words used during searches included family-centered care, 

family-centred care, and family nursing, in combination with hospital setting, hospital environment, 

and hospital, as well as pediatric patient. References that were written in English or provided English 

translation were included. Many combinations of key terms yielded results that were too large and 

abstruse to adequately analyze. For example, the ProQuest search of family-centered care and hospital 

setting generated 4484 results. The terms family-centered care combined with hospital environment 

or hospital setting yielded the most applicable results that ranged from 359 to 22 depending on 

database and were more relevant to this analysis. In order to eliminate references that were not 

constructive to the analysis, sources with a foci of home care, primary care, or adult patients were 

excluded. A total of 37 references were found to be rich in content and utilized for the concept 

analysis. 

 

Assumptions 

The concept of family-centered care of hospitalized pediatric patients contains various underlying 

assumptions. First and foremost, family-centered care assumes that parents and other family members 

have the desire to participate in the care of the child, have continual information and communication 

from health care providers, and take part in the decisions for their hospitalized child. Nurses must be 

educated on the principles of family-centered care and are comfortable negotiating the care of the 

patients they care for. Nurses must also acknowledge the importance of family collaboration and 

participation in the child's recovery. To give customized family-centered care, nurses must assess first 

family dynamics, strengths, cultural values, and family roles. 
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Definitions 

Family-centered care in the hospital environment can be defined theoretically and operationally. 

Family-centered care can be theoretically defined as a philosophy of care that recognizes the family 

as central to the patient's life, views the patient in the context of the unique family, and supports 

family members in their role as caretakers. Operational definitions concentrate on a partnership where 

health care providers, such as nurses, and family members collaborate to construct the plan of care, 

negotiate patient care, make health care decisions, and continually evaluate care being provided to 

the patient. The following are key terms related to family-centered care in the hospital environment: 

 Family- a unique group of people who provide mental, emotional, physical, or social support 

for each other. A family defines who the members of their family are.  

 Collaboration- relationship between multiple parties with the goal of planning, developing, 

implementing, and/or evaluating an activity. 

 Cultural diversity- variety in race, ethnicity, socioeconomic class, religion, and life 

experiences. 

 Negotiation- discussions aimed at making decisions together or reaching an agreement. 

 Open communication- The exchange of information which is transparent, comprehensive, and 

unbiased. Open communication is supportive and truthful with equal opportunity among 

parties for participation. 

Characteristics 

The characteristics of family-centered care in the hospital environment are multifaceted and 

multidimensional. Within family-centered care, the care provided is holistic and planned around the 

family as a whole. Family-centered care recognizes the family as a constant in the child's life and the 

crucial role of family. The partnership between health care providers and family members is mutually 

beneficial and maintains dignity and respect. Family-centered care respects cultural diversity and 

views each family as unique. It also includes the deliberate involvement and encouragement of 

participation of family members at all levels of care. Family-centered care encompasses multiple 

levels of support of family members, including emotional, physical, spiritual and peer-to-peer. 

Communication within family-centered care is unbiased, constant, comprehensive, honest, open, 

respectful, and encouraged among all participants. Finally, nurses and family members negotiate the 

care of the patient.  

Antecedents 

Antecedents can be defined as “those events or incidents that must occur prior to the occurrence of a 

concept.” Multiple antecedents must exist in order for family-centered care to be put into practice. At 

baseline, family must be present during the patient's hospitalization and have the desire to be involved 

in the child's care. Nurses must be willing to incorporate family-centered care into nursing practice, 

must be educated on the principles of family-centered care, and be competent in the implementation 

of those principles into practice. Without the proper training and understanding of family-centered 

care applied to the hospital environment, nurses are unable to provide nursing practice centered 

around the patient-family unit. Finally, the responsibilities of patient care are ultimately to be shared 

within the family-nurse partnership, therefore, both parties must be willing to share that 

responsibility. 
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There are precursors to family-centered care regarding the management of time in the hospital setting. 

Sufficient time for communication between nurses and family members is needed for effective 

family-centered care to be provided. The provision of comprehensive patient care is often demanding, 

leaving insufficient time for families and nurses to develop inclusive, open, and collaborative 

dialogue. Communication within the partnership of nurses and families also needs to be open and 

honest for family-centered care to ensue. 

The hospital environment itself must contain certain characteristics to promote family-centered care. 

The hospital atmosphere must be welcoming and inviting to parents and families and their 

participation in care. Visitation policies must be open and provide family members access to the 

patient. The patient's hospital room should allow family members to be physically present and to 

room in if desired. The physical environment must also promote communication and offer families, 

patients, and all healthcare providers a safe area that promotes open discussion. All of these facility 

requirements foster the presence and participation in care of family members. 

Consequences 

Consequences within concept analysis are the outcomes resulting from an occurrence of the concept. 

Primarily, the intended consequences of family-centered care are improved functioning within a 

family during a child's hospitalization. The integrity and unity of the family should be maintained 

throughout hospitalization. Families should feel empowered to participate in care and make informed 

decisions regarding their child's care. Family-centered care should increase family comfort and 

confidence in the care of the patient. Increase in family function and participation can improve family 

satisfaction and decrease experienced stress and anxiety. Nursing satisfaction also has the potential 

improve with the integration of family-centered care in nursing practice. 

In working relationships communication is paramount. Therefore, a consequence of the developed 

partnership between nurses and families, a vital component of family-centered care, is optimal 

communication between both parties. Within the continual collaboration of the nurse-family 

relationship, nurses assess the family's uniqueness and cultural values leading to individualized 

family and patient care. Family-centered care seeks to improve the functional relationships between 

nurses, family members, and patients, thus creating an environment of support and healing. 

While the goal of family-centered care is to improve nurse-family relations, improve patient and 

family outcomes as well as the family experience, there are potential negative consequences of its use 

as a model of care. A systematic review by identified potential disadvantages of family-centered care 

in the care of children 0–12 such as delivering communication that families are not yet ready to hear 

as well as having expectations of parents that are beyond their capabilities. Parents may also feel they 

are expected not only to be present but constantly vigilant also stated that parents may experience 

negative consequences when their expectations for maintaining control and autonomy are not met. 
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